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ABSTRACT 

High rates of premature dropout from child psychotherapy programs are a 

concern for mental health professionals as well as researchers. Of primary concern is the 

number of children and families who are failing to receive the services they need. 

Additional concerns are that premature dropout leads to a reduction of treatment 

effectiveness and to weakened validity of treatment research. Unfortunately, efforts to 

identify the factors predicting premature dropout have yielded mixed and conflicting 

results. Furthermore, research has not yet investigated the predictors of dropout or 

retention for many child psychotherapy programs. 

This study examined the relationship between select client characteristics and 

retention in a short-term filial therapy program in order to identify important predictors of 

program retention. Filial therapy, developed by Bernard and Louise Guemey in the early 

1960s, is a program targeting the parent-child relationship as a means for preventing or 

remediating child and/or family problems. A large amount of research has supported the 

effectiveness of filial therapy programs; however, previous research has not examined the 

predictors of program retention or dropout. 

The filial therapy program investigated in this study was provided at a university 

family therapy clinic and included 10 treatment sessions conducted in an individual 

family treatment format. Parents (N = 27) and children were recruited through schools, 

family court judges, and community mental health agencies and were included in the 

study if the child was between the ages of 2 and 10 and if the parent had full or joint 
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custody of the child. It was expected that parents and children would attend a greater 

number of treatment sessions if (a) Parents were Caucasian, (b) Parents had less severe 

symptoms of stress, (c) Parents had a lower socioeconomic status (as measured by 

income and education), (d) Children had less severe behavioral problems, and (e) Parents 

were more accepting of their child's emotions. The results indicated that less severe 

parent symptoms of stress and less severe child behavior problems were significantly 

related to retention in the program. Results point to the importance of directly addressing 

parent distress and child behavior problems early in treatment. 
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CHAPTER I 

INTRODUCTION AND STATEMENT OF PURPOSE 

Premature dropout from psychotherapy is a significant problem in clinical 

practice as well as treatment research (Kazdin & Mazurick, 1994). Dropout rates have 

been reported as ranging anywhere from 30%i to 60%) (Armbruster & Kazdin, 1994; 

Kazdin, 1996, Wierzbicki & Pekarik, 1993) depending on the program and the population 

served. Research has shown that clients who prematurely drop out of treatment fail to 

receive many of the benefits of treatment. As a consequence, dropout is a "significant 

obstacle to the delivery of effective mental health services" (Wierzbicki & Pekarik, 1993, 

p. 190). The large number of individuals and families failing to receive the service that 

they need is of serious concern. This concern is perhaps nowhere more serious than with 

children and adolescents and their families. Reported rates of dropout for child and 

adolescent treatment programs tend to be among the highest of treatment dropout rates 

(Kazdin, 1997). 

There are countless treatment programs serving children using a wide range of 

different treatment configurations and treatment approaches. Treatment configurations 

include child only, parent only, parent and child concurrently, parent and child conjointly, 

family treatment, and some approaches use a mix of different treatment configurations. 

With regard to treatment approach, some programs are psychotherapeutic in nature, 

others are psychoeducational, and others use a combination of psychotherapy and 

psychoeducation. Unfortimately, many dropout studies fail to adequately describe the 



nature of the treatment program. As a result, little can be concluded with regard to the 

nature of the program and treatment dropout. The commonality across these different 

treatment programs is that the child is considered the identified client. Due to the large 

number of studies failing to describe the nature of the treatment program and for the sake 

of simplicity in discussing dropout research for these programs, the term child 

psychotherapy will be used as a descriptor for all of these programs. 

An essential step in improving service delivery for children and their families is 

developing a clearer understanding of the factors which predict dropout. Understanding 

these factors could be used to make adjustments to more effectively accommodate clients 

dropping out of treatment. Research has investigated the relationship between a number 

of different variables and child psychotherapy dropout. These variables include factors 

related to therapist characteristics, treatment related experiences, demographic 

information, parent factors, and child factors (Armbruster & Kazdin, 1994). 

Of the variables examined, socio-economic status (SES; Armbruster & Schwab-

Stone, 1994; Beitchman & Dielman, 1983; Campbell, Baker, & Bratton, 2000; Cohen & 

Richardson, 1970; Frankel & Simmons, 1992; Gould, Shaffer, & Kaplan, 1985; Pekarik, 

1991; Kazdin, 1990; Kazdin, Holland, & Crowley, 1997; Kazdin & Mazurick, 1994; 

Kazdin, Mazurick, & Bass, 1993; Prinz & Miller, 1994; Viale-Val, Rosenthal, Curtiss, & 

Marohn, 1984; Weisz, Weiss, & Langmeyer, 1987), race or ethnic origin (Armbruster, & 

Fallon, 1994; Armbruster & Schwab-Stone, 1994; Cohen & Richardson, 1970; Kazdin et 

al., 1997, 1993; Kazdin & Mazurick, 1994; Pekarik & Stephenson, 1988; Viale-Val et al., 

1984), marital status (Armbruster, & Fallon, 1994; Armbruster & Schwab-Stone, 1994; 



Campbell et al., 2000; Cottrell, Hill, Walk, Deamaley, & lerotheou, 1988; Frankel & 

Simmons, 1992; Kazdin et al., 1997, 1993; Kazdin & Mazurick, 1994), and severity of 

child behavior problems (Campbell et al., 2000; Cohen & Richardson, 1970; Kazdin, 

1990; Kazdin et al., 1997, 1993; Kazdin & Mazurick, 1994; Pekarik, 1991; Prinz & 

Miller, 1994; Weisz et al., 1987) have received the greatest amount of attention. 

Unfortunately, the findings of this research are conflicting and inconclusive and have 

failed to provide a profile of those dropping out of treatment (Armbruster & Kazdin, 

1994; Kazdin & Mazurick, 1994; Wierzbicki & Pekarik, 1993). 

Methodological differences between studies may provide insight into the 

conflicting findings. For example, research has shown that the variables predicting 

treatment dropout vary as a function of the treatment definition used in the study 

(Pekarik, 1985; Viale-Val et al., 1984; Weis et al., 1987) as well as the age range of the 

children included (Pekarki, 1991; Pekarik & Stephenson, 1988). Yet, in an effort to make 

general conclusions about the predictors of treatment dropout, findings are compared 

across studies which differ widely with regard to these variables. This is a key limitation 

of child psychotherapy dropout research and a likely reason for many of the conflicting 

findings between studies (Armbruster & Kazdin, 1994; Kazdin & Mazurick, 1994). 

The use of a consistent definition of dropout across studies is clearly warranted. A 

continuous variable such as sessions attended or weeks in treatment could provide a more 

stable and reliable definition of dropout than many of the categorical variables used 

(Kazdin et al., 1997; Pekarik, 1991) and could provide more consistency between studies. 

In addition, research needs to clearly identify the age ranges of the children in the sample 



and needs to account for different age groups and developmental levels of children by 

performing separate analyses for different age groups of children (e.g., 3 to 7, 8 to 12, 

and 13 to 18). 

Several additional limitations of child psychotherapy dropout research are worth 

noting. First, only a limited range of variables have been examined with regard to dropout 

(Armbruster & Kazdin, 1994; Kazdin et al., 1997). The factors that have received the 

most empirical attention in child psychotherapy dropout research are descriptive, 

demographic variables recorded as part of the clinic intake forms (e.g., socioeconomic 

status, marital status; Armbruster & Kazdin, 1994; Kazdin et al., 1997). As a result of the 

small range of variables previously studied, we know little about more complex, and 

potentially more influential, variables (Pekarik & Stephenson, 1988). Wierzbicki and 

Pekarik (1993), drawing conclusions from their meta-analysis of treatment dropout 

studies, pointed to the need for research to move away from investigating the relationship 

between simple demographic variables and treatment dropout, toward examining more 

complex participant psychological factors (e.g., client expectations and beliefs) as 

predictors of treatment dropout. In addition to neglect of psychological factors, research 

has failed to examine interpersonal factors (e.g., extroversion vs. introversion and 

emotional awareness or comfort with emotions) predicting treatment dropout even though 

it has been suggested that these more complex variables may be the most important 

predictors of premature termination (Pekarik & Stephenson, 1988; Wierzbicki & Pekarik, 

1993). 



A second limitation of dropout research is that many of the predictors are broad 

and offer litfle imderstanding of the mechanisms through which specific factors affect 

treatment dropout (Armbruster & Kazdin, 1994). For example, research has indicated that 

SES is predictive of treatment dropout, but has offered little explanation as to the 

processes through which SES affects client dropout from therapy. A number of 

possibilities include cost of transportation, elevated family stress, or clash of values 

between therapist and client; however, studies have failed to address these potential 

influences. Without a clear conceptualization of the process through which particular 

variables predict treatment dropout, it is unclear how to make changes to improve client 

completion of treatment (Armbruster & Kazdin, 1994; Kazdin, 1997). 

A third limitation of research on dropout is the lack of information on the nature 

of the interaction between client and program characteristics in predicting treatment 

dropout. The question "Which clients are most likely to drop out of what treatment?" has 

yet to be addressed. One reason for this shortcoming in dropout research is that much of 

the dropout literature examines only a small percentage of the treatment programs serving 

parents and children. For example, a large proportion of the research on dropout has been 

focused on behavioral approaches such as cognitive problem solving skills training 

(PSST) for children and parent management fraining (PMT; Kazdin, 1990; Kazdin & 

Mazurick, 1994; McMahon, Tiedemann, Forehand, & Griest, 1984). Other research has 

failed to identify the model of treatment used (Armbruster & Fallon, 1993; Pekarik, 1983; 

Plunkett, 1984). Thus, it is unclear how client characteristics predicting treatment dropout 

might differ based upon treatment content or format. 



In order to improve our understanding of the interaction between client 

characteristics and particular treatment approaches, it is important for research to use a 

common definition of dropout, investigate age groups of children separately, examine 

psychological or interpersonal factors as possible predictors of treatment dropout, present 

a clear conceptualization of the process by which variables are believed to predict 

treatment dropout, and examine treatment dropout with a broader range of treatment 

approaches. Advancement in these areas of research will allow treatment programs to be 

chosen and/or adapted to meet the needs of particular families, reducing the likelihood of 

premature termination and increasing the likelihood of treatment gains. 

The purpose of this study was to address some of the limitations in the dropout 

literatvire by examining the interaction between an interpersonal client characteristic (i.e., 

parent acceptance of child emotion) and the number of sessions attended in a filial 

therapy program serving parents and young children. This study, unlike many of the 

studies reviewed, used a continuous measure of the number of sessions attended and 

examined the predictors of treatment retention instead of dropout. In addition to parent 

acceptance of child emotion, other client factors shovm to be related to dropout (racial or 

ethnic background, SES, and severity of child behavior problems) were examined. 

Although a number of different factors related to therapist and treatment characteristics 

(e.g., therapeutic alliance, affective experiencing, and catharsis) have been shown to be 

important predictors of treatment outcome (Lambert & Ogles, 2003) and may be 

important predictors of treatment attendance, investigating the relationship between these 

factors and treatment attendance is beyond the scope of this study. Instead, this study was 



designed to examine the relationship between select client characteristics and treatment 

attendance. 

Filial therapy, developed by Bernard and Louise Guemey in the early 1960s, is a 

popular freatment approach for parents and children, which uses play as the context for 

parent and child change. In filial therapy parents are taught to be the change agents in 

their child's treatment. They learn the skills of attending to and tracking their child's 

behavior and emotion, setting specific and clear limits, and engaging in imaginary play 

with their children. In this process, children work through negative emotion (e.g., anger, 

fear, sadness), learn emotional and behavioral regulation, and develop a more positive 

relationship with their parents. Parents learn important parenting skills which are 

generalized to everyday parent-child interaction. 

Filial therapy has been shown to be one of the most effective programs serving 

parents and children (Ray, Bratton, Rhine, & Jones, 2001). The positive effects of filial 

therapy remain constant across a variety of cultures and across a wide range of child 

treatment issues (Ray et al., 2001; Rennie, & Landreth, 2000). In addition, filial therapy 

has been shown to have relatively low dropout rates. Dropout rates for filial therapy 

programs have been reported as ranging from 0% to 42%), lower than the average rate of 

dropout reported for other programs serving parents and children (Kazdin & Mazurick, 

1994). 

Unfortunately, even though the dropout rate appears to be lower than that of other 

child treatments, little is known about the factors that predict dropout from filial therapy 

programs. In fact, no research could be located that has examined the characteristics of 



those who drop out of filial therapy programs. Understanding these characteristics could 

be important in improving and adapting the program to more effectively serve a wider 

range of families. An understanding of the characteristics of those dropping out of filial 

therapy may also advance treatment dropout research in general by providing evidence 

for how parent and child characteristics predictive of treatment dropout might differ 

between filial therapy and behaviorally-based treatment programs. 

The variable of primary interest in this study was parent acceptance of child 

emotion. This variable was believed to be a particularly important predictor of dropout 

with the filial therapy program because much of the content of the program is centered on 

emotion. Parents are taught to become more aware of and sensitive to their child's 

emotions and to help their child respond to emotion in a healthy way. The filial therapy 

program used in the present study was modified to include more attention to children's 

emotions by adding two sessions devoted to teaching parents the principles of emotion 

coaching based on the work of John Gottman (1997). The principles of emotion coaching 

include being aware of the child's emotions, helping the child understand the emotions, 

validating the child's emotions, and helping the child problem solve. Because of the 

program focus on emotions, it was expected that parents who report less acceptance of 

their child's emotions at intake would be less comfortable discussing and addressing 

emotion and, as a result, would attend fewer treatment sessions, when compared with 

parents who report high acceptance of their child's emotions. 

In addition to the variables related to parent acceptance of emotion, the three 

variables that have received the greatest amount of support in child psychotherapy 



dropout research were included in this study. These variables are the severity of child 

behavior problems, parent race, and two indicators of SES (income and education). The 

variable severity of parent symptoms and distress was also included in the analysis. The 

decision was made to include this variable because the sample for this study is primarily 

made up of single parents, a population shown to experience a high level of distress 

(Hanson, Heims, & Julian, 1995; Richards & Schmiege, 1993). It was expected that each 

of these variables would be related to the number of treatment sessions families would 

attend. In addition, it was expected that the strength of the relationship between parent 

and child characteristics (taken together) and the number of sessions attended would 

significantly increase when adding the variable parent acceptance of child emotion to the 

model. 

Understanding the importance of parent acceptance of child emotion in predicting 

number of sessions attended could be valuable information in guiding how the program is 

administered to different families. For example, if it were known that parents who do not 

accept their child's emotions were more likely to drop out of treatment, therapists could 

begin to adapt the model in an attempt to be more palatable to these families. 



CHAPTER II 

REVIEW OF THE LITERATURE 

Treatment Dropout 

Problems of Dropout 

Premature dropout from psychotherapy is a major concern for mental health 

professionals as well as researchers. Dropout rates for those participating in 

psychotherapy have been reported as ranging from 30%) to 60% (Armbruster & Kazdin, 

1994; Baekeland & Lundwall, 1975; Kazdin, 1996; Wierzbicki & Pekarik, 1993). High 

rates of dropout create many problems including reduced treatment effectiveness, 

decreased cost effectiveness, and weakened validity of treatment research. 

Reduced treatment effectiveness. Research has indicated that individuals who 

prematurely drop out of treatment show fewer positive gains from treatment when 

compared to those who complete treatment (Howard, Kopta, Krause, & Orlinsky, 1986; 

Pekarik, 1992a, 1992b, 1983a, 1983b; Prince & Miller, 1994). Pekarik (1983a), in a study 

of 89 dropouts from a community mental health center, found that there was a 

relationship between number of sessions completed and adjustment: Those completing 

only one session had extremely poor adjustment at follow up, those completing three or 

four sessions had better adjustment, and those completing the program had the best 

adjustment. 

Decreased cost effectiveness. In addition to a reduction in the benefits of 

treatment, premature dropout also leads to a reduction in treatment cost effectiveness. A 
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majority of those dropping out of ft-eatment do so by not showing up for treatment 

sessions. The result is wasted clinical and clerical staff time, unused clinical rooms, and 

uncollected fees (Pekarik, 1985), producing an increase in unit costs for services provided 

(Larsen, Nguyen, Green, & Atkison, 1983). 

Weakened validity of treatment research. Premature termination from 

psychotherapy can have a negative impact on research by compromising both the internal 

and external validity of research studies. In terms of internal validity, psychotherapy 

dropout can lead the researcher to mistakenly conclude that the independent variables are 

responsible for change in the dependent variable, when in fact, the changes in the 

dependent variable are caused by attrition-related participant variables (Flick, 1993, 

1988; Howard, Krause, & Orlinsky, 1986). 

The external validity of research is threatened by the effect treatment dropout has 

on how representative the sample of the study is of the larger population of interest 

(Flick, 1988; Howard et al., 1986). Important differences between those dropping out of 

treatment and those completing treatment limit the generalizability of a study. 

A final negative impact of dropout on treatment research is the reduction in 

sample size. When sample size is reduced the power and sensitivity of the statistical tests 

are also reduced (Howard et al., 1986), limiting the likelihood of finding significant 

relationships between variables when the relationships exist. 

In summary, as a result of high client dropout rates, (1) a large number of 

individuals fail to receive the mental health services they need, (2) the cost effectiveness 
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of treatment is reduced, and (3) the ability of researchers to draw conclusions about 

treatment effectiveness is compromised. 

hnportance of Studying Child Psychotherapy Dropout 

Dropout rates for child and adolescent psychotherapy tend to be among the 

highest of dropout rates (Kazdin, 1997). Despite this, research investigating the predictors 

of child psychotherapy dropout is limited and continues to lag far behind the dropout 

research for adult psychotherapy. 

In 1975, Baekland and Lundwall performed an extensive review of the treatment 

dropout literature for child and aduU clinical populations. They concluded that the 

number of articles devoted to dropout in the treatment of children "amounts to a trickle" 

(p. 754) when compared to the large number of articles on dropout for adult clients. In 

their review, they found only four studies related to child psychotherapy dropout which 

were considered methodologically adequate, compared to 62 studies in regard adult 

psychotherapy. Although child psychotherapy research has made important advances 

since this review, research on child psychotherapy dropout continues to receive only 

minimal attention when compared to research related to dropout in adult psychotherapy 

(Pekarik & Stephenson, 1988). Many issues remain to be considered with regard to the 

processes and mechanisms underlying dropout for children and their families 

(Armbruster & Kazdin, 1994). 

Investigating dropout from child psychotherapy and adult psychotherapy 

separately is important because the differences in the two treatment approaches affect 
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termination and the associated factors differently (Pekarik, 1991; Pekarik & Stephenson, 

1988; Wierzbicki & Pekarik, 1993). Research has shown that a variety of client and 

therapist variables are differentially related to adult and child treatment duration. 

Specifically, number of anticipated visits (Pekarik, 1991), age of identified client 

(Pekarik, 1991; Wierzbicki & Pekarik, 1993), therapist experience, referral source 

(Pekarik & Stephenson, 1988), marital status, and gender (Wierzbicki & Pekarik, 1993) 

have been shovm to differ in relation to adult and child freatment dropout rates. 

Unlike adults, children do not normally seek treatment for themselves nor do they 

typically request help with particular problems. As a result, motivation for initiating 

treatment and attending treatment sessions is typically dependent upon parents or others 

(e.g., teachers) who perceive a problem (Armbruster & Kazdin, 1994; Pekarik, 1991). 

This creates a unique interaction between client, therapist, and treatment variables and 

dropout because the person making the decisions regarding attendance (the parent) is 

frequently not the focus of treatment (the child). Parents are, however, usually involved at 

some level in their child's treatment and, as a result, parent characteristics, in addition to 

child characteristics, have an important influence on dropout or completion of freatment 

(Armbruster & Kazdin, 1994). 

Predictors of Child Psychotherapy Dropout 

A wide variety of factors have been examined in relation to child psychotherapy 

dropout including amount of therapist training, source of referral, fravel distance to 

services, history of previous treatment, SES, parent age, child age, race or ethnic 
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backgroimd, parent marital status, parental stress, child behavior problems, and parent 

expectations and attitudes (Armbruster & Kazdin, 1994). Yet, many of the research 

findings are inconsistent and inconclusive. Even when differences are found, they are 

generally smaU and in need of replication (Pekarik, 1985). 

The following is a review of the child psychotherapy dropout literature along with 

a discussion of some of its limitations and possible reasons for the inconsistencies in 

findings. Variables related to child psychotherapy dropout will be reviewed in five areas: 

Therapist characteristics, treatment related experiences, demographic variables, parent 

factors, and child factors. 

Therapist characteristics. Several studies have reported that clients are more likely 

to drop out of freatment when being served by less experienced therapists (Beitchman & 

Dielman, 1983; Frankel & Sinamons, 1992; Viale-Val, Rosenthal, Curtiss, & Marohn, 

1984). These studies indicate that residents or trainees are more likely than clinic staff to 

have clients prematurely drop out of treatment. Other research found no relationship 

between therapist experience level and dropout (Armbruster, & Fallon, 1994; Pekarik & 

Stephenson, 1988). Additional research has suggested that a mismatch between therapist 

and cUent gender (Viale-Val et al., 1984), race (Flaskerud, 1986), and a poor parent-

therapist relationship (Kazdin et al., 1997) are predictive of premature termination. 

Treatment related experiences. Several factors related to treatment have been 

reported to be influential in predicting treatment dropout. These factors include distance 

from the clinic, source of referral, and previous therapy experience. The results of 

research related to distance from the clinic are mixed. One study noted a positive 
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relationship between treatinent dropout and the travel distance to the mental health clinic 

(Frankel & Simmons, 1992). Yet other studies found no relationship between distance 

and dropout (Cohen & Richardson, 1970; Weisz, Weiss, & Langmeyer, 1987). 

Five of eight studies failed to find a significant relationship between referral 

source and freatment dropout (Armbruster & Fallon, 1994; Gaines & Stedman, 1981; 

Pekarik, 1991; Pekarik & Stephenson, 1988; Viale-Val et al., 1984). The three stiidies 

that did find a relationship yielded conflicting results. Two studies found families 

referred for services, as opposed to those initiating treatment themselves, were more 

likely to drop out of freatment (Gaines & Stedman, 1981; Prinz & Miller, 1994) and the 

other study found self-referred families were more likely to drop out (Frankel & 

Simmons, 1992). 

Evidence regarding the relationship between previous therapy experience and 

dropout is inconsistent, with two studies finding no relationship (Armbruster, & Fallon, 

1994; Pekarik & Stephenson, 1988) and three others finding an important relationship 

between previous therapy and dropout (Flaskerud, 1986; Koumay, Garber, & 

Tomusciolo, 1990; Viale-Val et al., 1984). 

Demographic variables. Of the variables examined in relationship to premature 

termination, participant demographic characteristics have received the greatest amount of 

attention. Demographic variables studied include, SES, parent age, child age, parent 

marital status, and race or ethnic origin. A majority of studies have found clients with a 

lower SES are more likely to drop out of treatinent prematurely (Armbruster & Schwab-

Stone, 1994; Campbell, Baker, & Bratton, 2000; Frankel & Simmons, 1992; Kazdin, 
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1990; Kazdin et al., 1997; Kazdin & Mazurick, 1994; Kazdin, Mazurick, & Bass, 1993; 

Prinz & Miller, 1994; Viale-Val et al, 1984). Conversely, several studies have found SES 

to be unrelated to dropout (Beitchman & Dielman, 1983; Cohen & Richardson, 1970; 

Gould, Shaffer, & Kaplan, 1985; Pekarik, I99I; Weisz et al., 1987). 

Research on the relationship between age and dropout is mixed for both parents 

and children. Some research has indicated that younger mothers are more likely to drop 

out (Campbell et al., 2000; Kazdin et al., 1997, 1993; Kazdin «& Mazurick, 1994) while 

other research suggests that parent age is not a factor (Frankel & Simmons, 1992; Viale-

Val et al., 1984). Research on child age is split with two studies suggesting that older 

children are more likely to drop out (Armbruster & Schwab-Stone, 1994; Prinz & Miller, 

1994) and three studies finding no relation between child age and dropout (Campbell et 

al., 2000; Pekarik, 1991; Weisz et al., 1987). 

Of the studies that have examined parent marital status, most have reported that 

single parents are more likely than married parents to drop out of freatment (Armbruster, 

& Fallon, 1994; Armbruster & Schwab-Stone, 1994; Campbell et al., 2000; Cottrell et al., 

1988; Kazdin et al., 1997, 1993; Kazdin & Mazurick, 1994). Only one sttidy found 

marital status to be unrelated to dropout (Frankel & Simmons, 1992). Armbruster and 

Fallon (1994) found that the relationship between parent marital status and dropout is 

explained by single parents' lower SES and that when SES is controlled for, the 

relationship between the two variables is no longer significant. 

Ethnic minority status was found to be predictive of dropout in a majority of the 

studies in which it was examined (Armbruster, & Fallon, 1994; Armbruster & Schwab-
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Stone, 1994; Kazdin et al., 1997, 1993; Kazdin & Mazurick, 1994; Viale-Val et al, 

1984). Only two studies foimd race was not a factor in predicting dropout (Cohen & 

Richardson, 1970; Pekarik & Stephenson, 1988). Much like parent marital status, 

research has shown that the relationship between minority status and dropout is no longer 

significant when controlling for SES (Armbruster, «& Fallon, 1994; Viale-Val et al., 

1984). 

Parent factors. Parent factors related to treatment dropout include, level of parent 

sfress, parent symptoms, parenting practices, and parent expectations for treatment. All of 

the studies which investigated the relationship between parent stress and dropout utilized 

the Parenting Stress Index (PSI; Abidin, 1983) as a measure of parent stress. Three of 

these studies found no association between parent stress and dropout (Campbell et al., 

2000; Kazdin et al., 1997; Kazdin & Mazurick, 1994) and two reported that parents with 

higher levels of sfress are more likely to drop out (Kazdin et al., 1993; Kazdin, 1990). 

Most of the studies examining parent s5miptoms (e.g., depression and anxiety) 

have failed to find a significant relationship with dropout. Three studies investigated the 

relationship between depression and dropout and found no relationship (Kazdin & 

Mazurick, 1994; Kazdin et al., 1993; Kazdin, 1990). Seven studies examined the 

relationship between general severity of parent symptoms, as measured by either the 

Brief Symptom Inventory (BSI; Derogatis & Melisaratos, 1983) or the Symptom 

Checkhst-90 (SLC-90; Derogatis, Lipman, Rickels, Uhlenhugh, & Covi, 1974), and 

dropout. Five of these studies found no relationship (Kazdin & Mazurick, 1994; Kazdin 

et al., 1993; Kazdin, 1990; Pekarik, 1991; Prinz & Miller, 1994) and only two studies 
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found general severity of parent symptoms to be predictive of treatment dropout (Gould 

et al. 1985; Venable & Thompson, 1998). 

The only parenting practice variable examined was aversive child rearing 

practices (e.g., harsh and inconsistent discipline). This variable was shown to be 

predictive of dropout in all three of the studies in which it was examined (Kazdin et al., 

1997, 1993; Kazdin & Mazurick, 1994). Parents engaging in more aversive child rearing 

practices were found to be more likely to drop out of treatment. 

Parent expectations for treatment have been shown to be associated with dropout 

in two studies (Nock & Kazdin, 2001; Plunkett, 1984), but not in a third (Pekarik, 1991). 

Nock and Kazdin found a curvilinear relationship between parent expectations for the 

duration of treatment and number of sessions attended. They found that those with low 

and high expectations were more likely to continue in treatment, whereas, those with 

moderate expectations were more likely to drop out. Plunkett found a positive linear 

relationship between parent expectations for treatment duration and actual treatment 

duration. 

Child factors. A majority of research investigating child behavior problems found 

the severity of child behavior problems to be predictive of freatment dropout (Campbell 

et al., 2000; Cohen & Richardson, 1970; Kazdin, 1990; Kazdin et al., 1997,1993; Kazdin 

& Mazurick, 1994; Pekarik, 1991; Prinz & Miller, 1994). Only one study failed to find an 

association between child behavior problems and dropout (Weisz et al., 1987). Severity 

of child symptoms (e.g. depression and anxiety) has received very little attention in 

dropout research. One study found child symptoms to be unrelated to dropout (Kazdin & 
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Mazurick, 1994). Another study found that children with generalized anxiety were more 

likely to continue in treatment (Cottrell et al., 1988). Children with lower academic 

functioning (Kazdin & Mazurick, 1994; Kazdin et al., 1993) and children who have more 

contact with antisocial peers have been shown to be more likely to drop out (Kazdin & 

Mazurick, 1994; Kazdin et al., 1993). In general, the research related to child factors 

suggests that greater severity of child problems increases the likelihood of dropout. 

Summary. In summary, research regarding child psychotherapy dropout is 

conflicting and fails to provide a clear profile of the clients who drop out of treatment and 

the conditions which may influence early termination from therapy (Armbruster & 

Kazdin, 1994). Only a small number of variables shown to have a significant relationship 

with freatment dropout do not have parallel conflicting findings. These variables, 

however, have only minimal support and are in need of further examination. 

Methodological Differences between Studies 

Conflicting and disparate findings regarding the predictors of child psychotherapy 

dropout may be at least partly due to methodological differences between studies 

(Armbruster & Fallon, 1994; Armbruster & Kazdin, 1994; Baekeland & Lundwall, 

1975). These differences include different definitions of dropout, differences in the age 

ranges of children, and variability in the amount of parent involvement in treatment. 

Different definitions of dropout. One of the greatest obstacles to pursuing a clear 

profile of dropouts is the wide range of definitions of termination used in the various 

studies. The different definitions of dropouts include: (a) those failing to attend an initial 
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intake screening (Koumay et al., 1990), (b) those failing to return for an evaluation 

session after attending an initial screening (Gould et al., 1985), (c) those completing the 

assessment phase but not returning for treatment (Weisz et al., 1987), (d) those 

discontinuing treatinent before completing treatment goals (Beitchman & Dielman, 1983; 

Gaines & Stedman, 1981), (e) those attending some sessions but not all of the prescribed 

sessions (Prinz & Miller, 1994), (f) those attending fewer than 25%o of sessions (Kazdin, 

1990), (g) and those attending fewer than six sessions (Frankel & Simmons, 1992; 

Kazdin & Mazurick, 1994; Kazdin et al, 1993). Still other studies have used number of 

sessions attended or weeks in treatment as a continuous measure of attendance (Kazdin, 

Holland, & Crowley, 1997; Kazdin, Holland, Crowley, & Breton, 1997). 

Armbruster and Kazdin (1994) referred to this wide variety of definitions for 

dropouts as "definitional chaos" (p. 90).They state: "In trying to draw conclusions about 

the natxire of dropouts, systematic differences across studies are unlikely to emerge if the 

boundaries of dropouts, continuers, or completers are so blurred.. .These definitions have 

revealed a range of criteria and contradictions that generate the pattern of inconsistent 

findings..." (p. 91). Finding a solution, however, is difficult because definitions of 

dropout are frequently dependent upon the questions the researcher is attempting to 

answer in a particular study. Perhaps a way to begin to develop some uniformity across 

studies would be to routinely use treatment duration (e.g., number of sessions) in addition 

to categorical variables of dropout more suitable to particular research questions. 

Treatment duration is a more sensitive measure (Kazdin et al., 1997) and is a more stable 

and reliable dependent variable than dropout status (Pekarik, 1991). If routinely included 

20 



in dropout research, it could provide more constancy and allow for more meaningful 

generalizations across studies. 

Age range of children in the sample. Failure to take into account differences with 

regard to the ages of children participating in treatment is another potential source of 

conflicting findings in dropout research. Some studies have investigated young children 

(under 12; Beitchman & Dielman, 1983; Prinz & Miller, 1994); some have included older 

children (13 and older; Viale-Val et al., 1988); many studies have included all ages of 

children (0 to 18; Armbruster & Fallon 1994; Gaines & Stedman, 1981; Pekarik & 

Stephenson; Venable & Thompson, 1998); and several studies have failed to describe the 

ages of children investigated (Campbell et al., 2000; Cohen & Richardson, 1970; Frankel 

& Simmons, 1992). Comparing resuhs of these different studies is a concem when 

considering that the relationship between predictor variables and dropout has been shown 

to vary as a function of the age of child (Pekarki, 1991; Pekarik & Stephenson, 1988). 

In order to improve comparisons across studies, research needs to report the ages 

of children participating in each study. In addition, attention should be given to the age 

groups of children investigated when making comparisons across programs. Finally, in 

cases where studies include wide ranges of ages and developmental levels of children 

(e.g., 0-18), the statistical analyses should be performed separately for subgroups of 

children based on age and developmental level (e.g., 1 to 6, 7 to 12, and 13 to 18). 

Making general conclusions about the relationship between the characteristics of children 

and their families and treatment dropout, without making a distinction between the 

different age groups and developmental levels of children, may be overiy simphstic. It 
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may mask or obscure important dynamics in the relationship between predictor variables 

and freatment dropout. 

Amount of involvement of parent. The amount of parent involvement or how 

large of a role the parent plays in treatment is another important difference between 

freatment programs. It is also another potential moderator of the relationship between 

child, parent, and therapist characteristics and treatment dropout. The relationship 

between these predictor variables and treatment dropout is likely to vary depending on 

how directly the parent is involved in freatment. For example, therapist and parent 

characteristics may be less likely to be predictive of treatment dropout in cases where 

parents are not directly involved in the actual treatment. Unfortunately, dropout research 

has failed to investigate this possibility. Comparing predictors of dropout across studies 

where parent involvement differs is problematic and may be partly responsible for some 

of the conflicting findings of dropout research. 

This problem is compounded by the fact that many of the child psychotherapy 

dropout studies fail to describe the amount and nature of parent involvement in treatment 

(Armbmster & Schwab-Stone, 1994; Beitchman & Dielman, 1983; Cohen & Richardson, 

1970; Cotfrell et al., 1988; Weisz et al., 1987). Describing and defining the parent 

involvement in treatment as well as attending to the issues of parent involvement when 

comparing studies will help improve generalizations regarding child psychotherapy 

dropout. 

Summary. In summary, a wide range of different definitions of dropout, different 

age ranges of children, and different levels of parent involvement across dropout studies 
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have made it difficult to compare studies and develop meaningful generalizations about 

dropout. Possible solutions include the use of a consistent definition of dropout across 

studies, specifically describing the age ranges of children involved, performing analyses 

for different age groups of children separately, and specifically describing the amount of 

parent involvement in freatment. 

Additional Limitations of Dropout Research 

Several additional limitations of dropout research have prevented progress toward 

the identification of a profile of those who drop out and circumstances under which they 

do so. These limitations include failure to examine the interaction among variables, a 

focus on behaviorally based treatment programs, lack of conceptualizations of the process 

through which variables predict dropout, and a focus on demographic characteristics. 

Failure to examine interaction among variables. Many of the studies on dropout 

have examined the relationship between potential predictor variables and treatment 

dropout using univariate analyses; however, these studies have failed to examine the 

relationship among variables using more complex multivariate analyses (Campbell et al., 

2000; Cohen & Richardson, 1970; Prinz & Miller, 1994). Others studies have used 

multivariate analyses; however, either they report only the predictive value of all of the 

variables taken together and fail to report the statistical significance of individual 

variables in the model (Kazdin et al., 1997) or they include only a few of the variables 

found to be significant in univariate analyses in the statistical model (Armbmster & 

Schwab-Stone, 1994; Weisz et al., 1987). The result is a limited understanding of the 

23 



interaction between predictor variables and their relationship to treatment dropout, hi 

order to develop a more clearly defined profile of those dropping out of treatment, it is 

important for researchers to investigate the interaction of predictor variables using more 

complex analyses and to include a larger number of predictor variables in the analyses. 

Focus on behaviorally based programs. Another limitation of child psychotherapy 

dropout research is the lack of research with non-behaviorally oriented treatment models. 

In order to answer the question "Which clients are most likely to drop out of what 

treatment?" it is important to examine the predictors of dropout across a wide range of 

different freatment approaches. This is key in order to improve our understanding of the 

interaction between client and treatment variables. 

A large proportion of child psychotherapy dropout research has examined dropout 

from behavioral programs such as behavioral parent training (Frankel & Simmons, 1992), 

behavioral family therapy (Prinz & Miller, 1994), parent management training (PMT; 

Kazdin, 1990; Kazdin, Holland, & Crowley, 1997; Kazdin, Holland, Crowley, & Breton, 

1997; Kazdin & Mazurick, 1994; Kazdin et al., 1993), and problem solving skills training 

(PSST; Kazdin, 1990; Kazdin, Holland, & Crowley, 1997; Kazdin, Holland, Crowley, & 

Breton, 1997; Kazdin & Mazurick, 1994; Kazdin et al., 1993). Only a small amount of 

research has examined dropout with non-behaviorally-based programs (i.e., Campbell et 

al., 2000; Gaines & Stedman, 1981; Viale-Val et al., 1988). Furthermore, a large number 

of sttidies fail to describe the nature of the treatment program (Beitchman & Diehnan, 

1983; Cohen & Richardson, 1970; Cotfrell et al., 1988; Venable & Thompson, 1998; 
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Weisz et al., 1987). The result is that littie can be concluded about the relationship 

between client and treatment characteristics. 

Improvement can be made by investigating the relationship between child, parent, 

and therapist characteristics and dropout with a variety of treatment programs and 

tiieoretical freatment models (Armbmster & Kazdin, 1994). hi addition, describing the 

nature of the freatment program used will help advance our knowledge of the interaction 

between predictor variables and treatment model or format. 

Lack of conceptualization of the process. Another impediment to developing a 

clear understanding of dropout is the absence of conceptualization of the process through 

which various variables predict dropout (Armbmster & Kazdin, 1994; Kazdin, Holland, 

& Crowley, 1997; Kazdin, Holland, Crowley, Breton, 1997). Armbmster and Kazdin 

(1994) stated: "Mere identification of difference in variables without underlying 

conceptualizations of the process will not improve our understanding of attrition nor 

provide a very firm basis for improving continuation and completion of treatment" (p. 

96). The variable SES provides an illustration of this. Although there is a large amount of 

research supporting SES as a predictor of dropout (Armbmster & Kazdin, 1994), research 

has failed to describe the mechanisms by which SES influences treatment attendance. 

There are a number of potential processes through which this may occur including cost of 

fransportation, more severe parent and child mental health issues, and differences in 

values between the therapist and client. Without understanding which processes are 

important, little can be done about adapting treatment programs to serve these families 

better. 
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Focus on variables of convenience. A final limitation of child psychotherapy 

dropout research is the limited range of variables that has been examined. Most of the 

variables investigated have been descriptive, demographic variables recorded as part of 

clinic intake forms. The ease of retrieving demographic information may account for 

their widespread investigation (Wierzbicki & Pekarik, 1993). In a meta-analysis of 

dropout research Werzbicki and Pekarik found demographic variables to have only a 

small to modest relationship with dropout. They noted that client expectations were better 

predictors of treatment duration than any of the demographic variables. In recommending 

future directions for dropout research they state: "Perhaps it is time to abandon the search 

for simple demographic predictors of dropout. Future research on psychotherapy dropout 

should focus on more complex psychological variables..." (p. 194). Unfortunately, since 

their analysis, research has failed to shift its focus to chent psychological or psychosocial 

variables in relation to treatment dropout. 

Summary 

In summary, research has investigated the relationship between a number of 

different variables and freatment dropout, including variables related to therapist 

characteristics, treatment related experiences, demographic information, parent factors, 

and child factors (Armbmster & Kazdin, 1994). Of the variables examined, SES, race or 

ethnic origin, marital status, and severity of child behavior problems have received the 

greatest amount of support. However, several studies have confradicted the importance of 

these variables in predicting dropout. In general, the findings of child psychotherapy 
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dropout research are conflicting and inconclusive and have failed to provide a profile of 

those dropping out of treatment (Armbmster & Kazdin, 1994; Kazdin & Mazurick, 1994; 

Weierzbicki & Pekarik, 1993). 

A number of different limitations of child psychotherapy dropout research have 

prevented the development of a clear profile of those who drop out of treatment. These 

limitations include the use of different definitions of dropout, differences in the age 

ranges of children across studies, variability in the amount of parent involvement in 

freatment between studies, over-reliance upon univariate analysis, lack of attention to 

non-behaviorally based treatment programs, lack of conceptualizations of the process 

through which variables predict dropout, and a limited range of variables investigated. In 

order for child psychotherapy dropout research to advance, these limitations must be 

addressed. 

This study addresses some of the limitations of child psychotherapy dropout 

research by investigating the predictors of the number of treatment sessions attended in a 

filial therapy program. This study uses a continuous measure of the number of sessions 

attended and is focused on predicting retention instead of dropout, the categorical 

variable most commonly used in the studies reviewed. This study contributes to dropout 

research by investigating an interpersonal variable (parent acceptance of child emotion) 

as a predictor of the number of sessions attended, by investigating a small age range of 

children (3 to 10), by using multivariate analysis to understand the relationship among 

variables, and by examining a program not yet investigated with regard to dropout. 
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Filial Therapy 

Backgroimd 

FiUal therapy, developed by Bernard and Louise Guemey in the early 1960's, is a 

freatment approach designed to teach parents of young children the skills of child-

centered play therapy. Using these skills, parents conduct weekly, 30-minute home play 

sessions with their children. The purpose of the parent-child play sessions is to help 

children work through emotional and behavioral problems in the context of parental 

empathy and validation (Andronico, Fidler, Guemey, & Guemey, 1967) and to improve 

the quality of parents' child-rearing skills (Guemey, 1983). Parents are taught to validate 

their child's thoughts and feelings in play by reflecting what the child is feeling and 

doing. The parent teaches the child to manage his/her own behavior by giving the child 

freedom to initiate activities and by setting and enforcing limits to help their child stay 

within the limits of the play session (Guemey, 1983). During the process, children 

experience their parent as having more positive feelings toward them and begin to 

commimicate their thoughts and needs more openly to their parents. Additionally, the 

child begins to develop a greater sense of self-respect and confidence (Guemey, 1964). 

Parents, in tum, experience an increase in understanding of their child, a greater sense of 

their importance to their child, and an increase in confidence as parents (Landreth, 2002). 

Typically, filial therapy takes place in a support-group format in which parents 

observe skill demonstrations, practice the skills through role play, and receive supportive 

feedback from therapists and group members who observe their parent-child play 

sessions. The original filial therapy model included weekly two-hour group meetings 
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which were held for an average of one year. The model was subsequently shortened to an 

average of five to six months (Guemey, 1980). More recently, Gary Landreth (1991) 

adapted the model to fit a much shorter 10-week group format and Rise VanFleet (1994) 

adapted the program to a format for work with individual families. Over its long history 

filial therapy has been used extensively in a wide variety of settings and has continued to 

increase in use and popularity (Guemey, 2000). 

Filial therapy has many advantages over other approaches to child therapy. 

Bemard Guemey (1964) hsted several of these in his initial paper on filial therapy: (1) 

Frequently children's problems are connected to interpersonal problems in the family and 

should be attended to in the context of these relationships; (2) Involving parents directly 

in freatment helps parents feel more important to the process and more motivated to 

initiate and continue in treatment; (3) Problems the parent experiences in conducting the 

play sessions may provide useful insight into parent beliefs and values about child rearing 

and about the parent's ability to respond to the child's needs; (4) The parent is in a 

position to gain greater understanding of the child; (5) The parent will have a more 

positive effect on the child than a therapist could because of the emotional significance of 

the parent to the child; and (6) Parents are equipped with skills that will serve them and 

their children long after treatment has ended. These benefits are believed to contribute to 

the many positive outcomes of filial therapy. 
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Empirical Support 

Seventeen different filial therapy outcome studies were located and are reviewed 

here in order to provide a picture of the effectiveness of filial therapy. Although there are 

more than 17 published studies on filial therapy, several studies are not relevant to this 

review because they are either case studies (Athanasiou & Gunning, 1999; Guemey & 

Welsh, 1993; Packer, 1990) or they provide only a qualitative report of the program's 

effectiveness without specific description of participants and/or sample size (Andronico, 

& Blake, 1971; Cleveland & Landreth, 1997; Ginsberg, 1976; Ginsberg, Stutman, & 

Hummel, 1978; Bavin-Hoffman, Jermings, & Landreth, 1996). In addition, several 

doctoral dissertations (e.g., Dematatis, 1982; Glass, 1987; Oxman, 1972) were 

unavailable and were not included in the review. 

Research has shown filial therapy to be an effective intervention for parents and 

children from a wide range of backgrounds and presenting issues or complaints (Ray, 

Bratton, Rhine, & Jones, 2001; Rennie & Landreth, 2000). Filial therapy has been shovra 

to be effective with two-parent families (Glass, 1986; Guemey, 1976), foster parents 

(Guemey & Gavigan, 1981), single parents (Bratton & Landreth, 1995), incarcerated 

mothers (Harris & Landreth, 1997), incarcerated fathers (Landreth & Lobaugh, 1998), 

parents from a variety of cultural and ethnic backgrounds (Chau & Landreth, 1997; 

Glover & Landreth 2000; Jang, 2000; Yuen, Landreth, & Baggeriy, 2002), parents of 

chronically ill children (Glazer-Waldeman, Zimmerman, & Landreth, 1992; Tew, 

Landreth, Joiner & Solt, 2002), parents of children with conduct problems (Clark, 1996), 

parents of children with leaming difficulties (Kale & Landreth, 1999), non-offending 
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parents of sexually abused children (Costas & Landreth, 1999), and parents of children 

who have witnessed domestic violence (Smith & Landreth, 2003; see Table 1). 

Parents and children have experienced many positive gains from filial therapy. 

These include a decrease in parent stress (Chau & Landreth, 1997; Costas & Landreth, 

1999; Kale & Landreth, 1999; Landreth & Lobaugh, 1998; Tew et al., 2002; Yuen et al., 

2002), an increase in parent acceptance of the child (Bratton & Landreth, 1995; Chau & 

Landreth, 1997; Costas & Landreth, 1999; Harris & Landreth, 1997; Kale & Landreth, 

1999; Landreth & Lobaugh, 1998; Sywulak, 1978; Tew et al., 2002), an increase in child 

self-confidence (Costas & Landreth, 1999; Landreth & Lobaugh, 1998; Yuen et al., 

2002), an increase in parent self-confidence (Glass, 1986), reduction in child depression 

and anxiety (Tew et al., 2002), an increase in parent empathy in parent-child interaction 

(Chau & Landreth, 1997; Costas & Landreth, 1999; Glover & Landreth, 2000; Harris & 

Landreth, 1997; Jang, 2000; Landreth & Lobaugh, 1998; Yuen et al., 2002), and a 

decrease in child behavior problems (Athanasiou & Gunning, 1999; Harris & Landreth, 

1997; Jang, 2000; Sywulak, 1978; Tew et al., 2002; Yuen et al., 2002). 

Filial Therapy Dropout 

Another strength of filial therapy is its relatively low rate of dropout. Dropout 

rates for filial therapy programs have been reported as ranging from 0%o to 42% (Table 1) 

much lower than the range of dropout rates reported for other types of programs serving 

parents and children (Kazdin & Mazurick, 1994). Yet little is known about the 

characteristics of those who drop out of fihal therapy programs. None of the 17 fiUal 
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therapy outcome studies that could be located examined the predictors of dropout from 

filial therapy. Furthermore, demographic characteristics of the samples in these studies 

were reported only for those participants who remained in treatment. No analysis was 

done comparing those who completed treatment with those who dropped out of 

treatment. As a result, this information is of little value in understanding the 

characteristics of those dropping out. 

In an effort to gain some insight into dropout from filial therapy programs, these 

studies are reviewed with attention to the relationship between rates of dropout and 

variability in treatment programs. All 17 of the filial therapy programs examined were 

conducted in a small-group format with from 3 to 10 parents in each group. Even though 

conclusions must be limited because specific data were not provided in the 17 studies 

comparing those who dropped out with those who completed, it is possible to look across 

studies to see if any sample characteristics appear to be related to dropout. 

In an effort to identify patterns in dropout across filial therapy programs, rates of 

dropout are examined in relation to treatment duration, treatment location, nature of the 

groups, and therapist characteristics. Table 1 provides a list of the 17 studies reviewed 

including a description of the samples and treatment groups in each study. 

Length of treatment. Comparisons across studies suggest that there is no 

relationship between length of treatment and dropout. The longest program reviewed 

(Guemey & Stover, 1971) lasted for approximately one year with a 25% dropout rate, 

whereas, the shortest program, 12 sessions held over three weeks (Smith & Landreth, 

2003), had a 21% dropout rate. The most common length of freatment was 10 sessions (n 
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= 11) with an average of 12%o dropout. Other program lengths included six-month (16% 

dropout), eight weeks (0%) dropout), four weeks (8 sessions; \3% dropout), and five 

weeks (10 sessions; 0%o dropout; see Table 1). 

Location. The relationship between treatment dropout and the location of the 

groups appears to be mixed. The average dropout rate for groups in university clinics (n = 

5) was 10%), groups in churches {n = 2) was 0%, groups in hospitals (n = 2) was 13%, 

groups in prisons (n = 2) was 0%, groups in shehers (n = \) was 21%), and for groups in 

schools (« = 1) was 42%). Several factors may explain the low dropout rates for prison 

groups: (a) group leaders come to the participants rather than the participants going to a 

clinic or commimity center, (b) participants are confined and have few alternatives, and 

(c) participants may be motivated by the chance to spend extra time with their children. 

The higher dropout rates in the shelter programs may reflect the more transient nature of 

the lives of the shelter participants. 

Nature of the groups. With the exception of prison and sheher groups, it is 

believed that the above rates of dropout are more reflective of the nature of the groups 

than the location of treatment. For example, the groups held in hospitals were for parents 

of chronically ill children who have unique freatment needs. These parents were likely 

experiencing a high level of stress which may have interfered with treatment participation 

and may have led to dropout for some parents. In contrast, the participants in the groups 

held in churches were Chinese parents who had either recently immigrated or were 

intemational students. The lack of dropouts for in this program may be a result of 
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participants' desire for social support from others who have common interests and life 

experience. 

The high dropout rate for the program conducted in the school is also likely more 

a resuh of tiie nature of the groups than of the location. This program included parents of 

children experiencing leaming difficulties (Kale & Landreth, 1999). It is unclear why the 

dropout for this program was so much higher than the others. It may be that the high 

dropout rates are the consequence of the elevated level of stress experienced by parents of 

leaming disabled children (Gottheb, Gottheb, & Berkell, 1986). 

Therapist fraining. Unfortunately, little can be learned about the relationship 

between therapist training and dropout from the studies reviewed. Of the 17 studies, eight 

did not report the amount of training of the therapists. In six of the studies the therapists 

were graduate students and in three the therapists were licensed. The average rate of 

dropout for the licensed therapists was 6% and the average rate of dropout for the 

graduate student therapists was 14%. However, two of the three studies for the licensed 

therapists were with the prison samples and the low dropout rate is likely more a fimction 

of the conditions of the group than of therapists' experience. 

Summary. In summary, due to the limited information reported in many of the 

studies and due to the fact that the studies reviewed did not report demographic 

information for the dropouts, a review of the 17 published quantitative filial therapy 

studies has provided mixed information and little insight into the predictors of treatment 

dropout from filial therapy programs. Although dropout rates for filial therapy programs 

are relatively low, the lack of information about those dropping out of freatment prevents 
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clinicians from being able to better help families in need of services. Research has shown 

that those dropping out of child psychotherapy are those that need treatment the most 

(Kazdin & Mazurick, 1994). Based on this research, it is reasonable to expect that those 

dropping out of filial therapy programs are those that need treatment the most. Therefore, 

it is important to identify the predictors of dropout for filial therapy programs. 

In an effort to understand the characteristics of those dropping out of filial therapy 

programs, this study investigates the relationship between parents' acceptance of their 

child's emotions and the number of freatment sessions parents and children attend in a 

filial therapy program. It is expected that this variable will be important in predicting 

attendance because of the intense focus on emotions in the program. A brief review of 

child-centered play therapy, the foundation of filial therapy, will help clarify the 

emotional nature of the program. 

Child-Centered Play Therapy 

Child-centered or non-directive play therapy is based on client-centered therapy 

developed by Carl Rogers (1951). Client-centered therapy suggests that people have 

within themselves a powerful force that drives them toward independence, maturity, and 

self direction. They also have within themselves the ability to solve problems and push 

continuously toward grov^^h and development. In client-centered therapy the therapist 

works to provide a context of permissiveness where the chent can be him/herself and 

accept self completely. This context provides the client with the freedom to access the 

natural powers from within for change. 
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Virginia Axline (1947), a student of Cari Rogers, adapted the principles of client-

centered theory for work with children in child-centered or non-directive play therapy. In 

child-centered play therapy, the child is provided a variety of toys, the child's natural 

mode of expression, and is "given the opportunity to play out his accumulated feelings of 

tension, friisfration, insecurity, aggression, fear, bewilderment, confusion" (Axline, 1947, 

p. 16). The therapist provides the context for this work by setting only minimal limits on 

behavior, not leading or directing the play in any way, and offering unconditional 

acceptance to the child. Axline suggested that this unconditional acceptance is one of the 

most vital elements of the therapeutic process. She described acceptance in this way: "He 

can say anything that he feels like saying—and he is accepted completely. He can play 

with the toys in any way that he likes to—and he is accepted completely. He can hate and 

he can love and he can be as indifferent as the Great Stone Face—and he is accepted 

completely" (p. 16). The therapist shows acceptance by reflecting back to the child what 

the child has expressed in a way that communicates the therapist's interest and 

understanding. In this context of unconditional acceptance, the child experiences feelings 

of security and safety and the confidence and self-understanding necessary to play out 

and work through problems and insecurities. 

As mentioned previously, in filial therapy, the parent replaces the therapist as the 

change agent for the child, hi place of the therapist, the parent, guided by the principles 

of child-centered play therapy, provides a context of unconditional acceptance for the 

child. Haim Ginott, a child psychologist and one of Axline's students, suggested that if 

the principles of child-centered play therapy can heal children, the principles should be 
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used by parents (Ginott, 1961). He suggested that one of the most important things a 

parent can do is listen to a child while paying special attention to the emotions behind the 

child's words and actions and to respond genuinely and empathically to validate the 

emotional experience. Ginott advocated that parents set limits on children's behavior 

while unconditionally accepting the children's wishes and emotions. By accepting all of a 

child's feelings, whether negative, positive, or ambivalent, and by active reflection of the 

child's feelings, a parent can help a child feel understood and cared for. 

A cenfral objective of fihal therapy is to help parents leam to provide 

imconditional acceptance of their child and their child's emotions. In addition, parents 

leam to create a safe context for their child by setting broad limits that provide 

boundaries for the child while also providing the child with a large amount of freedom. In 

this context parents leam to allow their child freedom to experience and express negative 

(e.g., anger, fear, sadness) and positive emotions (e.g., happiness, excitement). More 

importantly, parents leam to show their acceptance and understanding through warm 

reflective statements about the child's experience. 

Research has demonstrated the effectiveness of filial therapy in increasing 

parents' acceptance of their child's emotions (Costas & Landreth, 1999; Glover & 

Landreth, 2000; Kale & Landreth, 1999; Landreth & Lobaugh, 1998; Tew et al., 2002; 

Yuen et al., 2002). Studies on filial therapy commonly use the Porter Parental Acceptance 

Scale (PPAS; Porter, 1954) as an index of parents' acceptance of then child and their 

child's emotions. The PPAS is a 40-item measure assessing several different dimensions 

of parental acceptance including unconditional acceptance of the child in general as well 
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as acceptance of the child's emotion, autonomy, and uniqueness. Despite the common 

use of the PPAS with filial programs, filial therapy studies have yet to examine the 

relationship between parental acceptance, as measured by the PPAS, and treatment 

dropout. This research seeks to provide some insight into the relationship between these 

two variables. 

Based on the emotional focus of the program, it was expected that parents who 

were less accepting of their child's emotions would experience the treatment program as 

more foreign, less valuable, and more aversive. For this reason, parents who were less 

accepting of their child's emotions before beginning treatment were expected to be less 

likely to continue freatment. Although no research could be located which examined the 

relationship between parents acceptance of their child's emotion with treatment dropout, 

there is a body of research which provides support for the importance of parents 

acceptance of their child's emotions. 

Effects of Parent Acceptance of Children's Emotion 

Acceptance of Children's Negative Emotion 

Parent openness to and support of children's negative emotional expression (e.g., 

anger, sadness, fear) has been shown to be predictive of children's positive 

socioemotional development (Eisenberg, Cumberland, & Spinrad, 1998). More 

specifically, parents who are accepting of their children's negative emotions and offer 

support and comfort, raise children who have a better understanding of emotions 

(Denham, Zoller, & Couchoud, 1994), are more emotionally expressive (Denham & 
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Grout, 1993), are more skilled at coping with negative emotions (Denham, 1993; 

Eisenberg & Fabes, 1994; Eisenberg, Fabes, & Murphy, 1996; Gottman, Katz, & 

Hooven, 1996, 1997), show more cooperation and empathy with peers (Denham, 1997), 

are rated as more socially competent (Eisenberg, Fabes, Cario, & Karbon, 1992; Gottman 

et al. 1996, 1997; Roberts & Strayer, 1987), and exhibit more comforting behaviors 

(Eisenberg et al., 1996). 

Non-Acceptance of Children's Negative Emotions 

In contrast, research has indicated that parents' disapproving reactions to 

children's negative emotions are associated with negative social and emotional outcomes 

for children (Eisenberg et al., 1996; Gotttnan et al., 1996; McDowell & Parke, 2000). 

Parents' nonsupportive responses include punitive responses (administering punishment 

for negative emotions), minimizing responses (minimizing the seriousness of the 

situation and/or the child's emotions), and parental distress responses (distress 

experienced as a results of the child's negative emotions; Eisenberg et al., 1998). These 

nonsupportive responses have a number of deleterious effects on children including 

overaroused and nonconstmctive responses to negative emotion (Eisenbeg, Fabes, 

Schaller, Carlo, & Miller, 1991), difficulties coping in peer-conflict situations and lower 

levels of socially appropriate behavior (Carson & Parke, 1996; Eisenberg & Fabes, 1994; 

Eisenberg et al., 1992; McDowell & Parke, 2000), less knowledge about emotion 

(Denham, Mitchell-Copeland, Sfrandberg, Auerbach, & Blair, 1997), difficulty regulating 

emotions, and increased extemaHzing behavior problems (Eisenberg et al., 1999, 2001). 
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Characteristics of Accepting and Non-Accepting Parents 

Although there is a growing body of research devoted to understanding the effects 

of parental acceptance of children's negative emotions, little research has examined the 

differential characteristics of accepting and non-accepting parents. Nevertheless, several 

studies have provided some insight regarding this issue. These studies suggest that non-

accepting parents are more hkely to become easily distressed and upset by their child's 

negative emotions (Eisenberg & Fabes, 1994; Eisenberg et al., 1999; Parke & O'Neil, 

1999). The amoimt of parental distress resulting from the child's negative emotions has 

been shown to be related to "parental characteristics such as temperamental or 

personality-based negative emotionality and reactivity" (Eisenberg et al., 1999, p. 531). 

In an effort to imderstand the differences between non-accepting and accepting 

individuals, Eisenberg et al. (1994) compared the characteristics of those who 

experienced sympathy with those who experienced personal distress in response to 

others' negative emotions. They defined sjnnpathy as "an emotional reaction that is based 

on the apprehension of another's emotional state or condition and that involves feelings 

of concem and sorrow for the other person..." (p. 776). In confrast, personal distress was 

defined as "an aversive emotional reaction, such as anxiety or discomfort that is based on 

the recognition of another's emotional state or condition" (p. 776). Sympathy is seen as 

attention to others' needs, whereas personal distress is a self-focused response motivated 

by an effort to alleviate one's own discomfort (Batson, 1991; Eisenberg & Fabes, 1990). 

Eisenberg et al. (1994) found that those who experienced personal disfress, as opposed to 

42 



those who experienced sympathy in reaction to others' negative emotions, were more 

likely to be emotionally reactive, to have a limited ability to regulate their own emotions, 

and to experience emotional overarousal. 

As a result of their intense and aversive emotional reaction, these individuals 

either attempt to avoid the distressing situation (Eisenberg & Fabes, 1990) or react to it 

with anger or aggression (Radke-Yarrow & Zahn-Waxier, 1984). As mentioned 

previously, this manifests itself for parents in three different ways: (a) Punishing the child 

for the emotion, (b) Minimizing the child's emotions or the seriousness of the situation, 

and (c) Expression of emotional distress as a reaction to child's expression of negative 

emotion (Eisenberg et al., 1998). 

Gottman's Meta-Emotion Research 

Research conducted by Gottman, Katz, and Hooven (1996) made a significant 

contribution to what is known about parent responses to children's emotions and the 

effects of these responses on children. The research of Gottman et al. was innovative 

because it went beyond assessing parents' reports of their responses to specific child 

behaviors and emotions to a more global measure of parent thoughts and feelings about 

their own and their child's emotions. They termed this constmct "parental meta-emotion 

philosophy." To measure this constmct, Gottinan et al. used the meta-emotion interview, 

a semi-stmctured interview designed by Katz and Gottman (1986). 

The meta-emotion interview lasts from one to one and a half hours and includes a 

range of questions regarding parents' "own experiences of sadness and anger, their 
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philosophy of emotional expression and control, and their attitudes and behavior about 

their children's anger and sadness" (Gottman et al., p. 244). The interviews are coded 

using a checkhst rating system developed by Hooven (1994) which includes three 

subscales for parents' experience, attitude, and response to their own emotions and four 

subscales for parents' experience, attitude, and response to their child's emotions. The 

subscales for parents' emotions include awareness of their own emotions, acceptance of 

their ovm emotions, and ability to regulate their own emotions. The subscales for child's 

emotion include parent awareness of child emotion, parent acceptance of child emotion, 

parent coaching of child emotion (setting limits while helping the child problem solve), 

and child's ability to regulate his/her own emotions. 

Gottman et al. interviewed 56 parents of four or five year-old children using the 

meta-emotion interview. In addition, parent derogatory behaviors (e.g., criticism and 

intmsiveness) and scaffolding or praising behaviors (e.g., affection, enthusiasm, and 

responsiveness) and children's physiological responding were coded from parent-child 

interactions. Three years later teachers reported on children's aggression and negative 

interaction with peers and parents reported on children's regulation of emotion and the 

children's physical health. Gottman et al. found that parents who were more aware of 

their children's emotions and reported coaching their child during the child's emotional 

arousal had children who, three years later, were more skilled at regulating their negative 

emotion. Moreover, the follow-up research indicated that children's ability to regulate 

emotion was predictive of academic success, higher quality of peer relationships, and 

better physical health (Gottinan et al., 1996). 
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Another important finding of Gottman et al.'s research that is particularly 

germane to the present study is the finding that parents' meta-emotion philosophy was 

related to parents' inhibition of negative affect. Parents who were more aware of their 

child's emotions and who reported being more involved in assisting their child when their 

child was emotionally aroused were less likely to react to their child's emotions with 

negative affect. The idea that parent meta-emotion philosophy is related to parent 

emotional reactions to children's emotional expression could have implications for our 

imderstanding of the characteristics of nonaccepting and accepting parents as discussed 

above. Although these data are correlational and cannot identify a causal relationship, 

they offer some evidence that parental reaction to children's negative emotions may be 

influenced by parents' attitude and philosophy about emotional experience and 

expression. 

As mentioned earlier, the use of the meta-emotion interview in investigating the 

importance of parent meta-emotion philosophy as a predictor of parenting behavior and 

child outcome is an important advance in research on emotion. Previous to the research 

conducted by Gottman et al., little attention had been given to parent feelings and 

cognitions about their own and their child's emotions. Most research had utilized parent 

self-report questionnaires of parent-child emotional interaction in order to understand 

parent sociahzation of children's emotions (Eisenberg, Fabes, & Murphy, 1996; 

Eisenberg et al., 1991; Saami, 1985). These self-report questions are often narrow in 

scope and only attend to specific parent-child interactions. For example, the Porter 

Parental Acceptance Scale (PPAS; Porter, 1954), the instilment commonly used in filial 
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therapy outcome research, provides parents with five different examples of child behavior 

or emotional expression and asks them to choose, among several altematives, how they 

would feel and respond to their child. This approach provides very limited information 

about parent-child emotional interaction and fails to capture a full picture of what 

Gottman et al. suggest are the important dimensions of parent experience of and response 

to their child's emotions. 

Another sfrength of the meta-emotion interview is that it provides information 

regarding parent feelings and thoughts with regard to both parent and child sadness and 

anger. This is key because research has shown that parent responses to children's 

emotions differ as a fimction of which emotion the children express (Bimbaum & Croll, 

1984; MacDonald & Parke, 1984). In order to further improve the meta-emotion 

interview, Katz and Gottman (1999) have recently adapted it to include a discussion of 

fear in addition to sadness and anger. 

A limitation of the study performed by Gottman et al. is that they did not use 

parent acceptance of child emotion, a subscale of the meta-emotion coding system, as a 

predictor of child outcome. As a result, it is unclear if the relationship between parent 

emotion coaching and the child outcome variables studied could be partially explained by 

amoimt of parental acceptance of the child's emotions. 

A more recent study using the meta-emotion interview (Ramsden & Hubbard, 

2002) found parental acceptance to be more predictive of child outcome than either 

parent emotion coaching or parent awareness of child emotions. Ramsden and Hubbard 

investigated the relationship between these three dimensions of the meta-emotion 
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interview and child aggression as rated by the children's teachers. They found that none 

of the meta-emotion variables had a direct relationship with child aggression. They then 

performed a path analysis with child's emotion regulation as a hypothesized mediator 

between the meta-emotion variables and child aggression. In this analysis, they found that 

only parents' acceptance of their child's negative emotions was related to child 

aggression through child emotion regulation. They found that parents who were more 

accepting of their children's negative emotions had children who were better able to 

regulate their negative emotions and were less aggressive at school. This research 

suggests that parent acceptance of child emotion may be a more important predictor of 

child emotion regulation and child social interaction than parents' awareness of their 

child's emotions or parent emotion coaching. It also provides more evidence of the 

importance of parental acceptance of children's negative emotions. 

Because of the important connection between emotion coaching and child 

outcome identified in the meta-emotion research, the decision was made to devote two 

sessions in the filial program examined in this study to teaching parents the principles of 

emotion coaching including validating the child's emotion and helping the child problem 

solve. These sessions add even more attention to the already emotion-focused treatment 

of filial therapy. 

Based on the research reviewed, it was expected that parents who were less 

accepting of their child's emotions would be more likely to experience emotional 

overarousal and distress as a result of their child's negative emotions. Consequently, it 

was expected that the filial therapy program, which encourages parents to attend to and 
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unconditionally accept their child's negative emotions, would be experienced by these 

parents as aversive and distressing. Therefore, parents who were less accepting of their 

child's emotions were expected to attend fewer treatment sessions. 

Gender of the Child 

It was also expected that there would be a relationship between parent acceptance 

of the child's emotion and the gender of the child. Research has shown that parents' 

reaction to their child's emotions depends on the gender of the child (Bimbaum & Croll, 

1984; MacDonald & Parke, 1984). For example, parents tend to encourage and reinforce 

emotional expression in girls more than in boys (Dunn, Bretherton, & Munn, 1987). 

In addition, research suggests that there is an interaction between the gender of 

the child and the emotions parents encourage or discourage. For example, parents have 

been shown to be more accepting of the expression of anger by their sons than their 

daughters (Bimbaum & Croll, 1984; Fivush, 1991; Radke-Yarrow & Kochanska, 1990). 

In confrast, parents have been found to be more likely to accept and reward the 

expression of sadness (Adams, Kuebh, Boyle, & Fivush, 1995; Kuebli & Fivush, 1992) 

and fear (Saami, 1989) with their daughters, and to punish their sons for expressing the 

same emotions (Garside & Klimes-Dougan, 2002). 

Summary 

The literature reviewed describes the need for a clearer understanding of the 

predictors of dropout for child psychotherapy services. Dropout research has been 
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plagued by several problems including methodological inconsistencies across studies, 

lack of attention to non-behaviorally based treatment programs, lack of clear 

conceptualizations of the process through which variables predict dropout, and a limited 

range of variables investigated. As a resuh of these limitations, dropout studies have 

produced mixed and inconclusive results. Despite conflicting findings, several variables 

have been identified which have received a moderate amount of empirical support. These 

include racial or ethnic background, SES, and the severity of child behavior problems. 

This study will address some of the limitations of dropout research by 

investigating the relationship between parent acceptance of child emotion and the number 

of sessions attended in a filial therapy program. Filial therapy is a program designed to 

increase parents' unconditional acceptance of their children and their children's 

emotions. Research has shown that parent acceptance of children's negative emotions 

(e.g., anger, sadness) is predictive of a number of positive child outcomes. Research has 

also shown that parents who are less accepting of their child's negative emotions tend to 

be emotionally reactive and tend to experience emotional overarousal. Therefore, their 

child's negative emotions are experienced as aversive and are avoided. For these reasons, 

it was expected that parents who were less accepting of their child's negative emotions 

would experience the emotion-focused treatment of filial therapy as distressing and 

would attend fewer freatment sessions, as compared to those who are more accepting of 

their child's negative emotions. 

Research has shown that parents' reaction to their child's emotions is influenced 

by the gender of the child and the emotion expressed. Parents have been shown to 
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experience the least amount of acceptance for boys' sadness and fear and for girls' anger. 

Overall, parents are more accepting of giris' emotional expression than boys'. Therefore, 

it was expected that parents presenting to the program with daughters would be more 

likely than parents presenting to the program with sons to continue in treatment and were 

expected to attend more sessions. 

In addition to the variable of parent acceptance of child emotion, the variables 

previously found to be most predictive of dropout were included as predictors in the 

analyses. These include parent racial or ethnic background, SES as measured by 

education and income, and the severity of child behavior problems. The decision was 

made to also include the variable severity of parent stress and symptoms because of the 

high level of sfress experienced by single parents (a majority of the parents in the sample; 

Hanson, Heims, & Julian, 1995; Richards & Schmiege, 1993). It was expected that 

parents with higher levels of stress would attend fewer treatment sessions. 

Finally, it was expected that the relationship between parent acceptance of child 

emotion and the number of treatment sessions attended would not be explained by the 

other variables included. Said differently, the strength of the relationship between the 

predictor variables (taken together) and the number of sessions attended was expected to 

significantly increase when adding the variable parent acceptance of child emotion to the 

model. 

Hypotheses 

Based on the literature reviewed several hypotheses were tested: 

50 



1. Parent SES, as measured by income and education, will be positively related to 

the number of sessions attended. 

2. Parent Caucasian racial background will be positively related to the number of 

sessions attended. 

3. The severity of parent symptoms and distress will be negatively related to the 

number of treatment sessions attended. 

4. The severity of child behavior problems will be negatively related to the 

number of freatment session attended. 

5. Parent acceptance of child emotion, as measured by both the PPAS and the 

meta-emotion interview, will be positively related to the number of sessions 

attended. 

6. Parent acceptance of child emotion will explain a significant amount of 

variance in the number of treatment sessions attended after controlling for the 

influence of parent race, income, education, parents' severity of symptoms and 

distress, and severity of child behavior problems. 

7. Parents presenting for treatment with their daughters will be more likely to 

continue in treatinent than parents presenting to freatment with their sons. 
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CHAPTER III 

METHODS 

Design 

This study used a short-term longitudinal design to investigate the relationship 

between select parent and child characteristics and the number of sessions attended in a 

modified fihal therapy program. The study was part of a larger ongoing study fimded by 

the State of Texas, Attomey General's Office investigating engagement, retention, and 

the effectiveness of the program. 

Sample 

Selection Criteria 

Initial criteria for participation in the study were that the parent be single (not 

married or cohabitating), have a child between the ages of 3 and 10, have full or joint 

custody of the child, be able to attend 10, two-hour group sessions at the Texas Tech 

University family therapy clinic, and agree to participate in weekly 30-minute home play 

sessions with the child. Because of early difficulties in recmiting and retaining parents, 

the decision was made to change the treatment from a group to an individual treatment 

format. It was believed that the individual treatment format would be more accessible and 

palatable to families because of the increased attention the parent would receive from the 

therapist and because of the increased flexibility in scheduling sessions. In addition, the 

criteria for participation in the study were broadened over time to include parents who 
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were married, primary caregivers who were not the child's parent (i.e., a grandparent), 

and children as young as two years of age. The changes in criteria for participation were 

not believed to harm the integrity of the study because an important goal of the larger 

study is to assess whether or not the program is useful in a broad range of caregiving 

situations with children (e.g., parents whose children are in Child Protective Services 

custody, homeless parents, and single parents). 

Participant Recmitment 

Parents and children were recmited for participation in the study through 

advertisements in two local newspapers, fliers sent home from elementary schools and 

day-care centers, and referrals sought from mental health agencis, family law attomeys, 

and family court judges. Fliers described the program as a way for parents to decrease 

child behavior problems, decrease stress associated with parenting, and improve the 

parent-child relationship. Parents responding to the advertisements and referrals were 

given more information about the program along with a short phone intake interview to 

assess whether or not they qualified for participation in the study. At the time of the 

intake phone call, parents were asked to select a child between the ages of 3 and 10 

whom they are most concerned about and/or whom they would hke to focus on during 

the treatment program. Participation in the program was free of charge and parents were 

given $15 for each session to help cover travel and child-care costs. Parents were given 

an additional $15 dollars for completing the assessment instmments at the beginning of 
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treatinent and an additional $15 for completing the assessment instmments at the end of 

treatment. 

Sample Characteristics 

Participants in this study were parents and children who began the program 

between April 1, 2002 and April 30, 2003. hi total, 38 families participated in treatment 

during this 13-month period. Eleven families who participated in the treatment were not 

included in the sample because of incomplete data. Nine of the families dropped out of 

freatment before completing the meta-emotion interview and/or the questionnaire packet: 

Four of the nine completed only the intake, and did not have either the meta-emotion 

interview or the questionnaire data, and five others completed the intake and meta-

emotion interview, but did not retum the completed questionnaires before dropping out. 

For one parent who completed the program, the quality of the recording of the meta-

emotion interview (for both the audio and video recordings) was too poor to use in 

coding. Another parent had to drop out of the program because her children went to live 

with the other parent. 

The resulting sample included 27 caregivers and their children. The sample 

characteristics are hsted in Table 2 below. Of the 27 caregivers, 25 were single, 1 was 

married, and 1 was a grandmother. A majority of the caregivers were female with only 2 

of the 27 being male. The children were more evenly divided with regard to gender with 

17 boys and 10 girls. 
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Table 2. Sample characteristics {N=21) 

Characteristic 

Mean age of caregiver 

Gender of caregiver 
Female 
Male 

Mean age of child 

Gender of child 
Female 
Male 

Caregiver completed education 
Some high school 
High school 
Some college 
Completed college 
Some graduate work 
Master's degree 

Yearly household income: 
less than $5,000 
$5,000-39,999 
$10,000-$19,999 
$20,000-$29,999 
$30,000-339,999 
$40,000 or greater 

Religious affiliation 
Catholic 
Protestant 
Non-denominational 
Other 
None 

Caregiver racial or ethnic background 
Caucasian 
Hispanic 
American Indian 

Mean or Frequency 

32.7 

25 
2 

5.4 

10 
17 

1 
7 
8 
4 
4 
3 

4 
4 
6 
6 
3 
4 

5 
7 
9 
5 
1 

18 
8 
1 
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The age range for caregivers was 24 to 44 with a mean of 32.7 {SD = 5.58). The 

age range for children was 2 to 10 with a mean of 5.4 {SD = 2.18). Eighteen (66.7%) of 

the caregivers were Caucasian, 8 (29.6%) were Hispanic, and one (3.7%) was American 

hidian. Only one of the caregivers had not completed high school, 70.4%) of the 

caregivers had at least attended some college, and 40.7% of caregivers had completed a 

college degree. With reference to income, 29.6% of the caregivers had annual household 

incomes below $9,999, 44.4%) had annual household incomes between $10,000 and 

$29,999, and 25.9% had incomes greater than $30,000. 

Measures 

The larger study from which the data for this research were drawn utilizes a 

variety of data collection techniques including questionnaires, a semi-stmctured 

interview, observation of parent-child interaction, and a puppet interview. Below, the 

methods for data collection in the larger study are listed along with a more detailed 

description of the questions and measures used in this study. 

Questioimaires 

At the begirming and end of treatment, participants completed a questionnaire 

packet including a variety of questions and measures regarding parent, child, and family 

characteristics and functioning. These measures assess a wide range of parent, child, and 

family fimctioning including severity of child behavior problems, severity of parent 

symptoms and distress, perceived social support, the noncustodial parent's relationships 
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and involvement with the custodial parent and the child, parent satisfaction, parenting 

behaviors, and parent acceptance of the child and the child's emotions. Several variables 

assessed in the questionnaire packet were used in this study as potential predictors of the 

number of session families attended. These include demographic characteristics, severity 

of child behavior problems (target child), severity of parent distress and symptoms, and 

parent acceptance of child's emotions (target child). 

Demographic characteristics. A variety of demographic information was collected 

including, income, education, parent racial or ethnic origin, religious preference, 

occupational status, and marital status, hi addition, parents list their children's names, 

age, gender, whether or not each child was living with them, and whether or not they had 

custody of each child. Parents also listed any concems they had for the target child (the 

child to be focused on in freatment), their other children, or parenting their children. 

Parents were asked whether or not they or any member of their family had participated in 

or were currently participating in any form of counseling or mental health services. Of 

these demographic and background variables, only income, education, and parent race or 

ethnic origin were included in the present study. 

To assess parent income, parents were asked to select from among six income 

brackets ("Less than $5,000," "$5,000-$9,999," "$I0,000-$19,999," "$20,000-$29,999," 

"$30,000-$39,999," or "$40,000 or greater") the one which best describes their total 

armual household income. Education was assessed by asking parents to select, from 

among ten altematives ("No formal education," "Some grade school," "Completed grade 

school," "Some high school," "Completed high school," "Some college," "Completed 
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college," "Some graduate work," "A master's degree," "A doctorate"), the highest level 

of education they had completed. In order to report racial or ethnic origin, parents 

selected among five aUemative racial categories ("American Indian or Alaska Native"; 

"Asian or Pacific Islander"; "Afiican-American, not of Hispanic origin"; "Mexican-

American"; or "European-American"). A sixth option ("Other") was provided with a 

blank to be filled in for participants who consider themselves a race or ethnicity not 

included in the five racial and ethnic categories. 

Severity of child behavior problems. Severity of child behavior problems was 

measured using the Eyberg Child Behavior Inventory (ECBI; Eyberg, & Pincus, 1999). 

The ECBI consists of 36 short statements of common behavior problems in children, ages 

2 to 16 years, across a wide range of parental concems. Sample items include "Physically 

fights with fiiends of own age," "Destroys toys and other objects," "Wets the bed," and 

"Whines" (see Appendix A). The ECBI includes two different measures of child 

behavior, a frequency of dismptive behavior (Intensity score) and the number of 

dismptive behaviors that are a problem for parents (Problem score). The scale used in this 

study is the Intensity score scale because it provides a measure of the variable of interest 

for this study: Severity of child behavior problems. 

To measure the frequency of behavioral problems, parents were asked to rate how 

often (1= never to 7 = always) their child (child targeted for participation in treatment) 

engaged in each of the stated misbehaviors. Items were summed to create a total problem 

behavior hitensity Score. Scores may range from 36 to 252 (36 = no behavior problems 

and 252 = severe behavioral problems). 
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The cutoff score for the Frequency score scale is 127. The cutoff score is the 

criteria used to distinguish between children in need and those not in need of treatment 

(e.g., Webster-Stratton, Kolpacoff, & HoUinsworth, 1988). Normative data for the 

measure were drawn from a sample of 614 clinical and non-clinical children in a pediatric 

clinic (Eyberg & Robinson, 1983; Robinson, Eyberg, & Ross, 1980). 

The ECBI has shown good reliability and validity with a split-half reliability of 

.95 and a test-retest correlation of .86. The ECBI has also demonstrated high internal 

consistency (r = .95) and good discriminant validity as evidenced by significant 

differences between the scores of clinical and non-clinical children (Eyberg & Robinson, 

1983; Robinson, Eyberg, & Ross, 1980). The Intensity score scale showed strong intemal 

consistency for this study with an alpha reliability of .93. 

Severity of parent distress and symptoms. To measure severity of parent disfress 

and symptoms, parents completed the Brief Symptom Inventory (BSI; Derogatis & 

Mehsaratos, 1983). The BSI is a shortened version of the Symptom Checklist-90-R 

(SCL-90-R; Derogatis, Lipman, Rickels, Uhlenhuth, & Covie, 1974) which has been used 

extensively in research (Boulet & Boss, 1991). The BSI includes 53 items, each item 

presenting a specific problem or complaint. Sample items include, "Difficulty making 

decisions," "Trouble getting your breath," "Your mind going blank," and "Trouble falling 

asleep." Parents are asked to mark how much (on a 0-4 point scale ranging from "not at 

all" to "extremely") each problem has "bothered or distressed" them during the past two 

weeks (see Appendix B). The BSI is written at a sixth grade level and requires 10 to 12 

minutes to complete (Boulet & Boss, 1991). 
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Scores are obtained on nine different dimensions including. Somatization (SOM), 

Obsessive-Compulsive (OC), Interpersonal Sensitivity (INT), Depression (DEP), Anxiety 

(ANX), Hostility (HOS), Phobic Anxiety (PHOB), Paranoid Ideation (PAR), and 

Psychoticism (PSY). The score for each scale is an average of scale items (each scale 

includes from 4 to 7 items). In addition to the nine scales, the BSI contains three global 

indexes that are calculated from raw scores on the BSI. These indexes are the General 

Severity Index (GSI), an average of the ratings on all of the 53 items; the Positive 

Symptom Total (PST), a frequency count of the number of symptoms the participant 

recorded; and the Positive Symptom Disfress Index (PSDI), a score reflecting the 

intensity of disfress, computed by summing all item ratings divided by the number of 

symptoms recorded (PST score). All of the scales and index scores are converted to T-

scores based on different scale norms for non-clinical females and males. 

From the BSI, only the GSI index was used in the present study. This index 

provides the best measure of the variable of interest for this research (severity of parent 

distress and symptoms). Research has shown that the individual scales of the BSI are 

moderately to highly correlated with each other and that they are also highly correlated 

with the total score on the BSI. This suggests that the BSI is more a measure of degree or 

severity of symptoms and distress than it is of the precise nature of the symptoms and that 

the BSI might be most appropriately used as a global index of symptoms (Boulet & Boss, 

1991). r-scores on the GSI range from 0 (low disfress and symptoms) to 100 (severe 

distress and symptoms) with 70 being the cutoff for the clinical range. The GSI has been 

shown to be vahd and to be reliable with a stability coefficient of .90 (Derogatis & 
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Melisaratos, 1983). In addition, the BSI items were shown to have high intemal 

consistency in this study with a Cronbach reliability coefficient of .96. 

Parent acceptance of emotion. The Porter Parental Acceptance Scale (PPAS; 

Porter, 1954) was used to measure parents' acceptance of their child and their child's 

emotions. The PPAS is a 40-item self-report inventory. The PPAS is divided into two 

sections. The first section includes ten items, each item describing a different child 

behavior. Sample items include, "When my child is obedient," "When my child 

misbehaves in front of special guests," and "When my child shows off in public." Parents 

are asked to rate how much (0-4 point scale from "much more than usual" to "much less 

than usual") acceptance they would feel for the child in each situation. The second 

section includes 30 multiple-choice questions assessing how parents would respond to 

their child in a variety of circumstances. In this section, parents are presented with 

descriptions of 15 different situations with each description being repeated twice (for a 

total of 30), one time with the possible responses centering on the parent's feelings in 

response to the situation and one time with the possible responses centering on the 

parent's behavioral response to the situation. There are five potential responses to each 

item. Responses to the items are weighted from one to five with one representing low 

acceptance and five representing high acceptance. The order of weighting of responses 

varies for each item (see Appendix C). 

The following is a sample item with potential parent behavioral responses: "When 

my child says angry and hateful things about me to my face, I: (a) Tell him it is all right 

to feel that way, but help him find other ways of expressing himself, (b) Tell him I know 
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how he feels, (c) Pay no attention to him, (d) Tell him he shouldn't do such things to me, 

(e) Make him quif (Porter, 1954, p. 179). The choice which shows high acceptance is (a) 

and the choice which shows the least acceptance is (e). 

The PPAS includes a total scale score and four subscale scores including: 

respecting the child's feehngs and the child's right to express these feelings, appreciating 

the uniqueness of the child, recognizing the child's need for autonomy and independence, 

and loving the child unconditionally. Each scale includes ten items. The scale used for 

this study is respecting the child's feelings and the child's right to express these feelings 

(alpha reliability of .79 for this study). This scale measures the variable of interest for the 

present study (i.e., parent acceptance of child's emotions). The total score for this scale is 

a sum of the scores on all of the 10 items. Total scores on this scale range from 10 (low 

acceptance) to 50 (high acceptance). 

Porter (1954) reported a split half rehability of .76 (Spearman Brown Prophecy 

Formula). Later, Burchinal, Hawkes, and Gardner (1957) reported a split-half reliability 

coefficient of .80. The validity for the PPAS was established by an expert panel of five 

judges. Judges were asked to rank the responses for each item. For all of the items, at 

least three of the five judges agreed on the rankings. The PPAS was found to have good 

discriminate validity in that 39 of the 40 items discriminated between high and low 

scoring mothers and fathers (Burchinal et al., 1957). 
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Meta-Emotion Interview 

The meta-emotion interview developed by Katz and Gottman (1986) was used to 

assess parents' experience and philosophy of emotion and their attitudes and responses 

toward their child's emotion. The meta-emotion interview is a semi-stmctured interview 

lasting from one to one-and-a-half hours. Each meta-emotion interview was conducted by 

the therapist assigned to work with the family. Before conducting meta-emotion 

interviews with clients, therapists were asked to become familiar with the interview and 

to practice the complete interview with family or friends. Therapists were encouraged to 

ask follow-up questions when conducting the interview with clients as needed in order to 

clarify parent answers for later coding. Probes were limited to requests for expansion or 

clarification. 

Meta-emotion interviews were conducted with parents prior to the first session of 

freatment. During the interview, parents were asked a parallel set of questions about 

sadness, anger, and fear. Parents were asked about their experience of emotion, their 

philosophy of emotional expression and inhibition or control, and their beliefs about and 

their experience of their child's emotions as well as their behavioral response to their 

child's emotions. Sample questions about parents' own emotional experience include, 

"What is it like for you to be sad?" and "Is there anything you do to try to get through 

(resolve) feeling sad?" Sample questions for parents' experience of and response to their 

child's emotions are "What are your reactions, thoughts, and feelings when your child is 

sad?" and "What do you want to teach your child about sadness?" All meta-emotion 

interviews were videotaped and audiotaped for later coding (see Appendix D). 

63 



Coding. The videotapes of the interviews were coded using the meta-emotion 

coding system, a 5-point checklist rating system, developed by Hooven (1994). Each item 

from the coding system is a statement related to the parent or child's emotions. For each 

item, coders rated how much they agreed or disagreed (1 = Disagree Strongly, 2 = 

Disagree, 3 = Neutral, 4 == Agree, and 5 = Agree Strongly) with each statement as it 

applied to the parent responses in the meta-emotion interview. In the case where there 

was too little information from the interview to code an item, "Don't Know" was marked. 

The items related to parents' experience of emotion are divided into three scales: 

parent awareness of ov̂ m emotions, parent acceptance of own emotions, parent regulation 

of own emotions. The scale parent awareness of own emotions includes 12 items. Sample 

items include "Parent has no problem distinguishing this emotion from others," "Parent is 

descriptive of physical sensations," and "Parent is descriptive of their experience of this 

emotion." The scale parent acceptance of own emotions includes 17 items. Sample items 

include "Parent accepts this emotion (it has value, it's part of life)," "Parent expresses 

this emotion (alone or with others)," and "Parent prefers waiting until emotion is over 

and then talk" (reverse coded). The third scale relating to parents' experience of emotion, 

parent regulation of own emotions, includes 12 items. Sample items include "Parent has 

needed help with this emotion" (reverse coded), "Parent has remediation techniques that 

work for this emotion," and "Parent experiences some confrol over cause of this 

emotion." 

The items related to the child's emotions are divided into four scales: Parent 

awareness of child's emotions, parent acceptance of child's emotions, parent assistance 
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(coaching) with child's emotions, and child regulation of emotion. The scale parent 

awareness of child's emotions includes nine items. Sample items include "Parent talks at 

length about child's experience," "Parent knows cause of child's emotion," and "Parent is 

descriptive of child's experience of emotion." The scale parent acceptance of child's 

emotions includes 13 items. Sample items include "Child is ever punished when/for 

expressing" (reverse coded), "Parent wants child to talk to them about emotion," and 

"Parent wants child to know it's OK to have this feeling." The scale parent assistance 

(coaching) with child's emotion includes 11 items. Sample items include "Parent shows 

respect for child's experience of emotion," "Parent comforts during emotion," and 

"Parent teaches mles for appropriate expressiveness to child." The fourth scale, child 

regulation of emotion, includes nine items. Sample items include "Child can self-regulate 

this emotion," "Parent knows of remediation techniques that work with child," and "This 

emotion is difficuft for child to get over" (reverse coded). 

The meta-emotion coding system includes three parallel sections, each with 83 

identical items. Each section is coded with reference to one of the three emotions 

(sadness, anger, and fear) asked about during the meta-emotion interview (see Appendix 

E). The meta-emotion variables have been shown to be predictive of a number of 

variables related to child outcome. Research has shown that parents who are more aware 

of then own and then children's emotions, are more accepting of then own and their 

children's emotions, and offer more assistance to their children with their emotions are 

more likely to have children who are able to calm themselves down quicker after being 

upset, have greater ability to focus attention, have higher math and reading scores, have 
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fewer behavior problems, have better relationships with other children, and have fewer 

infections (Gottman, Katz, & Hooven, 1996, 1997). 

The scale of interest for this study was parent acceptance of child emotion. It was 

expected that parents' acceptance of their child's emotion would influence their tolerance 

for and comfort with the intense focus on emotion in the treatment. Although the other 

variables from the meta-emotion coding system (awareness of emotion or assistance with 

child's emotions) may have a relationship with treatment effectiveness, they were not 

expected to influence freatment duration as directly as parent acceptance of child 

emotion. 

Training of undergraduate coders. Three undergraduates were trained in the meta-

emotion coding system. Training consisted of three stages. In the first stage, coders 

completed the meta-emotion coding system training manual, a 78-page training manual 

giving instmctions on coding with examples from interview transcripts and a discussion 

of how they would be coded and why. While reading the training manual, coders listened 

to an accompanying audiotape in order to hear the interview examples and to leam how 

to code participant voice tone and inflection. 

In the second stage of training, coders began coding previously coded audiotapes 

provided by and coded by Lynn Katz at the University of Washington. Coders listened to 

and coded the tapes together along with the primary investigator. Using the coding 

manual and through the process of discussion, coders came to a consensus as to the most 

appropriate codes. These ratings were then compared to the ratings completed by Katz. 

Items for which there was a discrepancy between the ratings of coders and those of Katz 
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were fiirther discussed to improve understanding of the coding system. This process was 

repeated with four different meta-emotion audiotapes. 

In the third stage of training, coders rated additional previously coded tapes 

provided by Katz, this time independently. Coders met with the investigator weekly to 

discuss items for which there was a discrepancy between the ratings of coders and those 

previously coded by Katz. Coders were considered sufficiently trained when the 

correlation between their codes and Katz's codes reached .60 (Pearson's r). In all, the 

fraining process lasted six weeks. 

After completing training, coders began rating project interview videotapes. A 

total of 31 videotapes were coded during a six-week period. Two of the coders rated 18 

tapes and one rated 19 tapes during the coding period. For 60%o of the videotapes, two or 

more coders rated the same tape. These ratings were used to assess interrater agreement. 

Because the coding system employs rating scales, the appropriate statistics for computing 

interrater agreement were correlations between independent observers. Coders were blind 

to the tapes other coders were rating and were, therefore, blind as to which tapes would 

be used for interrater agreement analyses. Coders were also blind to the hypotheses of the 

study and to whether or not specific clients completed or dropped out of treatment. 

During the coding period, raters met weekly with the primary investigator to discuss 

codes for which there was disagreement among coders. Relevant parts of the interviews 

were discussed in conjunction with the coding manual in order to improve adherence to 

the coding protocol and to improve interrater agreement. 
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Due to low interrater agreement with the other coders, the coding for one of the 

three raters was not included in this research. This reduced the number of tapes coded by 

muhiple coders from 60%) to 37%. Having removed the scores for the one coder, the 

average interrater agreement for the scales of interest for this study was .59. Although 

this correlation is somewhat low, it is similar to the rate of interrater agreement reported 

by Ramsden and Hubbard (2002; .63) and is reflective of the somewhat categorical nature 

of the data produced by the coding system as well as the limited variability in the scores. 

Scoring. There are two different approaches to scoring the meta-emotion scales as 

outlined by Gottman et al. (1996). The first approach creates a scale score by computing 

the mean of all of the items in each scale. The second approach creates a scale score by 

computing the mean for only a set of selected items from each scale. The second 

approach was believed to be a better option because it omits items frequently scored 

"Don't Know" cind/or items with little variability. For this reason, the second scoring 

system was used in this study. An example of an item omitted in this scoring system is 

"Parent dislikes the way others express this emotion." This item was not specifically 

asked about in the interview and, as a result, few parents received a score other than 

"Don't Know" for this item. 

For this study the scale parent acceptance of child emotion was modified by 

adding the item "parent wants child to know it is OK to have this feeling" to the scale. 

This increased the scale from three to four items. The item was added to the scale 

because it showed good variability and was believed to measure an important component 
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of parent acceptance. Table 3 provides a list of the meta-emotion scales including the 

number of items and the intemal consistency for each reduced scale. 

Scoring of the meta-emotion coding was performed by reverse scoring negatively 

weighted items and replacing "Don't Know" codes with the value of the average score of 

the items in the scale in which the "Don't Know" was coded. In the case where two 

coders rated an interview, each item was averaged across coders. Items in each scale were 

averaged across the three emotions (sadness, anger, fear) in order to produce one scale 

score for each of the scales of interest in this study. The decision to combine the scales 

across emotions was based on the low intemal consistency among items in the scales for 

the separate emotions. Total scale scores range from 1 to 5 (I = low acceptance or low 

regulation and 5 = high acceptance or high regulation). 

Table 3. Reduced meta-emotion scales 

Scale Number of Items 

5 

9 

6 

5 

4 

6 

5 

Cronbach Alpha 
Reliability 

.67 

.66 

.76 

.32 

.66 

.74 

.78 

Parent awareness of own emotion 

Parent acceptance of own emotion 

Parent regulation of own emotion 

Parent awareness of child emotion 

Parent acceptance of child emotion 

Parent coaching of child emotion 

Child regulation of own emotion 
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Treatment 

The filial therapy freatment model used in this study was adapted from the work 

of Rise VanFleet (1994) and Bemard and Louise Guemey (1987). VanFleet's model is an 

individual freatment model adapted from the group model developed and used by 

Bemard and Louise Guemey. The individual model was chosen over the group model to 

allow for more flexibility in scheduling with the participating single parents for whom 

scheduhng is often difficult. VanFleet's model includes three stages: assessment and 

infroduction, skills fraining, and generalization of skills. Treatment lasts around 19 to 20 

sessions, but varies depending on the needs of the clients. During the first two sessions, 

the model and skills of filial therapy are introduced to the parent. The third and fourth 

sessions are spent with the parent practicing the filial therapy skills in role play with the 

therapist. During the first half of sessions five through ten, the parent conducts supervised 

filial play sessions with his/her child. The second half of these sessions is spent in 

feedback and discussion between the parent and the therapist about the play session. The 

11* session is devoted to preparing the parent for conducting home play sessions. After 

this meeting the parent begins conducting 30-minute weekly play sessions at home with 

his/her child. Sessions 12 through 17 are held every other week with the parent to discuss 

the home play sessions and to begin to generalize the filial therapy skills. In session 18 

the parent and child conduct a play session and the parent and therapist discuss progress. 

Sessions 19 and 20 are used to finish discussions on generahzation of skills and to help 

the parent make plans for the future. 
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The model used in this study follows the three stages of VanFleet's model but was 

shortened to 10 sessions, again, to be more feasible for participating parents. In order to 

shorten the model, several sessions were omitted. First, the supervised parent-child play 

sessions were reduced from five to three sessions. Second, the seven sessions used in 

VanFleet's model to prepare for and review home play sessions were omitted. Home play 

sessions were conducted by the parent beginning after the fifth session and discussion of 

the home play sessions was combined with the discussion related to parent-child play 

conducted during sessions. Sessions 18 through 20 from VanFleet's model were 

combined into one review and termination session. Another important change from 

VanFleet's model was the addition of two sessions (sessions 8 and 9) devoted to teaching 

parents the skills of emotion coaching based on the work of Gottman (1997). These 

sessions fit well with VanFleet's model of generalizing filial therapy skills to parent-child 

interaction outside of play sessions. It is believed that these sessions are an important 

contribution to VanFleet's model because they add stmcture to the process of 

generalizing parent skills and because the skills taught have been shown to be predictive 

of a variety of positive social, emotional, and academic outcomes for children (Gottman, 

etal., 1996, 1997). 

Procedure 

Prior to the beginning of treatment, parents attended two intake and assessment 

sessions. During the first meeting, the research project and treatment procedures were 

explained to the parent. After informed consent was obtained (see consent form. 
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Appendix F) parents were interviewed about the reasons for their interest in the program. 

In addition, parents were asked a variety of questions about their own, their child's, and 

their family's functioning. During this discussion, parents were asked to select a child 

between the ages of 3 and 10 who was of most concem to the parent and/or who the 

parent wanted to focus on for the purposes of the treatment program. Next, the therapist 

presented the rationale for play sessions and discussed with the parents the treatment 

outline as well as the goals for the treatment program. Parents were then given a copy of 

the Parents' Handbook developed by Rise VanFleet (1994). The Parents' Handbook 

provides parents with a collection of readings on filial therapy - its purpose and why it is 

important, the skills of filial therapy, and how to conduct parent-child play sessions at 

home - as well as an outline of treatment sessions and a copy of homework worksheets. 

Parents were asked to begin reading the introduction to filial therapy at home. 

At the end of the first meeting, parents were given the assessment packet and 

asked to retum the completed packet to the next meeting. Parents who failed to retum the 

completed assessment packet were asked to complete it following the second meeting. In 

total, the packet required from 30 to 45 minutes for parents to complete. During the 

second meeting, the therapist conducted the meta-emotion interview with the parents. As 

mentioned previously, this meeting lasted from one to one-and-a-half hours. Interviews 

were recorded using both video and audiotape to ensure a clear record of the interview. 

At the end of the ninth treatment session, parents were again given the questionnaire 

packet and asked to retum it completed to the tenth and final session. If parents were 

unable to retum the completed questionnaire to the final session they were once again 
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asked to fill it out following the session. Two to three months after completing the filial 

therapy program, parents and children retumed for a follow-up session which included a 

parent-child play session followed by feedback from the therapist. The therapist also 

discussed with the parent the progress the family was making and worked with the parent 

to problem solve any obstacles preventing further progress. An outline of the treatment 

sessions is provided in Table 4. 

Table 4. Filial therapy treatment outline 

Session Number Content 

Intake 

Meta-emotion 

1 

2 

3 -4 

5 -7 

8-9 

10 

Follow-up 

Discussion of parent concems and program outline 

Semi-stmctured Interview 

Parent-child play, therapist demonsfration 

Introduction of 4 filial therapy skills 

Parent practice skills with therapist role-playing child 

Parent-child play session, feedback 

Emotion coaching 

Parent-child play session, termination discussion 

Parent-child play session, review progress, problem solve 
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Training of therapists and treatment integrity. Twelve graduate students served as 

tiierapists. Eight of the therapists had two or more years of experience and four of the 

therapists had four or more years of experience conducting therapy. Eight of the 

therapists were male and four were female. Eight of the therapists were European 

American, two were Hispanic, and two were Asian American. 

The therapist fraining in the skills of filial therapy included several different 

components. Therapists watched the four-hour videotape Introduction to Filial Therapy 

produced by Rise VanFleet (1999), read the book Filial Therapy: Strengthening Parent-

Child Relationships through Play also by VanFleet (1994), and completed six hours of 

training with the primary investigator. This training included instmction, demonstration, 

and practice of the filial therapy skills through role play. Prior to conducting the training, 

the primary investigator completed a three-day. Intensive Filial Play Therapy workshop 

with Rise VanFleet and has used filial therapy extensively with parents and children in a 

variety of clinical situations. All therapists have demonstrated their proficiency with the 

filial therapy skills through one-hour role-play sessions with the primary investigator. 

In order to maintain integrity of treatment, therapists followed a detailed treatment 

manual and received ongoing clinical supervision twice a month. In addition, therapists 

completed case notes for each session which included a description of the session and 

information regarding client progress as well as a list of topics covered, homework given, 

homework completed, and any assessment completed. The therapists' case files were 

regularly checked to ensure that therapists were following freatment protocol. 
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Materials 

Each therapy room was equipped with videotape equipment (camera and 

microphone) and an observation booth connected to the therapy room by a one-way 

mirror. Special toy kits as recommended by Landreth (1991) and VanFleet (1994) were 

created for use during parent-fraining sessions and parent-child play sessions. Toy kits 

included a variety of toys conducive to a wide range of types and themes of play. Toy kits 

included the following: family doll figures, animal puppets, cardboard blocks, a dart gun, 

a mbber knife, handcuffs, predator animal figures, a doctor's kit, a baby doll with bottles, 

costume hats, dishes, play food, a water bottle with water, and a bop bag. Before each 

play session, the toys were spread out in the room to ensure that all of the toys were 

easily accessible to the child. 

Statistical Analyses 

Preliminary Analyses 

Before testing the hypotheses of the study, the relationship between several 

demographic variables and the dependent variable (number of treatment sessions 

attended) were examined to mle out potential confounding influence. Potential confounds 

examined include age of child, age of parent, therapist years of clinical experience, and 

whether or not the parent had received or was currently receiving other professional help 

(e.g., therapy, support groups, counseling) with their child. The relationship between 

categorical variables and the dependent variable were examined using r-tests and the 
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relationship between the continuous variables and the dependent variable were tested 

using Pearson product-moment correlation. 

Additional preliminary analyses were conducted to evaluate the relationship 

between the predictor variables. A correlation matrix was used to determine if there was a 

problem of multicollinearity. Muhicollinearity refers to predictor variables that are too 

highly correlated with one another (i.e., .70 or greater). If colhnearity exists, a particular 

variable may provide little unique information and will inflate the error terms weakening 

the analysis (Tabachnick & Fidell, 2001). For this reason, it is recommended that 

variables found to be highly correlated (.70 or higher) in the correlation matrix be 

combined or removed from the analysis. The predictor variables included parent income, 

parent education, parent racial or ethnic background (dummy coded 1 = Caucasian and 0 

= non-Caucasian), severity of parent symptoms and distress, severity of child behavior 

problems, parent acceptance of child emotions as measured by the PPAS, and parent 

acceptance of child emotions as measured by the meta-emotion interview. 

Analysis of Hypotheses 

Hypothesis 1. Parent SES, as measured by income and education, will be 

positively related to the number of sessions attended. To test this hypothesis a Pearson 

product-moment correlation was computed between the variables income and education 

and the number of sessions attended in the fihal therapy program. This hypothesis was 

judged to be supported if there was a significant positive correlation between the 

variables income and education and the number of treatment sessions attended. 
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Hypothesis 2. Parent Caucasian racial background will be positively related to the 

number of sessions attended. This hypothesis was tested using a t-test This hypothesis 

was judged to be supported if there was a significant difference between Caucasian and 

non-Caucasian parents with regard to the number of treatment sessions attended. 

Hypothesis 3. The severity of parent symptoms and distress will be significantly 

negatively related to the number of treatment sessions attended. This hypothesis was 

tested using a Pearson product-moment correlation. This hypothesis was judged to be 

supported if the severity of parent symptoms and distress was significantly negatively 

correlated with number of freatment sessions attended. 

Hypothesis 4. The severity of child behavior problems will be significantiy 

negatively related to the number of treatment session attended. This hypothesis was 

tested using a Pearson product-moment correlation. This hypothesis was judged to be 

supported if the severity of child behavior problems was significantly negatively 

correlated with the number of treatment sessions attended. 

Hypothesis 5. Parent acceptance of child emotion, as measured by both the PPAS 

and the meta-emotion interview, will be positively related to the number of sessions 

attended. Pearson product-moment correlations were used to test this hypothesis. This 

hypothesis was judged to be supported if parent acceptance of child emotion as measured 

by the PPAS and by the meta-emotion interview were significantly positively correlated 

with the number of treatment sessions attended. 

Hypothesis 6. Parent acceptance of child emotion will explain a significant 

amount of variance in the number of treatment sessions attended after controlling for the 
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influence of parent race, income, education, severity of parent symptoms and distress, 

and severity of child behavior problems. To test this hypothesis, a sequential multiple 

regression analysis was conducted. Sequential regression was selected for the analysis 

because of the freedom it gives the researcher in determining the order the predictor 

variables are entered into the equation. In sequential regression, predictor variables can 

be entered into the equation either one at a time or in blocks (Tabachnick & Fidell, 2001). 

This made it possible for the regression to be performed in a two-block approach. 

The first block of variables included all of the hypothesized predictor variables 

with the exception of the variable parent acceptance of child emotion. In the second block 

of the regression, the predictor variable parent acceptance of child emotion was added to 

the equation. In conjunction with the regression analysis, an i?-squared change statistic 

was computed to determine if the addition of parent acceptance of child emotion added 

significant predictive value to the regression equation. Two different sequential muhiple 

regression analyses were conducted; one included the variable parent acceptance of child 

emotion as measured by the PPAS and the other included the variable parent acceptance 

of child emotion as measured by the meta-emotion interview. This hypothesis was judged 

to be supported if the addition of the variable parent acceptance of child emotion to the 

model produced a significant change in R^ for the PPAS or for the meta-emotion scale. 

Hypothesis 7. Parents presenting to treatinent with their daughters will be more 

likely to continue in treatment than parents presenting to treatment with their sons. To 

test this hypothesis, a ^test was used to examine the relationship between child gender 

and the number of freatment sessions attended. This hypothesis was judged to be 
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supported if there was a significant difference between girls and boys regarding the 

number of treatment sessions attended. 
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CHAPTER IV 

RESULTS 

Pattem of Termination 

Of the 27 families in the sample, 14 (52%)) completed all of the treatment 

sessions. Four families (15%)) discontinued treatment after session 6, 7, or 9; seven 

families (26%) discontinued treatment after session 4 or 5; and three famihes (11%) 

discontinued freatment after session 1 or 2. Table 5 provides details regarding the pattem 

of termination for the program. 

Table 5. Pattem of termination 

Session Number 

10 

9 

7 

6 

5 

4 

2 

I 

Number of families 
terminating 

14 

1 

1 

1 

2 

5 

2 

I 
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Preliminary Analyses 

Preliminary analyses using Mests (for categorical predictors) and Pearson 

product-moment correlations (for continuous predictors) indicated that none of the 

variables tested for confounding influence were significantly related to the criterion 

variable (number of treatment sessions attended). The variables tested using correlation 

included parent age (r = -.25, p = .21), child age (r = -.20, p = .30), and therapist 

experience (r = -.02, p = .94). Table 6 provides the intercorrelations between these 

potential confounds and the criterion variable. 

Table 6. Intercorrelations for the dependent and potential confounding variables 

Variables 1 2 3 4 

1. Number of sessions 

2. Age of parent .250 

3. Therapist experience -.016 .029 

4. Age of child -.207 .124 -.032 

* Correlation is significant at the .05 level (2-tailed). 

The relationship between the categorical variable additional help from other 

professionals (0 = no help received, 1 = help received) was tested using a Mest {t = -.47, 

p = .65). Table 7 reports the differences between parents who had and those who had not 

received additional help with regard to the number of sessions attended. 
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Table 7. Comparison of treatinent sessions attended for those 
receiving and those not receiving other help 

Other help No other help 

n 16 11 

Mean number of sessions 6.69 8.18 
attended 

Standard deviation 3.22 3.13 

A correlation matrix revealed that there were no problems with multicollinearity 

among the predictor variables. In fact, none of the predictor variables was shown to be 

correlated above .40. Table 8 represents the intercorrelations between the predictor 

variables as well as between the predictor and criterion variables. 

Tests of Hypotheses 

Hypothesis 1 

Hypothesis 1 stated that parent SES, as measured by income and education, would 

be positively related to the number of sessions attended. This hypothesis was not 

supported. Neither income (r = -.11,;? = .59) nor education (r = .\6,p = .44) was 

significantly related to the number of treatment sessions attended. 
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Hypothesis 2 

Hypothesis 2 stated that Caucasian racial background would be positively related 

to the number of sessions attended. This hypothesis was not supported. The difference 

between the number of sessions attended by Caucasian parents and non-Caucasian 

parents (0 = non-Caucasian, 1 = Caucasian) was not significant (t = -1.5,p = .15). Means 

and standard deviations for the two groups are shown in Table 9. 

Table 9. Comparison of treatment sessions attended for Caucasian and 
non-Caucasian parents 

Caucasian Non-Caucasian 

n 18 9 

Meannumber of sessions 7.50 6.89 
attended 

Standard deviation 3.31 3.14 

Hypothesis 3 

Hypothesis 3 stated that the severity of parent symptoms and distress would be 

negatively related to the number of treatment sessions attended. This hypothesis was also 

unsupported. The variable parent symptoms and disfress was not significantly related to 

the number of treatment sessions attended (r = -.33, p = .09). 
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Hypotiiesis 4 

Hypothesis 4 stated the severity of child behavior problems would be negatively 

related to the number of treatment session attended. This hypothesis was supported. The 

variable severity of child behavior problems was negatively related to the number of 

sessions attended (r = -.39, p = .04). In other words, the greater the severity of child 

behavior problems the fewer the number of sessions attended. 

Hypothesis 5 

Hypothesis 5 stated that parent acceptance of child emotion, as measured by both 

the PPAS and the meta-emotion interview, would be positively related to the number of 

sessions attended. This hypothesis was not supported for parent acceptance of child 

emotion as measured by either the PPAS (r = -.24, p = .23) or the meta-emotion interview 

ir^-.0l,p = .95). 

Hypothesis 6 

Hypothesis 6 stated that parent acceptance of child emotion would explain a 

significant amoimt of variance in the number of treatment sessions attended after 

controlling for the influence of parent race, income, education, severity of parent 

symptoms and distress, and severity of child behavior problems. As shown in Table 10, 

this hypothesis was not supported for either parent acceptance of child emotion as 

measured by the PPAS with R^ change = .06, F (1, 22) = 1.73, p = .20; or parent 
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acceptance of child emotion as measured by the meta-emotion interview scale with R^ 

change = .02, F (1, 22) = .45,p = .50. 

Table 10. Results of the sequential regression analyses 

Models R Square R Square change F Change p 

1 .26 .26 1.49 .23 

2 .32 .06 1.81 .19 

3 .28 .02 .59 .45 

Note. Model 1 included the predictors parent symptoms and distress, parent ethnic or 
racial background, annual household income, parent highest level of income, and severity 
of child behavior problems. Model 2 included the same predictors as in model 1 with the 
addition of parent acceptance of child emotion as measured by the PPAS. Model 3 
included the same predictors as model 1 with the addition of parent acceptance of child 
emotion as measured by the meta-emotion coding system. 

Hypothesis 7 

Hypothesis 7 stated that parents presenting to freatment with their daughters 

would be more likely to continue in freatment than parents presenting to tteatment with 

then sons. This hypothesis was not supported. The difference between the number of 

session attended by parents presenting to freatinent with giris and parents presenting to 

treatment with boys (0 = giris, 1 = boys) was not significant (/ = 1.21,;7 = .24). Means 

and standard deviations for the two groups are presented in Table 11. 
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Table II . Comparison of treatment sessions attended for girls and boys 

Girls Boys 

18 

Mean number of sessions 8.56 6.67 
attended 

Standard deviation 2.30 3.46 

In summary, only one of the seven hypotheses was supported. Only the predictor 

variable severity of child behavior problems was shown to have a significant relationship 

with the number of treatment sessions attended. 

Supplementary Analyses 

In addition to tests of the hypotheses, several supplementary analyses were 

conducted. These analyses were performed post hoc and are considered to be exploratory. 

First, a correlation matrix was created for all of the meta-emotion coding system scales 

and the criterion variable to examine the relationship between these other domains of 

parent and child emotional experience and expression and the number of freatinent 

sessions attended. The meta-emotion subscales examined included parent awareness of 

own emotion, parent acceptance of own emotion, parent regulation of own emotion, 

parent acceptance of child emotion, parent coaching of child emotion, and child 

regulation of own emotion. The variable parent awareness of child emotion was not 

included in these analyses because of low intemal consistency for the scale (a = .32). 
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None of the variables was significantly correlated with the number of treatment sessions 

attended. The variables parent regulation of own emotion (r = .34, p = .087) and child 

regulation of own emotion (r = .38, p = .054), however, had relationships to the criterion 

variable that approached significance. The correlation matrix is presented in Table 12. 

In the second set of analyses, the sample was divided into two groups by age of 

child. One group included children ages 2 to 5 (« = 15), and the other group included 

children ages 6 to 10 (« = 12). Pearson product-moment correlations were used to 

examine the relationship between the hypothesized predictor variables and the number of 

freatment sessions attended. Analyses were conducted separately for each age group. As 

reported in Table 13, none of the predictor variables had a significant relationship with 

the criterion variable for the group with the younger children. Only the predictor variable 

severity of parent symptoms and distress was significantly related to the criterion variable 

(r = -.675, p = .016) for the group with older children. This variable was negatively 

related to the number of treatment sessions attended, indicating that parents of older 

children who experienced more symptoms and distress were more likely to attend fewer 

treatment sessions. The intercorrelations for the group with the older children are 

presented in Table 14. 

In the final stage of supplemental analyses, the relationship between the meta-

emotion subscales and the number of treatinent sessions attended was examined 

separately for the two groups based on child age. Pearson product-moment correlations 

were also used in these analyses. 
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For the younger group of children, parent regulation of own emotion (r = .55, p = 

.04) and child regulation of own emotion (r = .62, p = .02) had a significant positive 

relationship to the criterion variable. Said differently, parents who reported better 

regulation of their own emotion and parents who reported their children had better 

regulation of their own emotions were more likely to continue in treatment and to attend 

more freatment sessions. For the older group of children, none of the meta-emotion scales 

were significantly related to the criterion variable. Correlation coefficients for the 

younger and older groups are presented in Tables 15 and 16, respectively. 

To summarize, in the supplementary analyses none of the meta-emotion scales 

were significantly related to the number of treatment sessions attended for the complete 

sample of the study. When the relationship between the predictor variables and the 

criterion variable were examined for groups of younger and older children separately, 

none of the predictor variables were significantly related to the criterion variable for 

younger children and only severity of parent symptoms and distress was significantly 

related to the criterion variable for the older group. When the relationship between the 

meta-emotion scales and the criterion variable were examined separately for the two age 

groups, none of the meta-emotion scales were significantly related to the criterion 

variable for the older group, but both parent regulation of own emotion and child 

regulation of own emotion were significantly related to the criterion variable for the 

younger group. 

92 



m 

•a 
fl 

I 
CN 

CO 
OJ 
00 
ca 
fl 
OJ 

•.a 
o 
I i 
OJ 

> 
fl 
O 

•c 
OJ 

•a 
o 
OJ 

43 

CO 

13 
CJ 

CO 

CO 

fl 
O 

O 

a 
OJ 

I 

ca 
^ - » 
OJ 

a 
OJ 

-fl 
-4-» 

<2 
CO 

fl 
O 
3 
13 
o o 
I i 
OJ 
+-» 

a 
in 

OJ 

NO 

i n 

CO 

CN 

T 3 
OJ 

-o 
fl 
OJ 

at
t 

M 
fl 

_o 
'co 

se
s 

<+H 

c 
o 

. * - » 
o 

i (D 
rt 
CI 
o 

<+H 
o 
CO 
CO 
OJ 

re
n^

 

ca 

fl o 

•J3 2 
a ^ OJ 

43 
CJ 

<+H 

o 
OJ 

o •2 § 

CO 
OJ 

a <u I ^ 
z Pi 
1 ^ CN 

O H 
OJ 

o 

OJ 

53 
PH 
i n 

CO 
CO 

* 
• * 

o 
NO 

NO 
NO 
CO 

^ 1-H 

^ 
t--
i n 

^ 
CN 
r-
CO 

CN 
ON 

^ 
CN 
CO 
CN 

O 
CO 

^ 
NO 
CO 
CO 

oo 
o 
CN 

r^ 
t - 1 

CO 

ON 
O 
<N 

NO 
r-
t - H 

t—H 

^ i n 

o 
o 
CO 

ON 
NO 
CO 

* r-
'* m 

ON 
ON 
CN 

* i n 
1 - 1 

NO 

ON 
O 
i n 

fl 
o 

em
ot

i 

fl 
^ 
o 

<4H 

o 
fl 
o • f^ 

13 
1 
OJ 
I i 

-d 

S O 
NO 

io
n 

em
ot

 

2 
'TA 

o 
<+H 
o 
W) 
fl 

'TA 

o ca 
o 
o 

^ - J 

fl 
OJ 
53 

PH 

r^ 

T3 

ca 

CN 

OJ 

> 
OJ 

i n 

p 
OJ 

43 

ta 
•»-H 

.& 
CO 

CO 
. . 1 

fl 
O 
3 
13 
o 
U 

93 



-a 
fl 

NO 
CO 

OJ 

ca 
fl 

43 
CJ 
I i 

i2 
OJ 

> 
fl 
o 

•c 
o 
OJ 

43 

CO 
OJ 

13 
o 

CO 

CO 

fl 
O 
o 
S 
OJ 
I 

ca 
OJ 
OJ 

•4-» 

i2 
CO 

fl 
O 

• ^H 

13 

o 
o 
I i 
OJ 

NO 

OJ 

H 

NO 

CN 
* NO 
00 
NO 

NO 
i n 
CO 

00 
i n 
o 

ON 
CO 
^ 

'd-
NO 
CO 

0 0 
ON 
CO 

o 
t - H 

o 

T - 1 

r-CO 

t-H CN 

CO 

0> 

1 

NO 
i n 
CN 

1 

' 

NO 
O 
o 

o 
o 
• ^ , 

CO 
CN 
o 

NO 
CO 

**
 

_ 3
 

r-
i n 
r-

CO 
'^ 
o 

NO 
m 
t - 1 

CN 
ON 
CN 

ON 
CO 
CO 

o 
NO 

se
ss

io
ns

 

o 

um
be

r 

Z 

fl _o 

em
ot

 
•e

ne
ss

of
ow

n 

a 
^ 
ca 

OJ 

53 
PH 

io
n 

+-» 

I e
m

o 
pt

an
ce

 o
f 

ow
r 

cc
e 

ca 
•a 
o3 
53 
PL, 

fl 
_o 

em
ot

 
la

ti
on

of
 o

w
n 

a 
(11 

nt
r(

 

OJ 

53 
PH 

_o 
*41 

n 

de
m

( 
pt

an
ce

 o
f 

ch
il

 
cc

e 

ca 

•a 
OJ 

53 
PH 

fl 
o 

at
io

n 
of

 o
w

n 
em

ot
i 

gu
l 

d
re

 

'^ S 
U 

fl o 

em
ot

: 
;h

in
g 

of
 c

hi
ld

 

CJ 
ca 
o 
CJ 

1 OJ 

53 
PH 

^ CN CO i n NO r-

0> 

CN 

OJ 

ca 
I 

CN 

, OJ 

> OJ 
r—H 

i n 

p 
u 

43 
+-» 
-̂-* ca 
fl 
3 o 

ig
ni

fi
 

CO 

CO 
• ^ H 

fl 
o 
'§ 
13 
fc o 

U 
* 

OJ 

> OJ 

'—' t—H 

p 
OJ 

43 
• * - • 

. * - » ca 
-t-i 

u 
o till 

si
gn

i 

CO 
. r 1 

fl 
_o 
' - * - » 

el
a 

d 
o 

U 
* 
* 

94 



CHAPTER V 

DISCUSSION 

Background 

The purpose of this study was to examine the relationship between select 

participant characteristics and the number of sessions attended in a filial therapy program. 

Participant characteristics examined included SES, parent ethnic background, severity of 

parent symptoms and distress, severity of child behavior problems, and parent acceptance 

of child emotion. These variables were expected to have a significant relationship with 

the number of treatment sessions attended in the program. 

Attendance 

Of the 27 families who began freatinent, 52%) completed the program and 48% 

terminated prior to completion. These figures do not include the nine parents who 

attended one or both of the assessment sessions but terminated prior to beginning 

treatinent. As mentioned previously, these parents were not included in the sample 

because they had incomplete assessment information. When these nine parents are 

included in calculating the dropout rate, the figure rises to 61%. 

Those who were included in this sample, both completers and non-completers, 

had completed one to two intake or assessment sessions, had signed the program consent 

form, had retumed a completed questionnaire packet, had completed the meta-emotion 

interview, and had begun treatment sessions. Many other parents were not included in the 
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sample who failed to complete all of these steps, ft is important to point out that of the 

parents who were included in the sample even those who failed to complete this program 

displayed at least a minimum level of commitment to the program. This is an important 

difference between this study and some of the other child psychotherapy dropout studies 

which considered participants to be dropouts even before the intake or assessment 

sessions. 

The rate of premature termination for the present study is typical for child 

psychotherapy programs, which have reported dropout rates ranging from 30%) to 60% 

(Armbmster & Kazdin, 1994; Kazdin, 1996, Wierzbicki & Pekarik, 1993). However, the 

rate of premature termination for this program is high when compared to reported rates 

for other filial therapy programs, which range from 0% to 42%). Several possible 

explanations for the higher rate of dropout for this filial therapy program exist. First, the 

program examined in this study was conducted in an individual treatment format, 

whereas, the filial therapy programs in the studies reviewed were all conducted in a group 

format. Although no research could be located which has examined the differences in 

dropout rates for group versus individual treatment programs, it could be that 

relationships developed between group members and the support they receive from each 

other during group sessions increase their motivation to attend sessions, in tum, reducing 

the number of dropouts. 

In the initial stages of piloting the filial therapy treatment program for this study, 

attempts were made to conduct the program in a group format. Initial attempts to match 

the first set of parents' schedules for the group, however, were unsuccessful and the 
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decision was made to change the treatment to an individual format to allow for more 

flexibility with parent schedules. Some of the filial therapy programs reviewed (Bratton 

& Landreth, 1995; Chau & Landreth, 1997; Kale & Landreth, 1999; Tew et al., 2002) 

overcame the obstacle of differing parent schedules by placing all of the parents who 

could not meet at the designated time in the control group and by meeting with only those 

parents whose schedules allowed them to meet at the appointed time. This was the 

approach used for the only study reviewed with a single-parent sample (Bratton & 

Landreth, 1995), a sample similar to the one used in this study. 

By limiting their samples to those who could meet at specified times, these 

investigators may have excluded from their samples those who experienced the greatest 

obstacles to attending treatment (e.g., chaotic schedules, limited transportation options). 

This provides a second potential explanation for the discrepancy between completion 

rates for the present filial therapy program and those reviewed. 

Control groups were not used in the present study because the study was not 

designed as an effectiveness study. Instead, the primary purpose for the study was to 

examine whether parents would attend and complete the program and more specifically, 

how those attending more sessions would differ from those attending fewer sessions. As a 

result, it was important to include in this study all interested families regardless of 

schedule. 

A third possible explanation for the differences in rates of completion between 

this program and those reviewed is that this program was conducted primarily with single 

parents. Research has shown that single-parent status is an important predictor of 
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premature termination (Armbmster, & Fallon, 1994; Armbmster & Schwab-Stone, 1994; 

Campbell et al., 2000; Cottrell et al., 1988; Kazdin et al., 1997, 1993; Kazdin & 

Mazurick, 1994). For single parents, "Attending and participating in freatment are more 

likely to be seen as burdens" (Kazdin et al., 1993, p. 9). Although the study performed by 

Bratton and Landreth (1995) also included a single-parent sample and had a dropout rate 

of only 8%), there are two important differences between their sample and the one 

examined in this study. First, Bratton and Landreth placed the parents who could not 

meet at the designated time in the confrol group. As mentioned earlier, this may have 

inflated their rates of completion and minimized premature termination. Second, the 

sample examined by Bratton and Landreth had a large percentage of participants who 

were attending college at the time of the groups. Much of their participant recmitment 

was done on two college campuses and almost half (41 %o) of the participants in their 

sample were attending college at the time of the program. In contrast, only 19% of the 

participants in the present study were attending college at the time of treatment. This may 

have affected the pattem of termination because it may be that attending a university 

clinic is more convenient as well as more acceptable to college students. 

Predictor Variables 

Socioeconomic Status 

The first hypothesis stated that parent SES, as measured by income and 

education, will be positively related to the number of sessions attended. Neither income 

nor education were shown to have a significant relationship with the number of treatment 
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sessions attended for the complete sample as well as for separate analyses for the two 

groups based on age of child. These results are consistent with a number of child 

psychotherapy dropout studies which found SES to be unrelated to dropout (Beitchman & 

Dielman, 1983; Cohen & Richardson, 1970; Gould, Shaffer, & Kaplan, 1985; Kazdin et 

al., 1997; Pekarik, 1991; Weisz et al., 1987). The resuUs, however, contradict a number 

of other studies which have shown SES to be an important predictor of treatment dropout 

(Armbmster & Schwab-Stone, 1994; Campbell, Baker, & Bratton, 2000; Frankel & 

Simmons, 1992; Kazdin, 1990; Kazdin & Mazurick, 1994; Kazdin, et al., 1993; Prinz & 

Miller, 1994; Viale-Val et al., 1984). 

Unfortunately, many of the studies that found no relationship between SES and 

dropout offered little description with regard to the methodology of the study. As a result, 

it is difficult to identify reasons for the common finding between these studies and the 

present study regarding SES. In addition, it is difficult to identify reasons for the differing 

results between these studies and the studies that did find a relationship between SES and 

dropout. However, an examination of the methodology of the studies that found a 

relationship between SES and dropout provides some possibilities as to why these studies 

found a significant relationship and the present study did not. 

One important difference between this study and those that found a significant 

relationship between SES and dropout is the definition of dropout used. The present stiidy 

used number of sessions attended; whereas, a majority of the other studies used a 

categorical measure of dropout, defined as occurring during the assessment or intake 

period or at the beginning of freatment. This is an important difference because there is 
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evidence that while SES is predictive of dropout in the assessment or beginning phase of 

freatinent, it is not predictive of dropout after the beginning of treatment (Armbmster & 

Schwab-Stone, 1994; Kazdin & Mazurick, 1994; Viale-Val et al., 1984). The present 

study did not include in the sample families terminating during the assessment sessions or 

before the first freatment session. As a resuh, it may be that the families with the lowest 

SES, families shovm to be more likely to drop out during the assessment sessions, were 

not included in the sample for this study. This may explain why many of the studies 

reviewed found a significant relationship between SES and dropout while the present 

study failed to find a significant relationship between SES and the number of treatment 

sessions attended. 

Another possible reason for the contradictory findings with regard to the 

relationship between income and the number of sessions attended is that the participants 

in this study were paid $15 for each session as well as $15 for completing the assessment 

packets. Participant payments may have provided greater incentive for lower SES 

families and by doing so may have removed or moderated the influence of SES on the 

number of treatment session attended. 

The limited range of scores with regard to participant education may also help 

explain why there was not a significant relationship between education and the number of 

freatment sessions attended. Only one of the parents in the sample had not completed 

high school and most of the parents had had at least some college. 
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Race or Ethnic Background 

The second hypothesis stated that parent Caucasian racial background will be 

positively related to the number of sessions attended. Analyses failed to find a significant 

difference between Caucasian parents and non-Caucasian parents with regard to the 

number of treatinent sessions attended. This was the case for the entire sample as well as 

for the separate analyses for the two groups based on child age. This finding is consistent 

with two studies (Cohen & Richardson, 1970; Pekarik & Stephenson, 1988) and 

confradicts six other studies investigating the relationship between race and dropout 

(Armbmster, & Fallon, 1994; Armbmster & Schwab-Stone, 1994; Kazdin et al., 1997, 

1993; Kazdin & Mazurick, 1994; Viale-Val et al., 1984). 

The discrepant findings between the present study and previous research may be 

related to the match between therapists and clients with regard to ethnic background. In 

the present study, when possible, the practice of matching clients and therapists with 

regard to ethnic background was used. This is important because research has shown that 

similarity in ethnic background between therapists and clients mediates the relationship 

between ethnic background and dropout (Flaskemd, 1986). It may be that non-Caucasian 

clients in other studies were more likely to drop out because steps were not taken to 

match client and therapists on this variable. Although this provides a possible explanation 

regarding the differing results between the present study and other research, none of the 

studies reviewed discussed whether attempts were made to match clients and therapists in 

terms of ethnic background and therefore it is unclear if this is a viable explanation. 
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The previous discussion regarding the relationship between SES and dropout may 

also provide some insight into the discrepancy in findings with regard to the relationship 

between ethnic background and dropout because there is evidence that the relationship 

between ethnic background £ind dropout is a function of the poorer economic conditions 

of ethnic minority chents. Three of the studies that found a significant relationship 

between ethnic background and dropout used multivariate analyses to examine the 

relationship between SES and ethnic background as they related to dropout. Two of these 

studies found that the relationship between ethnic minority status and dropout was no 

longer significant when controlling for SES (Armbmster, & Fallon, 1994; Viale-Val et 

al., 1984) and one study found that ethnic background remained significantly related to 

dropout even after controlling for SES (Armbmster & Schwab-Stone, 1994). Although 

these findings are mixed, they provide some evidence that the relationship between ethnic 

background and dropout is a function of SES. Therefore, the possible explanations for the 

conflicting finding between this study and other research with regard to SES may also 

offer insight into the conflicting findings with regard to ethnic background and dropout. 

A final possible explanation for the null findings with regard to ethnic background relates 

to the number of non-Caucasians in the study. There were only nine non-Caucasians in 

the study and this may have been too few to do an adequate comparison. 

Severity of Parent Symptoms and Distress 

The third hypothesis stated that the severity of parent symptoms and disfress will 

be negatively related to the number of freatinent sessions attended. Correlational analysis 
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revealed that there was not a significant relationship between severity of parent 

symptoms and distress and the number of treatment sessions attended. This finding is 

consistent with most of the research reviewed regarding the relationship between parent 

symptoms and dropout. Of the seven studies examining the relationship between severity 

of parent symptoms and dropout, five failed to find a significant relationship (Kazdin & 

Mazurick, 1994; Kazdin et al, 1993; Kazdin, 1990; Pekarik, 1991; Prinz & Miller, 1994) 

and only two found a significant relationship (Gould et al., 1985; Venable & Thompson, 

1998). 

Despite the lack of empirical support for the relationship between severity of 

parent symptoms and distress and dropout in the studies reviewed, parent symptoms and 

distress was expected to be related to the number of treatment sessions attended in this 

study due to the nature of the sample which was composed primarily of single-parents 

and their children. Single parents have been shown to experience a greater amount of 

stress and symptoms because of the increased burden of balancing career and parenting 

without the assistance and emotional support of a spouse (Weinraub, Horvath, & 

Gringlas, 2002). As mentioned previously, single-parent status has also been shown to be 

predictive of freatment dropout (Armbmster, & Fallon, 1994; Armbmster & Schwab-

Stone, 1994; Campbell et al, 2000; Cottrell et al., 1988; Kazdin et al., 1997, 1993; 

Kazdin & Mazurick, 1994). ft has been suggested that the increased rate of dropout for 

single-parent families is a fimction of the increased stress and burdens single-parent 

families experience (Kazdin et al., 1993). Therefore, it was expected that for the sample 

in the present study, a sample primarily made up of single-parents, the relationship 
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between parent sfress and symptoms would be significantly related to the number of 

freatinent sessions attended. Previous research had not examined the relationship between 

parent symptoms and disfress for a single-parent sample. 

Based on this literature, the fact that severity of parent symptoms and distress was 

not significantly related to the number of treatinent sessions attended (r = -.33, p = .09) 

was a little surprising. The relationship, however, approached significance and the lack of 

a significant relationship may be attributable to low power because of the small sample 

size. To explore the relationship between these variables further, two extreme outliers on 

the variable severity of parent symptoms and distress (T scores of 97 and 104) were 

removed and the correlation between parent symptoms and distress and the number of 

freatment sessions attended was repeated. The mother with a T score of 104 attended nine 

sessions and the mother with a T score of 96 attended four sessions. This analysis yielded 

significant results (r = -.414, p = .04). 

An examination of the relationship between parent symptoms and distress and the 

number of treatment sessions attended for the two age groups of children separately (2-5, 

6-10) indicated that the relationship was non-significant for the younger group (r = -.14, 

see Table 13) but was highly significant for the older group (r = -.68, see Table 14). hi an 

effort to understand this unexpected difference, the correlation between severity of parent 

symptoms and distress and the number of treatment sessions attended was repeated for 

the two age groups after removing the two outliers discussed previously. Both of the 

outliers had children in the younger group. Removing the outliers, however, had little 

effect on the relationship between severity of parent symptoms and distress and the 
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number of freatinent session attended for the younger group. An examination of the 

relationship between severity of parent symptoms and distress and other variables such as 

severity of child behavior problems, total number of children, income, education, 

ethnicity, and age of parent for each age group failed to explain the difference. Further 

research regarding this relationship is warranted. 

Severity of Child Behavior Problems 

The fourth hypothesis stated that higher severity of child behavior problems will 

be associated with fewer freatment sessions attended. This hypothesis was supported. 

Correlational analyses indicated that there was a significant negative relationship between 

severity of child behavior problems and number of treatment sessions attended. Said 

differently, families in which parents perceived child behavior problems to be more 

severe were more likely to terminate treatment after attending fewer sessions than 

families in which parents perceived less severe child behavior problems. Although the 

relationship between severity of child behavior problems and the number of treatment 

sessions attended was not statistically significant for the two age groups examined 

separately, correlations remained high and the lack of significant results is likely 

attributable to the lack of power in the analyses because of the small sample sizes. 

This research supports previous research which found severity of child behavior 

problems to be predictive of treatment dropout (Campbell et al., 2000; Cohen & 

Richardson, 1970; Kazdin, 1990; Kazdin et al., 1997, 1993; Kazdin & Mazurick, 1994; 
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Pekarik, 1991; Prinz & Miller, 1994). Only one study reviewed failed to find a significant 

relationship between child behavior problems and dropout (Weisz et al., 1987). 

An examination of the definitions of dropout used in these studies may explain 

why the study by Weisz et al. (1987) produced different resuhs from the studies finding a 

significant relationship between severity of child behavior problems and dropout. Weisz 

et al. defined dropout as ".. .cases in which clinic treatment had been recommended and 

offered, but neither the child nor other family members had appeared for any sessions 

after intake" (p. 916). In contrast, the other studies used a variety of definitions of 

dropout with the commonality that dropout was defined as occurring at some point during 

freatment. This is an important difference because the study by Wiesz et al. essentially 

examined whether severity of child behavior problems predicted initiation of treatment, 

whereas, the other studies examined whether severity of child behavior problems 

predicted dropping out of treatment. Therefore, it may be that severity of child behavior 

problems is predictive of dropout from treatment but not predictive of moving from the 

intake sessions into treatment. 

The consistent finding that families of children with the most severe behavioral 

problems, children who need treatment the most, are the most likely to prematurely 

terminate from treatment is troubling. Unfortunately, little has been offered in the 

literature in terms of a conceptualization of the process through which severity of child 

behavior problems predicts premature termination. One obvious possibility is that the 

child's misbehavior causes an increase in parental disfress and that the increased disfress 

leaves the parent with fewer emotional and psychological resources to deal with the 
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child's misbehavior including fewer emotional resources to support the effort and follow 

tiirough required by a treatment program (Kazdin, 1990). Another possibility is that it 

might be that parental disfress leads to decreased parent emotional and psychological 

resources which in tum leads to both increased child behavior problems (through 

ineffective parenting) and premature termination. The analyses in the present study 

indicated that, as expected, there was a positive relationship between severity of child 

behavior problems and severity of parent symptoms and distress (see Table 8). 

To fiirther examine the relationship between severity of child behavior problems 

and severity of parent symptoms and disfress, number of sessions attended was regressed 

onto these two variables in a simultaneous multiple regression analysis. This analysis 

revealed a frend toward significance (R^ = .20, F = 3.07, p < .07). Neither severity of 

child behavior problems (fi = -3.25, p < .11) nor severity of parent symptoms and distress 

(P = -.224, p < .26) had a significant relationship with the criterion variable when 

confroUing for the other. 

Another possible explanation for the relationship between severity of child 

behavior problems and the number of treatment sessions attended is that the more severe 

behavior problems may create for parents a greater sense of urgency to find a solution to 

the problem (Cohen & Richardson, 1970). These parents may have overiy high 

expectations for the treatment and may have little tolerance for slow progress in therapy. 

This may be particularly tme with the filial therapy program used in this study. Although 

parents are helped with specific problematic issues with their children, the primary focus 

of the program is not on correcting the misbehavior through behavior management 
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techniques, but through providing a context where the child can heal and grow 

emotionally and where the parent-child relationship can be strengthened. This approach 

may be harder for parents to accept as it may be difficult for them to see the direct 

relationship between the program and its potential to lead to decreased child behavior. 

Parent Acceptance of Child Emotion 

The fifth hypothesis stated that parent acceptance of child emotion, as measured 

by both the PPAS and the meta-emotion interview, will be positively related to the 

number of sessions attended. Correlational analyses indicated that neither parent 

acceptance of child emotion as measured by the PPAS nor parent acceptance as measured 

by the meta-emotion interview were significantly related to the number of treatment 

sessions attended. 

The sixth hypothesis stated that parent acceptance of child emotion will explain a 

significant amount of variance in the number of treatment sessions attended after 

confroUing for the influence of parent race, income, education, severity of parent 

symptoms and distress, and severity of child behavior problems. This hypothesis was also 

unsupported. Analyses indicated that parent acceptance of child emotion as measured by 

both the meta-emotion interview and the PPAS failed to explain a significant amount of 

the variance in the criterion variable when controlling for the other predictor variables. 

The lack of any relationship between parent acceptance of child emotion and the 

number of treatment sessions attended was surprising given the focus on emotion in the 

treatment program studied. One possibility for these null resuhs is that the parents who 
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were the least accepting of their child's emotions may have discontinued the program 

before the beginning of the treatment sessions and, as a result, may not have been 

included in the sample. The purpose and outline of the program were explained to parents 

both during the initial intake phone call and then again in more detail during the intake 

and assessment sessions. Therefore, it may be that many of the parents who were not 

accepting of their child's emotions failed to continue in the program after becoming 

aware of the nature and content of the program. 

Another reason to speculate that parents not accepting of their child's emotion 

may have terminated before beginning treatinent is that parents were given the meta-

emotion interview during the assessment sessions. The meta-emotion interview lasts from 

one to one and a half hours and includes sensitive questions regarding both the child and 

the parents' experience of emotion. For parents who were uncomfortable with the 

experience and/or expression of emotion this may have been an aversive experience and 

may have led to their decision to not retum for the next session. 

Some support for this possibility is provided by comparing the meta-emotion 

scores of two parents who discontinued the program before the beginning of treatment 

with the meta-emotion scores of the parents who were part of the sample. Coded meta-

emotion interviews were only available for two of the parents who discontinued the 

program before the treatment sessions. Because these parents discontinued the program 

before the first session they did not retum their completed questionnaires and, as a resuh, 

were not included in the sample. The scores for these parents on the meta-emotion parent 

acceptance of child emotion scale were 2.93 for one parent and 2.75 for the other. These 
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scores were quite low compared to the mean of 3.49 {SD = .30) for the sample. Only one 

of the 27 parents had a lower score (2.54) than these two parents on this scale. Although 

litfle can be concluded with only two cases for comparison, it would be important for 

future research to examine the possibility that parent acceptance of child emotion predicts 

parents' decision not to participate in the program as early as the initial intake phone call. 

An alternative to these explanations is that instead of parents' acceptance of their 

child's negative emotions, it may be how relevant the treatment is perceived to be by the 

parent that predicts whether parents will begin and/or continue in treatment. Parents may 

be skilled and confident in attending to and accepting their child's emotions but may be 

looking for help with specific behavioral management issues with their child. These 

parents may see the filial therapy program as less relevant to their problems and may, 

therefore, be less likely to begin or continue in treatment. Further research is needed to 

test these competing explanations. 

Additional Dimensions of Emotional 
Experience or Expression 

In addition to the variable parent acceptance of child emotion, the other meta-

emotion scales were examined to evaluate whether other dimensions of emotional 

experience were related to the number of sessions attended. None of the meta-emotion 

scales including parent awareness of own emotion, parent acceptance of own emotion, 

parent regulation of own emotion, child regulation of own emotion, and parent coaching 

of child emotion were significantly related to the number of treatment sessions attended. 

However, parent regulation of own emotion (r = .336, p = .087) and child regulation of 
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own emotion {r = .315, p = .054) were positively related to the number of treatment 

sessions attended at a level that approached significance. 

It may be that parents with lower levels of emotional regulation attended fewer 

sessions than parents with higher levels of emotional regulation because they experienced 

the intense emotion-focused content of the program as aversive. This idea is supported by 

previous research which has shown that parents who are dysregulated emotionally 

become easily disfressed by others' emotional experience or expression (Batson, 1991; 

Eisenberg et al., 1994; Eisenberg & Fabes, 1990). In addition, it may be that parents of 

children with lower levels of emotional regulation attended fewer sessions than parents of 

children with higher levels of emotional regulation because implementing the ideas of the 

program and using the skills of reflecting and responding to their child's emotions may 

have been perceived or experienced by these parents to be too difficult or overwhelming 

with their dysregulated children. In addition, parents of children who experienced and 

expressed intense and frequent negative emotion may have wanted to avoid doing 

anything that would appear to encourage the child's emotional expression. Instead, they 

may have been more interested in leaming ways to contain the child's negative emotions. 

Furthermore, parent regulation of own emotion and child regulation of own 

emotion were found to have a significant, positive relationship (r = .551,/? = .01) 

suggesting that parents who perceived their children as dysregulated were also likely to 

be dysregulated themselves. This may have increased the chances that these parents 

would terminate prematurely because in addition to having children whose emotions 
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were more difficult to deal with, these parents may not have had the ability to regulate 

their own emotional reactions in order to deal with the child's emotions. 

The fact that the variables parent regulation of own emotion and child regulation 

of own emotion had a positive relationship with the number of treatment sessions 

attended while parent acceptance of child emotion was not related to the number of 

treatment sessions attended was puzzling. One possibility is that acceptance of child 

emotion may be more likely than parent and child regulation of emotion to change as a 

result of the freatment program and therefore may not be as predictive of the number of 

freatment sessions attended. There is evidence that filial therapy improves parents' 

acceptance of their child's emotions (Bratton & Landreth, 1995; Costas & Landreth, 

1999; Harris & Landreth, 1997; Kale & Landreth, 1999; Landreth & Lobaugh, 1998). 

Parents who began the treatment program with low acceptance of their child's emotion 

may have quickly developed an understanding of the importance of emotional 

acceptance. The program may have helped these parents develop a greater appreciation 

for and acceptance of their child's emotions, such that interaction with then child on an 

emotional level may not have continued to be a negative experience to these parents. 

In contrast, parent and child regulation of emotion have been shown to be related 

to temperamental or personality-based characteristics (Eisenberg et al., 1999) and are 

believed to be relatively stable characteristics, hi consequence, it is not likely that parent 

and child regulation of emotion would change much as a resuh of the filial therapy 

program. Thus, while parent acceptance of child emotion may change for parents and 

become non-predictive of the number of sessions parents attend, parent and child 
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regulation may continue to negatively impact parent comfort and desire to participate in 

the program. 

In addition to the explanation for the relationship between parent and child 

regulation of emotion and the criterion variable previously discussed, it is also possible 

that the nature of the relationships between the variables parent regulation of own 

emotion and child regulation of own emotion and the number of treatment sessions 

attended are similar to the relationships between severity of parent symptoms and distress 

and severity of child behavior problems and the number of treatment sessions attended. 

Said differently, the relationship between parent regulation of own emotion and the 

criterion variable and the relationship between severity of parent symptoms and distress 

and the criterion variable may be explained by similar processes. Similariy, the 

relationship between child regulation of own emotion and the criterion variable and the 

relationship between severity of child behavior problems and the criterion variable may 

be reflective of the same process or interaction. 

The fact that parent regulation of own emotion was significantly related to 

severity of parent symptoms and distress {r = -.428, p = .03) and child regulation of own 

emotion was significantly related to severity of child behavior problems {r = -.434, p = 

.02) lends support for this idea. The commonality between parent regulation of own 

emotion and severity of parent symptoms and distress is that they both provide an index 

of parents' emotional and psychological state. Parents who experience greater symptoms 

and distress were expected to attend fewer treatment sessions because of a lack of 

emotional and psychological energy. It was expected that these parents would see 
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freatinent as an additional burden. It may also be that parents who experienced frequent 

and intense emotion that is difficult for them to regulate would have little emotional and 

psychological reserve to invest in a treatment program. 

Both child regulation of own emotion and severity of child behavior problems 

index the severity of child problems (emotional and behavioral). The first possible 

explanation discussed previously for the relationship between severity of child behavior 

problems and the number of freatment sessions attended was that the behavior problems 

of the child may cause an increase in stress for the parent and may leave the parent with 

less emotional energy to invest in the treatment program. This explanation does not seem 

to explain the relationship between child regulation of emotion and the number of 

freatment sessions attended because child regulation of emotion was not found to have a 

significant relationship with severity of parent symptoms and disfress {r = -.052, p = .79) 

as would be expected by this explanation. 

The second explanation for the relationship between severity of child behavior 

problems and the criterion variable may, however, also explain the relationship between 

child regulation of ovm emotion and the criterion variable. This explanation stated that 

parents of children with more severe problems would feel a greater sense of urgency to 

find a solution to their child's problems and would become impatient with and 

discontinue a program when they felt like they were not getting the expected resuhs fast 

enough. Much like parents of children with severe behavior problems, parents of children 

who experience and express frequent and intense emotion may feel a need for immediate 

results and may lack the patience for slow progress in a treatment program. 
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An examination of the relationship between the meta-emotion variables and the 

number of treatment sessions attended for the two age groups of children separately 

indicates that the relationship between parent regulation of own emotion and child 

regulation of own emotion and the number of treatment sessions attended is stronger for 

younger children than older children. For the younger children, both parent regulation of 

own emotion {r = .547, p = .04) and child regulation of own emotion (r = .615, p = .02) 

were significantly and positively related to the number of treatment sessions attended. 

However, for the older group, neither parent regulation of own emotion {r= .OlO,p = 

976) nor child regulation of ovm emotion {r = -.l60,p = 620) were significantly related 

to the number of treatment sessions attended. It is unclear why this relationship would be 

statistically significant for the younger group but not for the older group. In an effort to 

better understand these findings chi-square tests were computed to test for differences 

between the two groups with regard to the variables parent regulation of ovm emotion (0 

= low and 1 = high) and child regulation of own emotion (0 = low and 1 = high). These 

analyses indicated that there was not a statistically significant difference betiveen the 

younger and older groups with regard to either the level of parent regulation of own 

emotion {x^ = .01,p = .80) or the level of child regulation of own emotion ( / = 1.90, p = 

.17). Future research is needed to more fiiUy explore the interaction between these 

variables. 
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Child Gender 

The seventh hypothesis stated that parents presenting for treatment with their 

daughters will be more likely to continue in treatment than parents presenting to 

freatment with their sons. A Mest revealed that there was not a significant difference 

between boys and girls with regard to the number of treatment session attended. 

Parents presenting to freatment with their daughters were expected to remain in 

freatment longer than parents presenting to freatment with their sons because research has 

shown that parents are generally more accepting of their daughters' emotions than they 

are of their sons' emotions (Bimbaum & Croll, 1984; Dunn, Bretherton, & Munn, 1987; 

MacDonald & Parke, 1984) and parents who were more accepting of their child's 

emotions were expected to attend more treatment sessions. Therefore, based on the fact 

that parent acceptance of child emotion was not related to the number of treatment 

sessions attended, it is of litfle surprise that gender of child was not related to the number 

of freatment sessions attended. 

It was, however, surprising that parent acceptance of child emotion was found to 

be unrelated to gender of child (r = -.011,;? = .96). This may be explained by the fact that 

the relationship between parent acceptance of child emotion and gender of child has been 

shown to be mediated by the emotion expressed by the child. Parents have been shown to 

be least accepting of their daughters' anger and of their sons' fear and sadness (Adams, 

Kuebh, Boyle, & Fivush, 1995; Bimbaum & Croll, 1984; Fivush, 1991; Kuebh «& Fivush, 

1992; Radke-Yarrow & Kochanska, 1990; Saami, 1989). This is important because in the 

present study the scale parent acceptance of child emotion was averaged across the three 
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emotions (sadness, anger, and fear) due to low intemal consistency for the separate 

scales. Averaging the scores across emotions may have obscured any relationship 

between child gender and parent acceptance of child emotion. 

Conclusion 

The present study makes a unique contribution to the child psychotherapy dropout 

literature. Previous child psychotherapy dropout research had primarily focused on 

behaviorally-based freatment programs, leaving many questions about the predictors of 

dropout for other types of programs unanswered. This study helps shed light on the 

predictors of retention in non-behaviorally based programs by examining the relationship 

between select parent and child characteristics and the number of treatment sessions 

attended in a filial therapy program. This study also makes an important contribution to 

the filial therapy literature because this study appears to be the only study to examine the 

predictors of retention in a fihal therapy program. 

The findings of this study indicate that parents who experience higher levels of 

disfress and parents who have children with more severe behavioral problems are less 

likely to continue in the filial therapy freatment program. These resuhs are consistent 

with many of the child psychotherapy dropout studies on behaviorally-based programs 

suggesting that there may be no difference between these types of programs with regard 

to the relationships between these predictors and dropout or retention. 
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Limitations of the Study 

One of the most significant limitations to the present study is the small sample 

size. With a sample size of 27 there may not have been enough power in the analyses to 

detect significant relationships between some of the predictor variables and the criterion 

variable. Furthermore, the small sample size limited the possible analyses that could be 

used to test the relationship among variables. A larger sample size would make it possible 

to extend beyond testing the direct relationships between the predictor variables and the 

criterion variable to a more sophisticated examination of the path of influence across 

predictor variables in explaining retention. For example, it may be that the level of parent 

disfress is predictive of parental acceptance of child emotion, which may be predictive of 

child behavior problems, which may be predictive of retention. Correlational data from 

this study offer some support for this idea; however, a much larger sample size would be 

required to test this hypothesis or other potential path models. This type of analysis could 

provide a rich source of information about the predictors of retention. 

The fact that parents and children who completed the intake phone call or 

attended assessment sessions but failed to begin treatment were not included in the 

sample is an another important limitation in the present study. Without including these 

parents and children in the sample, any conclusions regarding the relationship between 

the predictor variables and the number of treatment sessions attended are limited because 

many of the predictor variables may be related to termination prior to the beginning of 

treatment. This may be particularly tme with regard to the variable parent acceptance of 

child emotion, ft is likely that this variable is most predictive of termination before 
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freatinent begins and may even be predictive of whether parents come in for the first 

assessment session after completing the intake phone call. 

An additional limitation to the study is that the generalization of the resuhs may 

be restricted. The parents in the study were primarily single parents with approximately 

two thirds of the parents being Caucasian and approximately one third Hispanic. The fact 

that the program was offered in a university clinic may also restrict the generalizability of 

the results. Further research is needed to test the generality of these findings with 

different types of famihes (e.g., married parents, coupled parents, stepfamilies), with 

parents of other ethnic backgrounds, and across different treatment settings. 

Future research should examine the relationship between parent acceptance of 

child emotion and termination prior to the beginning of treatment by having the parent 

complete both the meta-emotion interview and the assessment packet during the first 

assessment session. In order to prevent this from becoming too much of a burden for 

parents, a much shortened version of the meta-emotion interview and the questionnaire 

packet could be used including only those questions and measures related to the 

hypotheses of the study. Unfortunately, the relationship between parent acceptance of 

child emotion and parents' decision to come in for the first assessment session is more 

difficult to evaluate. In order to understand this relationship it may be necessary to do a 

treatment acceptability study instead of a dropout or retention study. This could be done 

by having a sample of parents complete the meta-emotion interview and/or the PPAS as 

well as a measure on how acceptable different types of freatment including the filial 
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therapy program would be to them or how likely they would be to participate in the 

different programs. 

A fourth hmitation of the present study was that no direct measure of level of 

parent discomfort with the emotional nature or content of the program was used. Future 

research should assess this variable before and during treatment in order to provide a 

clearer picture of the nature of the relationships between parent acceptance of child 

emotion as well as parent and child regulation of emotion and the number of treatment 

sessions attended. 

The fact that all of the variables hypothesized to be predictive of the number of 

treatment session attended were only measured at the beginning of the program is an 

additional limitation of the study. This is important because many variables are dynamic 

and may change after intake. For example, occupational status, income, marital status, 

severity of parent symptoms and distress, and severity of child behavior problems may 

have all changed during the time the parents were participating in the treatment program. 

Examining the relationship between these variables as measured at pretreatment and 

retention may not accurately reflect the dynamic influence these variables have on the 

number of treatment sessions attended. 

Another limitation of the study was that parents and children were required to 

complete several different assessments that they may not normally complete as the part of 

the filial therapy program. These included an extensive assessment packet, the meta-

emotion interview, observation of parent-child interaction in play, and a child puppet 

interview. These assessments may have been a burden to some parents and may have 
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influenced the number of sessions that parents attended. This is a problematic issue 

because it is difficult to balance being thorough in assessment with not being too 

intmsive with clients. However, future research should examine the predictors of the 

number of freatment sessions attended using only those assessments particularly germane 

to the hypotheses of the study in order to avoid increasing premature termination as a 

result of the research. 

A related limitation of the study is that all of the data for the study were provided 

by the parent. All of the measures including the BSI, the ECBI, and the PPAS were self-

report instruments. In addition, the data for the meta-emotion scales were also provided 

by the parent during the meta-emotion interview. Relying solely on the parent for 

information may have affected the validity of the data. Utilizing other sources of data 

(e.g., teachers, child) would strengthen future research in this area. 

Finally, several problems with the coding of the meta-emotion interviews 

weakened the validity of the study. As mentioned previously, the interrater agreement for 

the coding system was low with r = .59. Although this level of agreement was similar to 

the interrater agreement reported by Ramsden and Hubbard (2002; r = .63), it indicates 

there were problems with the coders not having a clear and consistent understanding of 

the coding system. This may be partly due to the nature of the coding system. As 

mentioned eariier, the coding system scale is a 5-point scale ranging from "sfrongly 

agree" to "strongly disagree" with a sixth option of "don't know." The available options 

for scoring, however, vary across items. For example, one item may have the scoring 

options of agree or disagree while another might have the options of agree, neufral, 
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disagree, and don't know (see Appendix E). More importanfly, the meaning of the 

different scoring options changes across items. For example, on some items if the parent 

says nothing regarding the item it would be coded as "disagree" while on other items this 

would be coded as "don't know." Another challenge of the coding system is that some of 

die items are coded based on the words the parent says or does not say while other items 

are "judgment" items and are coded based on the general tone or attitude of the 

participant. These inconsistencies in the meta-emotion coding system made it difficuh to 

achieve high reliability across coders. 

Clinical Implications 

The results of the present study suggest the need to make the program more 

acceptable to parents and children with more serious problems (i.e., higher parent 

symptoms and distress and more child behavior problems). In order to adapt the program 

to better fit the needs of these families, several steps could be taken. First, therapists 

could make increased efforts to address parent concems early in the therapy process. The 

first four sessions of the filial program are devoted primarily to introducing and teaching 

parents the skills of filial therapy and parents do not begin the play sessions with their 

child (the primary intervention of the program) until the 5* session of treatment. 

Typically, the filial therapy skills are applied to everyday parenting concems only after 

they are leamed and applied during the parent-child play sessions. As a result, parents 

may not begin to receive the expected benefit from the program until the middle to later 

phases of treatment. This may be a problem for many of the parents and children with 
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more serious problems because the parents frequently present to treatment "in crisis" and 

expect immediate results. 

One potential way to address parent concems early in treatment would be to 

emphasize that two of the skills taught in the program, stmcturing the play session and 

setting effective limits, relate directly to discipline and effective child management. 

While the other skills of empathic listening, imaginary play, and emotion coaching would 

still be taught, they would be de-emphasized until later in the program. As a result of 

leaming the skills of stmcturing and effective limit setting and leaming how to apply the 

skills to problem areas with their child early in treatment parents may perceive the 

program to be more applicable to their needs, they may experience quicker change, and 

they may develop more confidence in the treatment program. Similarly, it may help for 

therapists to address parent expectations at the beginning of treatment and to set 

achievable goals with parents throughout the treatment process so that parents are able to 

see improvement at each step of the program. Future research should compare filial 

therapy programs with and without these changes to evaluate whether the changes 

increase retention. 

Another way to adapt the program to better fit the needs of parents experiencing 

high levels of distress is to add more flexibility early in the treatment program to provide 

parents with opportunities to discuss personal issues that may be sources of distress (e.g., 

other family problems, social relationships, occupational problems, etc.). The way the 

program was stmctured, the focus was on skills training in the early sessions with more 

time for addressing specific child behavior problems during the later sessions. Little time 
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was spent discussing non-parenting issues. Other research has found that providing 

parents with the opportunities to discuss personal issues decreases dropout rates (Prinz & 

Miller, 1994). These sessions may help alleviate parent distress and may strengthen the 

therapist-parent relationship which would also likely increase the possibility that the 

parent would remain in the treatment program. Similar to the other changes 

recommended, research comparing filial programs with and without these changes would 

be important in order to identify whether the changes improve retention. 
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APPENDIX A 

EYEBERG CHILD BEHAVIOR INVENTORY 

FREQUENCY OF DISRUPTFVE BEHAVIORS 

How often does this occur with your child? Circle one. 

1. Dawdles in getting dressed. 
2. Dawdles or lingers at mealtime 
3. Has poor table manners 
4. Refuses to eat food presented 
5. Refuses to do chores when asked 
6. Slow in getting ready for bed 
7. Refuses to go to bed on time 
8. Does not obey house mles on his 

own 
9. Refiises to obey until threatened with 

punishment 
10. Acts defiant when told to do 
something 
11. Argues with parents about mles 
12. Gets angry when doesn't get own 
way 
13. Has temper tantmms 
14. Sasses adults 
15. Whines 
16. Cries easily 
17. Yells or screams 
18. Hits parents 
19. Destroys toys and other objects 
20. Is careless with toys and other 
objects 
21. Steals 
22. Lies 
23. Teases or provokes other children 
24. Verbally fights with friends of own 
age 
25. Verbally fights with sisters and 
brothers 

ver seldom 
1 2 3 
1 2 3 
I 2 3 
I 2 3 
1 2 3 
1 2 3 
1 2 3 
I 2 3 

1 2 3 

I 2 3 

1 2 3 
I 2 3 
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sometimes 
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often 
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26. Physically fights with friends of own 
age 
27. Physically fights with sisters and 
brothers 
28. Constantly seeks attention 
29. Intermpts 
30. Is easily distracted 
31. Has short attention span 
32. Fails to finish tasks or projects 
33. Has difficulty entertaining self alone 
34. Has difficulty concentrating on one 
thing 
35. Is overactive or restless 
36. Wets the bed 

2 

I 2 

I 2 
[ 2 
1 2 
1 2 
I 2 
1 2 
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1 2 
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APPENDDC B 

BRIEF SYMPTOM INVENTORY 

Please indicate how currently stressed you are by circling the answers following the 
questions below. Below is a list of problems and complaints that people sometimes have. 
Please circle a number between "0" and "4" that best describes how much that problem 
has BOTHERED OR DISTRESSED you or how much you've EXPERIENCED IT in the 
PAST TWO WEEKS, including today. YOUR FIRST REACTION TO EACH 
QUESTION SHOULD BE YOUR ANSWER. 

HOW MUCH WERE YOU BOTHERED BY OR DID YOU EXPERIENCE (Circle one 
for each item.): 

Item 

1. Nervousness or shakiness 
inside 

2. Fainmess or dizziness 
3. The idea that someone else 

can control your mind 
4. Feeling others are to blame 

for most of your troubles 
5. Trouble remembering 

things 
6. Feeling easily annoyed or 

irritated 
7. Pains in heart or chest 
8. Feeling afraid in open 

spaces 
9. Thoughts of ending your 

life 
10. Feeling that most people 

cannot be tmsted 
11. Poor appetite 
12. Suddenly scared for no 

reason 
13. Temper outbursts that you 

could not control 
14. Feeling lonely even when 

you are with people 
15. Feeling blocked in getting 

things done 
16. Feeling lonely 
17. Feeling blue 
18. Feeling no interest in 

things 

Not at Lightly Moderately 
all 
0 1 2 

0 1 
0 1 

0 1 

0 1 

0 1 
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0 ] 

0 ] 
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19. 
20. 

21. 

22. 
23. 
24. 

25. 
26. 

27. 

28. 

29. 

30. 
31. 

32. 
33. 

34. 

35. 

36. 
37. 

38. 
39. 
40. 

41. 

42. 

43. 
44. 

45. 
46. 

Feeling fearful 
Your feelings being easily 
hurt 
Feeling that people are 
unfriendly or dislike you 
Feeling inferior to others 
Nausea or upset stomach 
Feeling that you are 
watched or talked about by 
others 
Trouble falling asleep 
Having to check and 
double check what you do 
Difficulty making 
decisions 
Feeling afraid to travel on 
buses, subways, or trains 
Trouble getting your 
breath 
Hot or cold spells 
Having to avoid certain 
things, places, or activities 
because they frighten you 
Your mind going blank 
Numbness or tingling in 
parts of your body 
The idea that you should 
be punished for your sins 
Feeling hopeless about the 
future 
Trouble concentrating 
Feeling weak in parts of 
your body 
Feeling tense or keyed up 
Thoughts of death or dying 
Having urges to beat, 
injure or harm someone 
Having urges to break or 
smash things 
Feeling very self conscious 
with others 
Feeling uneasy in crowds 
Never feeling close to 
another person 
Spells of terror or panic 
Getting into frequent 
arguments 

0 1 
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0 1 
0 1 
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47. 

48. 

49. 

50. 
51. 

52. 
53. 

Feeling nervous when you 
are left alone 
Others not giving you 
proper credit for your 
achievements 
Feeling so restless you 
couldn't sit still 
Feeling of worthlessness 
Feeling people will take 
advantage of you if you let 
them 
Feelings of guilt 
The idea that something is 
wrong with your mind 

0 

0 

2 

2 

0 
0 

0 
0 
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4 
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4 
4 
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APPENDIX C 

PORTER PARENTAL ACCEPTANCE SUBSCALE 

RESPECT FOR THE CHILD'S FEELINGS AND 

THE CHILD'S RIGHT TO EXPRESS THEM 

11. When my child is shouting and dancing with excitement at a time when I want peace 
and 
quiet, it 

a. Makes me feel annoyed 
b. Makes me want to know more about what excites him/her 
c. Makes me feel like punishing him/her 
d. Makes me feel that I will be glad when my child is past this stage 
e. Makes me feel like telling him/her to stop 

17. When my child kicks, hits, or knocks his/her things about, it: 
a. Makes me feel like telling him/her to stop 
b. Makes me feel like punishing him/her 
c. Pleases me that he/she feels free to express himselfherself 
d. Makes me feel that I will be glad when he/she is past this stage 
e. Makes me feel annoyed 

19. When my child acts silly and giggly, I: 
a. Tell him/her I know how he/she feels 
b. Pay no attention to him/her 
c. Tell him/her he/she shouldn't act that way 
d. Make him/her quit 
e. Tell him/her it is all right to feel that way, but help him/her find other ways of 

expressing himself/herself 

21. When my child disagrees with me about something which I think is important, it: 
a. Makes me feel like punishing him/her 
b. Pleases me that he/she feels free to express himself/herself 
c. Makes me feel like persuading him/her that I am right 
d. Makes me realize he/she has ideas of his own 
e. Makes me feel annoyed 
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23. When my child is shouting and dancing with excitement at a time when I want peace 
and quiet, I: 

a. Give him/her something quiet to do 
b. Tell him/her that I wish he/she would stop 
c. Make him/her be quiet 
d. Let him/her tell me about what excites him/her 
e. Send him/her somewhere else 

25. When my child says angry and hateful things about me to my face, it: 
a. Makes me feel annoyed 
b. Makes me feel that 1 will be glad when he/she is past this stage 
c. Pleases me that he/she feels free to express himselfherself 
d. Makes me feel like punishing him/her 
e. Makes me feel like telling him/her not to talk that way to me 

29. When my child acts silly and giggly, it: 
a. Makes me feel that I will be glad when he/she is past this stage 
b. Pleases me that he/she feels free to express himself/herself 
c. Makes me feel like punishing him/her 
d. Makes me feel like telling him/her to stop 
e. Makes me feel annoyed 

32. When my child disagrees with me about something which I think is important, I: 
a. Tell him/her he/she shouldn't disagree with me 
b. Make him/her to quit 
c. Listen to his/her side of the problem and change my mind if I am wrong 
d. Tell him/her maybe we can do it his/her way another time 
e. Explain that I am doing what is best for him/her 

35. When my child says angry and hateful things about me to my face, I: 
a. Tell him/her it is all right to feel that way, but help him/her find other ways of 

expressing himself/herself 
b. Tell him/her I know how he/she feels 
c. Pay no attention to him/her 
d. Tell him/her he/she shouldn't do such things to me 
e. Make him/her quit 

36. When my child kicks, hits, or knocks his/her things about, I: 
a. Make him/her quit 
b. Tell him/her ft is all right to feel that way, but help him/her find other ways of 

expressing himself/herself 
c. Tell him/her he/she shouldn't do such things 
d. Tell him/her I know how he/she feels 
e. Pay no attention to him/her 
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APPENDIX D 

PARENT META-EMOTION INTERVIEW 

Infroduction 

In this part of your visit, we would like to ask you some questions about how you feel 
about different emotions. 

What we are looking for is your natural responses to the questions. There is a broad 
range of answers for questions about emotions. Take surprise for example. Some 
people don't ever like being surprised. They hate surprise birthday parties, and if you 
throw them a surprise party, they wouldn't like it at all. On the other hand, some 
people love to be surprised and love surprising others. They go out of then way to 
experience that emotion more often, hi both cases, people experience the emotion of 
surprise in very different ways and neither is right or wrong. The same is tme for the 
emotions that we will talk about today. People are just different. 

We are going to talk about three emotions today: sadness, anger and fear. Each 
emotion is broken into two parts: how you feel today and how (child's name) feels. 
Even though the questions may begin to sound familiar to you, they are addressing 
different emotions you feel. 

Again, there are no right or wrong answers. What I am going to be asking you about 
is your own feelings regarding your emotions. How you experience different feelings 
and how you feel about feelings in general, OK? Before we start do you have any 
questions? 

Part One: The Interviewee's, the Parents' and the Child's Sadness 

I: Let's talk about feeling sad. 

o What is it hke for you to be sad? 
o What do you look like? If I saw you could I tell if you were sad? What would I 

see? 
o What would be going on inside? 

Are there any physical sensations that you have when you're sad? 
o What do you think about when you're sad? 

Are there any thoughts or images that go through your mind? 
o Is there anything you do to try to get through (resolve) feeling sad? 

Does this work for you? 
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o Can you give a recent and vivid example of one time that you were sad? What 
happened, who was there, what was said and how did your resolve it (try to get a 
play-by-play account of what happened)? 

o What do you think about sadness in general? 

Questions about the Interviewee's Parents: 

o Could you tell if your dad was sad? 
o Could you tell if your mom was sad? 

How were your parents about sadness, how did they freat you, what was it like for 
you in your family? 

o 

Questions about the child: 

I: Let's talk about your child's sadness. 

o What about (the child)? Can you tell when (s)he's sad? 
o What does s(he) do when sad or a little blue? 
o Is there anything (s)he does to try to get over feeling sad? 
o What do you do to help your child get over this emotion? 
o What are your reactions, thoughts, and feelings when (the child) is 

sad? 
o In terms of your reactions, thoughts and feelings, does this relate to anything from 

your childhood? Tell me the story of that, 
o Can you give me a recent example and a vivid example of one time that 

(child) was sad? What happened, who was there, what was said and 
how did he/she get over it. (try to get a play-by-play account of what happened), 

o What do you want to teach (child) about sadness? 

Part Two: The Interviewee's, the Parents' and the Childs anger 

I: Let's talk about feeling angry. 

o What is it like for you to be angry? 
o What do you look like? If I saw you could I tell if you were angry? What would I 

see? 
o What would be going on inside? 

Are there any physical sensations that you have when you're angry? 
o What do you think about when you're angry? 

Are there any thoughts or images that go through your mind? 
o Is there anything you do to try to get through (resolve) feeling angry? 

Does this work for you? 
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o Can you give a recent and vivid example of one time that you were angry? What 
happened, who was there, what was said and how did your resolve it (try to get a 
play-by-play account of what happened)? 

o What do you think about anger in general? 

Questions about the Interviewee's Parents: 

o Could you tell if your dad was angry? 
o Could you tell if your mom was angry? 
o How were your parents about anger, how did they treat you, what was it like for 

you in your family? 

Questions about the child: 

I: Let's talk about your child's anger. 

o What about (the child)? Can you tell when (s) he's angry? 
o What does s(he) do when angry? 
o Is there anything (s)he does to try to get over feeling angry? 
o What do you do to help your child get over this emotion? 
o What are your reactions, thoughts, and feelings when (the child) is 

angry? 
o In terms of your reactions, thoughts and feelings, does this relate to anything from 

your childhood? Tell me the story of that, 
o Can you give me a recent example and a vivid example of one time that 

(child) was angry? What happened, who was there, what was said 
and how did he/she get over it. (try to get a play-by-play account of what 
happened), 

o What do you want to teach (child) about anger? 

Part Three: The Interviewee's, the Parents' and the Child's Fear 

I: Let's talk about feeling fear. 

o What is it like for you to be afraid now? 
o What do you look like? If I saw you could I tell if you were feeling fear? What 

would I see? 
o What would be going on inside? 

Are there any physical sensations that you have when you're afraid? 
o What do you think about when you're afraid? 

Are there any thoughts or images that go through your mind? 
o Is there anything you do to try to get through (resolve) feeling afraid? 

Does this work for you? 
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o Can you give a recent and vivid example of one time that you were afraid? What 
happened, who was there, what was said and how did your resolve it (try to get a 
play-by-play account of what happened)? 

o What do you think about fear in general? 

Questions about the Interviewee's Parents: 

o Could you tell if your dad was afraid? 
o Could you tell if your mom was afraid? 
o How were your parents about fear, how did they treat you, what was it like for 

you in your family? 

Questions about the child: 

I: Let's talk about your child's fear. 

o How about (the child)? Can you tell when (s) he's afraid? 
o What does s(he) do when afraid? 
o Is there anything (s)he does to try to get over feeling afraid? 
o What do you do to help your child get over this emotion? 
o What are your reactions, thoughts, and feelings when (the child) is 

afraid? 
o In terms of your reactions, thoughts and feelings, does this relate to anything from 

your childhood? Tell me the story of that, 
o Can you give me a recent example and a vivid example of one time that 

(child) was afraid? What happened, who was there, what was said 
and how did he/she get over it. (try to get a play-by-play account of what 
happened), 

o What do you want to teach (child) about fear? 

Part Four: Emotional Regulation 

I: And I want you to tell me, of the emotions anger, sadness and fear, which do you 
think you have the most trouble calming yourself down, soothing yourself, or getting 
over? 

I: What do you do to get over it? 

Questions about child: 

T What about , (your child), of the emotions anger, sadness and fear, which do 
you think s/he has the most trouble calming her/himself down, soothing her/himself, 

or getting over? 
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I: Do you see ways in which s/he tries to get over that emotion? 

I: If you could sum it up, what are you trying to teach your child about the world of 
feelings? 
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APPENDIX E 

META-EMOTION CODING SYSTEM 

These coding sheets were developed by Glade Topham based on the coding manual 
developed by Katz, Mittinan, and Hooven (1994). 

Parent Awareness of Own Emotion 

Strongly 
Agree (5) 

Agree (4) Neutral (3) Disagree (2) Strongly 
Disagree (1) 

Don't Know 

Al. P experiences this emotion 

Has emotion 
even 

sometimes 

n 

Confusion, yes 
and no 

D 

Claims never 
experiences 

D 

Empathic that 
never 

experiences 

D 

A2. P has no problem distinguishing this emotion from others 

Clear about 
experiencing 

emotion 

D 

Confiision about 
what would be 
that emotion 

D 

No ? was 
asked or P 
ignored ? 

D 

AlO. P answers questions easily, without hesitation or confusion 

Answers 
quickly and 

readily 

D 

Hesitated 
occasionally 

D 

I has to re-phrase 
a lot. P slow 
answering 

D 

Al 1. P talks at length about this emotion 

Answers 
beyond 
minimal 
answers 

D 

Neither 
expansive nor 
withholding 

D 

Short with 
answers 

D 

A12. P voice shows interest, excitement re emotion 

Sounds 
interested 

voice shows 
variation 

D 

Not excited, 
not flat 

D 

Noticeably Flat 
and monotone 

D 
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Parent Accepteince of O w n Emotion 

Strongly 
_ Agree (5) 

Agree (4) Neutral (3) Disagree (2) Strongly 
Disagree (1) 

Don't Know 

B l . P accepts this emotion (it has value, it's part of life) 

Enthusiasm for 
emotion 

D 

Say anything 
indicating 

accept or value 

D 

Both negative 
and positive 

equally 

D 

Negative 
outweighs 
positive 

D 

Strongly against 
this emotion 

D 

Can't tell 

D 

B2. P expresses this emotion (alone or with others) 

Absolutely 
always express 

D 

People can tell 
or P mentions 

expressing 

n 

Minimal 
expression not 

intended for 
most 

D 

Try not to 
express. 

Suppresses 

D 

Absolutely never 
express 

Can't tell 

D 

B3. P distinguishes times when they would and would not express [R] 

Mentions 
times would 
not express 

D 

Suggestion 
there may be 

times P 
expresses 

D 

Mentions one 
mode of 

expression 

D 

Cant' fell 

D 

B4. Others can tell when P is experiencing this emotion 

People can 
always tell 

D 

People can 
usually tell 

D 

Most people 
couldn't tell 
(difficult to 

read) 

D 

People can't tell 

D 

Not asked or 
not enough 

said 

D 

B6. P feels comfortable with their expression of this emotion 

Indicates 
accept. 

Describe 
w/out criticism 

D 

Things good 
and not good 

D 

Some problems 
with expression 

D 

P doesn't 
mention 

expression of 
emotion 

D 
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B7. The importance of controlling emotion is emphasized [R] 

Mentions 
important to 

control 

n 

Mentions 
being careful 
but casually 

n 

Nothing said 
about control 

D 

Too little said 
to tell if P 
wary or 
unwary 

D 

B8. P shares emotion with others 

Dependence on 
others for 
emotional 
support 

D 

P mentions 
talking with 

others about or 
expressing 

emotion 

D 

Does not 
mention others 

but no 
evidence 
wouldn't 

D 

Prefer solitude 
when expressing 

D 

Absolutely 
doesn't go to 

others 

D 

BIO. Remediation techniques suggests acceptance vs. avoidance 

Approach 

n 

Combination 
of approach 
and altering 

D 

Manipulation and 
avoidance 

n 

Emotion escape 

• 

Not discussed 

D 

B16. P confides in interviewer 

Very personal 
information 

(crime, abuse) 

D 

Discusses 
normally 

confidential 
issues or 

issues hard to 
discuss 

n 

Not overly 
confiding or 
resistant to 
disclosing 

D 

P brushes off I or 
ignores questions 

D 

Brushes off I 
repeatedly 

D 

Parent Regulat ion of O w n Emotion 

Strongly 
Agree (5) 

Agree (4) Neutral (3) Disagree (2) Strongly 
Disagree (1) 

Don't Know 

CI. There is difficulty regulating intensity [R] 

P emphatic that 
emotion gets out 

of control 

D 

Mentions 
problem 

regulating or 
emotion too 

intense 

D 

Minimal evidence 
it is intense but 
not a problem 

D 

Mentions no 
problems with 

regulating 
emotion 

D 
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C2. This emotion occurs often [R] 

States 
emphatically that 

too often 

n 

Says experience 
too easily or 
frequently 

D 

Contradiction 

D 

Does not mention 
a problem 

D 

C3. This emotion is difficuh to get over [R] 

Emphatic about 
how difficult is to 

resolve 

D 

Mentions any 
problems 
resolving 

D 

Contradiction 

D 

Does not mention 
a problem 

D 

C4. This emotion has been a problem/concem [R] 

Actively worried, 
emphatic about 

concem 

D 

Mentions any 
concem about 

emotional 
experience 

n 

Contradiction, 
hint of concem 

n 

No concems 
mentioned 

a 
C9. P thinks this emotion can be dangerous [R] 

Mentions any 
danger or harm 
from emotion 

n 

Nothing about 
danger or harm 

mentioned 

n 
CIO. P has needed help with this emotion [R] 

Mentions seeking 
commercial or 

professional help 

n 

Contradiction 
regarding 
assistance 

D 

No professional 
assistance was 

mentioned 

D 

Parent Awareness of Child Emotion 

Strongly 
Agree (5) 

Agree (4) Neutral (3) Disagree (2) Strongly | Don't Know 
Disagree (1) | 

Dl. P notices that child has this emotion 

Agrees C has 
emotion 

D 

Confusion about 
whether emotion 

has occurred 

D 

P claims C never 
feels or P has 
never noticed 

D 
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D2. P has no problem distinguishing this emotion 

No difficulty 
distinguishing 

D 

Any problems 
distinguishing 

D 

D7. P talks at length about C's experience 

Expands beyond 
questions 

D 

Answers with 
whole sentences 

but doesn't 
expand 

D 

Answers short 
and/or vague 

n 

Refuses to 
answer 

questions 

n 
D8. P answers questions quickly and easily about C's experience 

Responds 
quickly. No probs 
understanding ? 

n 

Some hesitation 
and some ease 

Significant 
pauses. Unsure 
what I means 

• 

Continual 
difficulty 

responding 

D 

D9. P's voice shows interest (excitement) re C's experience 

Parent Acceptance of Child Emotion 

El. P seems comfortable with C's emotion and expression 

E3. P empathizes with C's emotion (look at voice tone) 

? not asked or P 
Ignored 

D 

Voice shows a 
range of emotion 

• 

Not much life but 
a little 

D 

Monotone, 
refusal to engage 

in questions 

D 

Strongly 1 Agree (4) 
Agree (5) | 

Neutral (3) Disagree (2) Strongly 
Disagree (1) 

Don't Know 

Finds value, 
accepts that child 

has emotion 

D 

Contradictory 
Statements 

D 

They do not like 
it. They wish it 
did not happen 

D 

Shows empathy 
for child's 
experience 

D 

Neither flippant 
or empathic 

D 

Voice sounds 
flippant or 

derisive 

D 

Extremely 
critical of 
emotion 

n 

Emotion was 
not discussion 

D 
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E4. P wants C to know it's OK to have this feeling 

Say important for 
child to know its 

OK to have 
feeling 

D 

Mixed 

D 

Want child to 
know sometimes 
not OK to have 

feeling 

D 

E6. P seems concerned about appropriateness, usually of expression [R] 

Parent Coaching of Child Emot ion 

Strongly 
Agree (5) 

Hasn't said 
either 

D 

Very critical 

D 

Mentions times 
when not 

appropriate for 
child to express 

n 

A tone of 
criticism 

D 

Says nothing 
critical about 

child's 
expression 

n 

Not enough said 

D 

Agree (4) Neutral (3) Disagree (2) Strongly 
Disagree (1) 

Don't Know 

F l . P shows respect for child's experience of emotion 

P goes out of 
way to express 
respect for C 

n 

Answers 
seriously, no 

ridicule 

D 

Mixed 

D 

Expresses a lack 
of respect for C's 

feelings 

n 

Expresses no 
respect or 

appreciation of 
C's emotion 

(extreme) 

n 

Emotion not 
asked about or 
very little said 

n 
F8. P teaches strategies to soothe own emotion 

Teaches child 

D 

Says would 
always remediate 

forC 

a 

Not enough 
evidence 

n 

F9. P seems involved in child's experience of this emotion 

Seems extremely 
involved 

D 

Indicates getting 
involved during 

D 

Mix of 
involvement 

D 

Feels C should 
work out emotion 

by self 

D 

Not enough 
information 

D 

FIO. P seems at a loss over how to deal with this emotion [R] 

Expresses doubt 
in ability to deal 

w/C 

D 

Says always 
knows what helps 

D 

No evidence 
either way 

D 
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F l l . P has given thought and energy to what child knows of emotions 

Answers to 
questions were 
already thought 

out 

D 

Answers indicate 
awareness but 

being worked out 

D 

Has no 
philosophy 

D 

P not asked 
about 

philosophy or 
what trying to 

teach C 

n 
Child Regulat ion of Own Emotion 

Strongly 
Agree (5) 

Agree (4) Neutral (3) Disagree (2) Strongly 
Disagree (1) 

Don't Know 

G l . C has difficulty regulating this emotion [R] 

Emphatic that C 
gets out of 

control 

D 

Mentions any 
probs C has 
regulating 

D 

Contradiction 

n 

No problem 
mentioned 

D 

Mentioned 
problem but not 

what it was 

D 

G2. This emotion occurs frequently in C [R] 

Stats 
emphatically C 
experience too 

often 

n 

Indicates C 
experiences too 

often 

D 

Contradiction 

D 

Doesn't mention 
any problems 

D 

Mentions 
problem but not 

what it was 

D 

G3. This emotion is difficult for C to get over [R] 

Emphatic that 
child has 
difficulty 

n 

Mentions any 
probs child has 

resolving 

D 

Contradiction 

D 

No problem was 
mentioned 

n 

Mentioned 
problem but no 

what it was 

D 

G4. P is concerned about C's experience or expression [R] 

Emphatic about 
concem 

D 

Mentions any 
concems 

n 

Say problem and 
then deny 
problem 

D 

No concem was 
mentioned 

D 

06 . There has been a problem outside the home with this emotion [R] 

Emphatic about 
probs outside 

home 

D 

Mentions probs C 
has outside home 

D 

Conttadictory 
evidence 

D 

Says no probs 
outside home 

occur 

D 

Nothing about it 
discussed 

D 
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APPENDIX F 

CONSENT FORM 

Parenting Alone: A Parent-Training Program for Single Parents 

PURPOSE OF THIS PROJECT 

1. Help children through a parenting program for custodial parents. The model 
followed is called "Filial Family Therapy." This approach has been shown to be 
effective in decreasing behavior problems in young children and in improving the 
quality of parenting. 

2. Obtain information on how effective this program is for custodial parents and 
their children. 

WHO CAN ATTEND 

Custodial parents with at least one child between the ages of 3 and 10 are eligible to 
attend this parenting program at no charge. In cases of joint custody, only one parent can 
attend at a time. 

WHAT IS EXPECTED OF PROJECT PARTICIPANTS 

1. Attend 10 weekly one- or two-hour parenting sessions. These sessions are relaxed 
and informal. The program is offered in either an individual family or a group 
format. Help with childcare will be provided. The sessions will be held at the 
Family Therapy Clinic on the Texas Tech campus or at another convenient 
location. All therapy sessions are videotaped for purposes of supervision and 
monitoring of services. 

2. Each week spend 30 minutes alone with your child (the child whose adjustment 
you are most concerned about) in a play session at home. 

3. Review the readings in the parent's manual between sessions. 
4. Participate in the evaluation of the program by completing questionnaires, 

interviews, and videotaped assessments. 
a. Ouestionnaires. The questionnaires will be completed at the first and last 

sessions and ask you questions about your level of stiess, your attitiides 
towards your child, your child's behavior, parenting, your relationship 
with your child's other parent, social support, and satisfaction with the 
program. In addition, basic descriptive information about you (e.g., 
education level) will be obtained. The questionnaires will take about one 
hour to complete. In addition, after session 5 you will be asked to fill out a 
questionnaire regarding your satisfaction with the program. 
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Interview. You will be interviewed during the intake session and after 
completing the program about your attitudes towards emotion in yourself 
and your child as well as about the attitudes of your parents in childhood. 
The interview will take about one hour. 

c. Child hiterview. Your child will be interviewed using puppets and will be 
asked about his/her perceptions of you as a parent and his/her perceptions 
of himself or herself The interview takes about 40 minutes and wiU be 
done during session 1 and session 10. hi addition, your child will be 
assessed during session 5 for language comprehension. 

d- Videotaped Play Sessions, You will participate in three or more 20-minute 
videotaped play sessions. These sessions will be coded later for child 
behavior and parenting behavior. In addition the videotapes will be used as 
a way to give you feedback on how you are implementing the material you 
are taught in the sessions. 

e. Family Follow-Up hiterview. Attend a one-hour follow-up interview, one 
to two months after you and your child complete the program, with all the 
children in your family to discuss the project. This interview could be in 
your home or at the Family Therapy Clinic. 

BENEFITS 

1. Participation at no cost in 10 parenting sessions. Help with childcare is provided. 
2. Leam parenting principles that have been shown through past research to improve 

parenting and to lessen behavior problems in children. 
3. Obtain support from your therapist. 
4. Obtain individualized feedback on issues regarding your child and your parenting. 

RISKS 

1. Past research has found that parents are generally very positive about this 
parenting program, however, you might experience it differentiy. You are free to 
drop out of the program at any time if you should decide it is not meeting your 
needs. 

2. Any information about possible child abuse or neglect that might be revealed 
during the sessions would need to be reported to Child Protective Services (CPS). 
The sessions are designed to focus on positive aspects of parenting and the parent-
child relationship and are not intended to ehcit information about potential neglect 
or abuse. 
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CONSENT 

The purpose, expectations, benefits, and risks of this project have been explained to me. 
Dr. Karen Wampler has agreed to answer any questions I might have. Dr. Wampler can 
be reached at 806-742-3000 ext. 260 or through the Family Therapy Clinic at 806-742-
3074. Her office is in the Human Sciences Building, Room 280, Box 1162, Texas Tech 
University, Lubbock, TX 79409.1 understand that I can also contact the Texas Tech 
University Institutional Review Board for the Protection of Human Subjects by writing to 
them in care of the Office of Research Services, Texas Tech University, Lubbock, TX 
79409 or by calling 806-742-3884. 

I understand that I will have access to any records and/or data from myself or my child 
collected for this study and that all information associated with this study will remain 
confidential. No one will have access to the data from this study beside myself or project 
persormel unless I give my written consent or unless required by law. 

Even though the project is designed to have a positive impact on my child and on my 
relationship to my child, I understand that it is impossible to predict whether or not my 
child or I will receive a therapeutic benefit from this project. I understand that I may 
discontinue my participation in this project at any time without penalty and that I can 
request that all information collected from me be destroyed. 

I give my consent for myself and for my child to participate in this project. Please keep a 
copy of this signed consent form for your records. 

Signature of Participant 

Date 

Signatirre of Karen Wampler, Project Director, or Authorized Representative 

Date 

Witiiess to Oral Presentation 

Date 


