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CHAPTER ONE
Introduction

Children rarely bring themselves to therapy (Kazdin, 2000; Shirk & Karver, 2003)
as it is not the child who initiates treatment or makes the referral. Parents play a variety of
roles in their child’s therapy besides initiating or discontinuing treatment. Parents can
provide the therapist with information regarding the emotional state and behaviour of
their child. Parents likely are the most important source of information about all aspects
of the child (Sperling, 1997). Parental influence outside the therapeutic environment is
important to facilitating the change process and maintaining coping and therapeutic
improvements (Kazdin & Weisz, 1998; Knox, Albano, & Barlow, 1996; Mendolowitz,
Manassis, Bradley, Scapillato, Miezitis, & Shaw, 1999; Multisystemic Therapy Services,
1998; Spence, Donovan, & Brechman-Toussaint 2000). As with other situations a child is
exposed to (e.g., education, social, home) it is usually the choice of the parent to
terminate the therapeutic process at any time.

When a parent decides to seek services for a child there are many places that child
therapy can take place: mental health clinics and hospitals, family therapy centres, or
private practitioners. Parents engage their children in therapy with their own expectations
(Bonner & Everett, 1986; Nock, Phil, & Kazdin, 2001; Nye, Zucker, & Fitzgerald, 1999)
and for many parents this is a new experience with which they have little previous
experience. The role of the therapist is essentially the same: to assess the child and family
and assist in the development of goals for therapy with the overarching goal being

symptom reduction and improvement in quality of life. The shape for the therapy tends to
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be determined largely by parent report of the problem (Yeh & Weisz, 2001) with the role
parents play in the child’s therapy often left to be decided by individual therapists who
have varying approaches. Despite the fact that parents and therapists are both integral to
the child’s therapy, there has been little attention paid to the parent-therapist relationship
in the literature (DeVet, Kim, Charlot-Swilley, & Ireys, 2003). The importance of
parental involvement in the treatment process needs to be stressed (Bernstein, 1996) and
an understanding of the parent’s experience is vital for providing intervention for children
as it allows practitioners to prepare families for the experience (Webster-Stratton &
Spitzer, 1996).

Different theoretical orientations highlight different factors considered important
‘n conducting successful therapy. For example, the theoretical underpinnings of family
therapy purport that change in family structure and functioning would bring change in the
child’s symptoms that continues after therapy ends (Cottrell & Boston, 2002; Nichols &
Schwartz, 1998). Here changes in the individual impact the family system in total
(Loukas, Twitchell, Piejak, Fitzgerald, & Zucker, 1998). Individualistic theories like
cognitive-behavioural challenge the thought process of the child in an attempt to change
how one thinks, feels, and behaves (Kendall, 2000). Regardless of the theoretical
orientation of the therapist the parent plays an important role in the facilitation of the
child’s therapy (Rey, Plapp & Simpson, 1999) meaning that child and parent are the
client adding to the complexity of the therapist’s task (Hawley & Weisz, 2003). A goal of
child therapy isto meet the needs of the family (Rey et al.) which includes both parent

and child.
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My interest in this topic has come from both professional and personal
experiences. Due to my own family experiences and experiences obtained through
practicing psychology, T have witnessed parents who experience difficulties and struggles
when their child is in treatment. Over several years I witnessed not only my own
experience as a sibling, but the struggles that my parents encountered trying to help their
child with a mental health disorder. These experiences have developed into an interest in
working with children and their families, an appreciation of the importance of parents in
therapy with children, and consequently this research.

These experiences have led me to question how parents experience the
relationship with their child’s therapist. This is an important question to contribute to the
development of children’s treatment services, for the training of therapists, and most
importantly to enhance professional practice and provide quality service to families,

The questions concerning parents’ experience of the relationship with their child’s
therapist that were investigated in this study are as outlined:

1. What was the parents’ experience of the relationship with their child’s

therapist?

2. What expectations, if any, did parents have of a relationship with the therapist

and what role did they expect to play in their child’s therapy?
Scope and Purpose

The following study attempts to provide an understanding of the experience of

parents with their child’s therapist through the theoretical framework of ecological

systems theory. Interviews following the end of treatment were conducted with parents
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who had taken their child for therapy at a university-based counselling centre and
explored their perceived experiences as they progressed through the therapy process.
Parents’ experiences while their child was in therapy were explored. Participants were
given the opportunity to discuss the importance of the relationship developed with the
child’s therapist, the expectations they had for the relationship with the therapist, and
what role they expected to play in their child’s therapy. A semi-structured interview
format was used to allow freedom for participants to discuss important issues of their
experience that they determined to be most relevant and influencing. The methodology
used was as described by Merriam (2002) as a basic interpretive qualitative study where
the purpose is to attempt to understand the experience of parents from their own world
view. Colaizzi’s (1978) approach to thematic analysis was used to analyze the data
collected.
Significance of the Study

The question of this study was to understand how parents experience the
relationship with their child’s therapist when a child has undergone therapy. Currently
there are no published studies investigating the parents’ relationship or alliance with the
child’s therapist (Devet et al,, 2003). A review of psychotherapy outcome research
concluded that counselling “is a process that most clients who remain involved in for at
least a few sessions will benefit from” (Whiston & Sexton, 1993, p. 43). While it is
acknowledged that counselling is a beneficial process, most of what is known about
counselling is from the point of view of the therapist or the researcher (Patton & Jackson,

1991; Rennie, 19935; Stith, Rosen, McCollum, Coleman, & Herman, 1996).
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The majority of research has focused on adult psychotherapy (Digiuseppe,
Linscoit, & Jilton, 1996; Kazdin, 1994) until recently. While there have been
considerable advancements in child psychotherapy reseacch in the last few years the
conclusions that can be drawn have been hampered by the focus on child symptom
reduction (Kazdin, 2000). Research in the area of child psychotherapy lacks relevancy to
how the child experiences therapy (Digiuseppe et al., Stith et al.). There is also a failure
to include parents-in the evaluation of therapy outcomes (Digiuseppe et al.) and
researchers have only recently begun to move away from the therapist’s perspective
through asking family members for their perceptions (Stith et al.). Little is known about
the role of relationship processes in child therapy (Shirk & Saiz, 1992; Shirk & Karver,
2003). As the child predominately functions within a family context the experience of
parents concerning their relationship with the child’s therapist is an important viewpoint
since the child’s behaviour has consequences which affect parents (Webster-Stratton &
Spitzer, 1996) and vice versa. Understanding parents’ experiences will broaden current
understanding of child psychotherapy beyond the perspective of the child’s symptom
reduction and will help to acknowledge the role parents play in the child’s therapy and
potentiaily in the child’s therapy outcome.
Order of Presentation

In Chapter Two, Review of the Literature, current literature through which child
psychotherapy has been investigated is discussed highlighting family experiences. This
leads to a discussion of the role of the parent in therapy and the importance of the

therapeutic alliance in therapy.
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In Chapter Three, Methods, issues related to the qualitative research approach to
this project and how the method applies to understanding parent experiences in
psychotherapy are discussed. The guidelines used to select and interview participants in
the study are outlined followed by a description of the data analysis and ethical
considerations.

In Chapter Four, Introductions to Participants, a synopsis of each participant is
provided through a description of their experience beginning with considering treatment
to treatment ending. Seven parents were included in this study, six mothers and one

- father. These individuals account for six individual children, as one set of parents
attended together for one child.

In Chapter Five, Results, the data gathered through the interviews with the
participants is presented highlighting the themes that emerged from the analysis and
evaluation of the interviews. Excerpts of the interviews are introduced to support and
substantiate the themes. Both the commonalities and idiosyncrasies are highlighted
within the participants’ experiences to allow for understanding of the shared experience
while preserving the individual flavour of each.

In Chapter Six, Discussion, the identified themes are discussed in relation to the
reviewed literature. Conclusions are also discussed within the context of this literature.
Implications for future research, limitations of the study, and recomimendations for

practitioners concerning the role of parents in child psychotherapy are discussed.
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CHAPTER TWO
Review of the Literature

A recent review of the literature by DeVet et al. (2003) concluded that few studies
have examined the child psychotherapy process and that none had investigated the parent
relationship with the child’s therapist. The following review of literature is intended to
provide a context for inquiry into the parent-therapist relationship. The discussion entails
a review of family systems literature, family perspectives of mental health services, adult
and child psychotherapy literature related to the therapeutic alliance, and expectations for
therapy.
The Family as a System

As described by Bor, Legg, and Scher (1996), systems theory is the understanding
of ideas within a wide social context. Within a system there is a series of interconnected
elements, characterized by circular feedback loops. General Systems Theory model was
founded by Ludwig von Bertalanffy (1964) who wondered whether the laws that applied
to other biological organisms may also apply to more complex social systems. General
Systems Theory supposes that living things are seen as a group of elements interacting
with one another and containing boundaries both within themselves and between
themselves and the environment (Cotirell & Boston, 2002; Bertalanfly). Properties such
as wholeness and non-summativity (whole greater than sum) and feedback loops, which
maintain homeostasis or functioning of the system, have been taken from general systems

theory and applied to family functioning and therapy (Cottrell & Boston). From a system
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emerges the relationship of its parts highlighting that a family is more than just a
collection of people (Bertalanffy, 1964).

Families minimally satisfy the defined criteria for a system (Bor ¢t al., 1996).
Within a family system, the family operates in a circular fashion in which the behaviour
of one member affects the other members of the family (Nichols & Schwartz, 1998). The
family is both biologically and socially constructed; however, the experience of family
members cannot be determined biologically (Bor et al.) but can be conceptualized as a
unit or system of interacting personalities (Loukas et al., 1998). Consequently, the
behaviour of any member of the family system affects all other members whose response
in turn affects the system again (Nichols & Schwartz). This is a multi-directional
relationship. Often when people are seen in individual therapy a unidirectional
perspective holds forgetting the impact that others have on individuals and the impact
that therapy has on others. The relationships within the family system are characteristic of
the multiple feedback loops of systems and families in which if one part of the system
experiences distress, it is experienced throughout (Everett & Volgy, 1993).

The multi-directional impact is seen in the level of distress that parents who bring
their child to therapy experience as a result of the child’s difficulties as well as in the
impact that a parent with psychopathology can have on a child. A child is more likely to
experience mental health issues when a parent also has psychopathology. The impact of
parental psychopathology on the child is related to both internalizing and externalizing
disorders (Berg-Nielsen, Vikan & Dahl, 2002; Brennan, Hammen, Katz, & Le Brocque,

2002). Likewise, parents of children with Tourette’s disorder are at higher risk for
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psychological distress compared to parents of children with physical illness (Cooper &
Livingston, 2003).

Family Therapy

Family therapy has applied a systemic view of families to therapy with families.
There are several conceptualizations of family functioning within this orientation. Family
therapy, in its traditional form, draws on systemic, cybernetic, narrative, or
constructionist theories, with more recent influences from cognitive-behavioural theories
{Cottrell & Boston, 2002). For example, structural family therapy (Cottreli & Boston;
Nichols & Schwartz, 1998) views the family as a structure of behaviour patterns intended
to fulfill the needs of the family. The family is viewed as comprised of subsystems such
as parents together, or parent interacting with child. The goal is to cause change to occur
by restructuring family interactions within subsystems, such as strengthening parental
authority to reduce the problem behaviours. Change within one subsystem is expected to
result in change throughout the family system (Cottrell & Boston; Nichols & Schwartz).
The therapist’s role is to actively move in and out of relationships with family members
and to direct family members to change patterns in therapy (Cottrell & Boston).
Structural therapy focused on the boundaries (or lack of) within the subsystems of a
family. Strategic therapy (Cotirell & Boston; Nichols & Schwartz), on the other hand, has
focused on the concept of equilibrium and that the family needs the problem to maintain
functioning or homeostasis. Families are given direction to stay the same with the

intention of having a paradoxical effect (Cottrell & Boston).
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More recent development has shown the emergence of family-based therapy
(Diamond, Diamond, & Liddie, 2000). Critics of traditional family therapy allege that the
conceptualization of the family as the cause of the child’s problem can make building an
empathic relationship difficult (Modrcin & Robisen, 1991). Early family therapy models
ignored individuals functioning for the sake of the family with more recent family-based
approaches seeking a balance between the individual and family needs in understanding
and treating the problem (Diamond, Diamond, & Liddle). Family-based treatments are
characterized by members of a family meeting with a therapist who may use any number
of techniques such as strategic, structural, cognitive-behavioural, or psychodynamic
(Clarkin, Carpenter, & Fertuck, 2003). Reviews of family therapy literature conclude that
family therapy is effective when compared to no therapy but a lesser although significant
effect remains when compared to other treatments (Clarkin et al.; Cottrell & Boston,
2002).

Bronfenbrenner’s Ecolagical Systems Theory

- Bronfenbrenner (1977, 1979, 1986, 1992) proposed a theory of development that
incorporated the interactions of the individual within the larger contexts of systems and
emphasized the effects of interactions between the contexts. His ecological systems
theory was developed as an extension of Kurt Lewins’ classic theory (Bronfenbrenner,
1977) which conceptualized behaviour as a function of both person and environment.
Bronfenbrenner expanded Lewins’ theory of behaviour by positing that development is a

function of both the person and their interacting environment.
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While the application of systems theory to families as discussed above takes into
account the interactions among family members, it fails to recognize, as Bronfenbrenner
(1977, 1979, 1986, 1992) does, that the family is a social system that exists within the
larger ecological system of interactions. His ecological system theory expands beyond the
family setting to the “examination of multiperson systems of interaction...[taking] into
account aspects of the environment beyond the immediate situation containing the
subject” (Bronfenbrenner, 1977, p. 514). Therefore, the family is viewed as a system that
exists within larger social systems, all of which have reciprocal interacting effects with
the environment that cannot be reduced to one-to-one relationships. This perspective
extends the system boundaries from around the family by emphasizing that interactional
effects are multi-directional rather than unidirectional. Individuals are seen as embedded
within families, families within neighbourhoods, neighbourhoods within communities,
and communities within society. Bronfenbrenner described four levels of interacting
systems that include the microsystem, the mesosystem, the ecosystem, and the
macrosysten.

The microsystem involves “a pattern of activities, roles and interpersonal relations
experienced by a developing person in a given face-to-face setting with particular
physical and material features, and containing other persons with distinctive
characteristics of temperament, personality and systems of beliefs” (Bronfenbrenner,
1992, p. 227). According to this definition the family is a microsystem characterized by a

continuous pattern of interaction within its members.
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A mesosystem “comprises the linkages and processes taking place between two or
more settings containing the developing person (e.g., home and school, school and
workplace, etc.). In other words, a mesosystem is a system of microsystems”
(Bronfenbrenner, 1992, p. 227). The ecosystem is an environment in which an individual
is not directly involved but affects him or her anyway. An example of an ecosystem is the
child’s parents’ workplace. Finally, the macrosystem is the larger cultural context.

The interacting relationship of the child and the therapist is an existing
microsystem, as is the interactions of the parent with the therapist. The conjunction with
the family microsystem is viewed as a mesosystem. Therefore, the connections between
the child’s therapy and the family is viewed as a mesosystem. Since the processes
operating in the various contexts of a mesosystem are not independent of each other in
that the home interactions can affect school, and vice versa (Bronfenbrenner, 1986), it
stands to reason that the relationship patterns of the child and therapist, and of the parents
with the child’s therapist, have effects on the family microsystem that have reciprocating
effects on the therapeutic process.

Bronfenbrenner (1986) suggests that the linkages and connections between the
family and a setting are important and deserve further evaluation. He states that attention
is seldom paid to relations between settings or outside the microsystem and that
investigations of mesosystems focus only on the direct effects on the child. The failure to
examine more than the effects of the interactions of a mesosystem on the child are

evident in Bronfenbrenner’s following hypothesis:
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The developmental potential of settings in a mesosystem is enhanced if the role
demands in the different settings are compatible and if the roles, activities, and
dyads in which the developing person engages encourage the development of
mutual trust, a positive orientation, goal consensus between settings, and an
evolving balance between power in favour of the developing person...ofkey
importance in this regard is the inclusion of the family in the communication
network (for example, the child’s development in both family and school is
facilitated by the existence of open channels of communication in both
directions). (Bronfenbrenner, 1979, pp. 212, 216-217)

Based upon Bronfenbrenner’s perspective, the interactions within the mesosystem
of the parents and their child’s therapy is worthy of study. It stands to reason that the
quality of connections and interactions between the parents and their child’s therapist has
an impact on parents’ experience of their relationship with their child’s therapist, the
expectations parents have, and the role they play in their child’s therapy process. This
places the context of the child therapy process within the larger context which
incorporates a multi-directional interaction with the child, parents, and therapist.
Research on Family Systems and Therapy

A review of the literature indicated that limited research attention has been given
1o the child’s and parents’ experiences over the course of therapy (Weisz, Huey, &
Weersing, 1998). In the family system, the parents as members within the microsystem
are affected by the behaviours and experiences of their child, and vice versa. When

change occurs, it affects not only individual members but relationships and the system
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itself (Loukas et al., 1998). Thus, parents are affected when their child enters therapy and
this in turn affects the child and the therapeutic process. The focus is on the patterns of
interactions between individuals (Street, 1996) embedded within a larger social context.
Each family member has a different perspective on the experience (Bor et al,, 1996) and
hence, a parent experiences their child in therapy differently from how the child
experiences this phenomenon.

The fact that children are active participants within the complexities of an
ecological system and do not live an isolated existence in a sterile environment (Weisz et
al., 1998) is acknowledged within systems theory. In spite of this knowldege there
continues to be a lack of research into the experiences of parents and the impact of the
chiid’s therapy on the family or family interactions. In a phenomenological study of
parental experiences during their child’s health crisis, Mu and Tomlinson (1997)
concluded that studies of parental experiences of hospital-related stress primarily focused
on the mother. Similarly few researchers of child psychotherapy have conceptualized the
family as a whole unit or system with those who do primarily investigating dyadic
interactions (Loukas et al., 1998).

A qualitative study by Webster-Stratton and Spitzer (1996) focused specifically
on the experience of parents during treatment of their child diagnosed with conduct
disorder. Not surprisingly, the researchers discovered that the family system experienced
a high level of stress. They further concluded that having a child with conduct problems
“introduces significant stresses into her or his family system, and, moreover, that these

stresses have a cumulative effect on the parents” (Webster-Stratton & Spitzer, p. 21-22).
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Further, the researchers’ review of the literature indicated that little is known about the
parents’ point of view as they try to cope with this stress. Themes that emerged following
exposure to parent training videos while their child received counselling included more
effective coping strategies, increased acceptance of their child and themselves, and an
ability to access supports.

A challenge for family therapies to measure outcome is the direct involvement of
mutltiple individuals in the therapy process. Few child psychotherapy studies measure
symptom change or outcome outside of the child (Cottrell & Boston, 2002; Kazdin,
2002). Cottrell and Boston discuss the challenges of family therapies concerning which
domains to evaluate given the emphasis on the child and family in problem
conceptualization and therapy and the difficulty to manualize family therapy. These
challenges may explain the lack of family therapy outcome literature (Clarkin et al.,
2003; Cottrell & Boston, 2002) and the tendency for studies to focus on family-based
cognitive-behavioural approaches rather than traditional family therapy models (Clarkin
et al.).

To summarize the literature reviewed, the family is a microsystem that exists
within larger systems, all of which have reciprocal interacting effects with the
environment that cannot be reduced to one-to-one relationships. As members of the
family microsystem and the larger mesosystem incorporating their child’s therapy, it is
assumed that parents are affected by their child undergoing therapy and that the child’s
therapeutic process is impacted by the parents’ perceptions and involvement. Children

experiencing emotional or psychological difficulties introduce stress into the family
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(Modrcin & Robison, 1991; Webster-Stratton & Spitzer, 1996) and little is known about
how parents experience this stress or the treatment of the child. The experiences of
parents are given little attention in the research and thus are an area requiring
investigation.

Family Perspectives of Mental Health Services

Families of Adult Clients

Research on the experiences of families involved in the mental health system has
primarily focused on families who are coping with adult children receiving treatment.
The majority of individuals studied are the mothers of adult men who were diagnosed as
suffering from schizophrenia with few studies including fathers, siblings, spouses, or
children of sufferers (Winefield, 2000). While the majority of the research is conducted
on families with adult children the findings are relevant here to highlight the lack of
inclusion that many families experience when a family member is receiving treatment.
What is not indicated by the literature is whether these experiences have changed
significantly since the child has become an adult or whether the experiences were
consistent since the commencement of treatment which may have begun in childhood or
adolescence.

The families of adult children receiving treatment identified that health care
professionals do not listen to, understand, or realize the weight of the family burden
(Conn & Francell, 1987; Dixon, 1997; Francell, Conn, & Gray, 1988; Vaddadi, 1996;
Veltman, Cameron, & Stewart, 2002; Winefield, 2000), are unhelpful (Francell et al.;

Grunebaum & Friedman, 1988), provide unsatisfactory services (Cook, Pickett, &
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Cohler, 1997; Lefley, 1996; Vaddadi; Winefield, 2000), and do not consider the family as
important (Furlong & Leggatt, 1996). As well it was felt that many professionals erect
barriers through their reluctance to give families basic information about diagnosis,
treatment plan, or future course of illness (Backer & Richardson, 1989; Conn & Francell;
Lefley, 1989, 1996, 1997; Sveinbjarnardottir & de Casterle, 1997; Winefield).

Further, families reported that members of the mental health community
perpetuate the stigma through the suggestion that mental illness is the result of
dysfunctional families and “parental toxicity” (Dubin & Fink, 1992; Grunebaum &
Friedman, 1988; Lefley, 1992). Until recently families were considered to be causal
agents for mental health problems (e.g., schizophrenogenic mother) (Lefley, 1989;
Sommer, 1990). However, through the discovery of biological basis of mental disorders,
the emphasis is now shifting toward the medicalization of mental disorders (Sommer,
1990). Even though focus has shifted away from parental toxicity, families continue to
report having experienced stigmatization and distress (Backer & Richardson, 1989;
Lefley, 1996; Vaddadi, 1996; Veltman et al., 2002; Wahi & Harman, 1989; Winefield,
2000). Siblings often are reluctant to become involved, partly due to a desire to keep the
mental illness of their relative secret which sustains the feelings of isolation and
alienation from society (Winefield). Research demonstrates, however, that blaming
parents induces guilt (Bernheim, 1989; Lefley, 1996), alienates the family from the health
professionals as their feelings of fear and shame escalate, and thus places themina

defensive position (Conn & Francell, 1987).
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Research evaluating the impact of therapy on significant others demonstrates that
in couples, one partner’s therapy affects the partner who is not in therapy (Brody &
Farber, 1989). While the impacts on significant others reported tended to be mostly
positive, it is noteworthy that those significant others who seemed most ambivalent and
unsure were those who seemed to know the least about their partner’s therapy. The
unknown process of therapy can result in doubts and insecurities (Brody & Farber).

Families of Child Clients

Similar findings to adult studies are reported in an evaluation of parents’
perspectives of children’s mental health services (Tarico, Low, Trupin, & Forsyth-
Stephens, 1989). These findings were confirmed by a study of parent perspectives of
children with psychological or emotional problems. The researchers (Tarico et al.) found
that parents wanted more information regarding treatment and felt alienated by the blame
and criticistn which was directed towards them by those providing services. This
experience of feeling blamed was an inhibitor to the treatment for the child. Lack of
family-professional agreement and lack of family involvement are the major contributors
to dissatisfaction (DeChillo, Koren, & Schultze, 1994).

Cooper and Livingston (2003) compared experiences of parents with children
with Tourette’s disorder and children with asthma and found that the mothers of children
with Tourette’s disorder have significantly greater burden in all areas measured. The
authors (Cooper & Livingston) report that parents of children with Tourette’s disorder
were more likely to be psychologically ill than parents of children with asthma. Parents

of children with Tourette’s disorder experienced greater burden in maintaining
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relationships, well-being, and activities. Although there were demographic differences
between the two populations, the only predictor of parental psychological illness was the
diagnosis of Tourette’s disorder in the child suggesting the impact is over and above the
general effect of having a child with a physical illness. Mothers, however, experienced
greater psychological illness and appeared to carry a greater proportion of the caregiver
duties in this population than fathers (Cooper & Livingston).

Families experience a constant struggle with the mental health system (Veltman et
al., 2002). Due to the difficulties experienced by families in coping, comprehensive
family involvement in treatment is essential (Minkoff, 1987). Such a collaborative model
needs to regard families as allies and partners in the therapeutic process (DeChillo et al.,
1994; Furlong & Leggatt, 1996; Reinhard, 1994; Sommer, 1990) since providing
information and knowledge can improve the capacity of family caregivers to provide care
(Reinhard; Winefield, 2000). Collaboration can be defined as two or more parties
working towards a common goal (DeChillo et al.). Families in general are more inclined
to collaborate if they are informed, feel they are being heard (Grunebaum & Friedman,
1988; Winefield), treated with respect (Winefield), and their perceptions are integrated
into treatment and discharge planning. Veltman et al. emphasize the importance of mental
health professionals to emphasize the positive aspects of being a caregiver such as having
a closer relationship with the individual in order to facilitate family coping.

Therefore, based on the experiences of families within the mental health system
and the interaction of these experiences on the therapeutic treatment process, it is in the

child’s best interest to turn towards a collaborative model that includes communication,
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interaction, and the development of a working therapeutic alliance between not only
therapist and child, but also therapist and parent. Thus the discussion now turns to the
importance of the therapeutic alliance to treatment and finally to the related research of
the alliance between the parents and their child’s therapist.

The Therapeutic Alliance

Psychotherapy can be defined as a relationship in which the therapist and client
work together towards goals through the focus on (1) the therapeutic relationship, (2)
client attitudes, thoughts, effects and behaviour, and (3) social context and development
(Brent & Kolko, 1998). This definition includes the elements of the social contexts of
family, schools and service delivery, and development in psychotherapy, which Kazdin
(1996) suggests are important in child and adolescent psychotherapy.

The relationship between the therapist and the client is described as the
therapeutic alliance, which has emerged as a central focus in adult psychotherapy
research (Hilliard, Henry, & Strupp, 2000; Soldz, 1990). Literature reviews have
concluded that the strength of the alliance is related 1o outcome, however, a limitation is
the failure to include child psychotherapy studies in the reviews (Shirk & Karver, 2003).
The abundance of research in adult psychotherapy can be viewed as a starting point in
determining what is relevant to the alliance in child psychotherapy (Digiuseppe et al.,
1996). Recent findings by Hilliard et al. suggest that the therapeutic alliance in adult
therapy may be impacted by both the therapists” and clients’ early parent relationships.

There have been several definitions of the alliance proposed within the adult

literature. One of the earliest definitions was that of Luborsky (Horvath & Luborsky,
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1993). This definition defined two types of alliances: Type 1 and Type 2. Type 1 alliance,
evident in earlier stages of therapy, is based on the client’s experience of the therapist as
supportive and helpful, with the client as recipient. Type 2 alliance involves a perception
of the client and therapist working together and having a shared responsibility in the
treatment goals.

The alliance is considered a significant predictor of improvement in adult therapy
across different therapies (Barber, Connolly, Critis-Christoph, Gladis, & Siqueland,
2000). The consistent findings of the adult psychotherapy literature relating to the
allianice and therapy success has been less consistent in child literature (Weisz et al.,
1998). This may be because it is not the interaction of the child’s alliance with the
therapist alone which contributes to the process, but also that of the parents’ alliance with
their child’s therapist. Thus, there is a need to focus not only on child-therapist dyad, but
also other family members, whose relationship to the child’s therapist may be critical to
the success of treatment. “It seems self-gvident that the impact of psychotherapy with
children may vary depending on the extent to which significant others in the child’s
contexts (e.g., parents, teachers) are involved and supportive in the process” (Weisz et al.,
p. 78). This invoivement may be enhanced by the alliance. However, before one can gain
an understanding of how the parent-therapist alliance has an impact on the child’s
treatment outcome, it is first necessary to gain an understanding of how the relationship
between the parent and their child’s therapist is experienced.

Bordin’s (1994) definition of alliance is considered one of the most influential

models of therapeutic alliance (Digiuseppe et al., 1996). Bordin proposes a definition of
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alliance with an emphasis on collaboration which includes three components: goals,
tasks, and bond. The first component, goals, are the agreed upon expectations for what is
to be accomplished in therapy. Both therapist and client must perceive these expectations
as relevant. Second, tasks are the techniques, procedures, or behaviours that are used to
accomplish the goals of the therapy. Third, bond is the relationship or alliance that
develops between the client and therapist. It involves the development of personal
attachments that include mutual trust, confidence, and acceptance. This definition of the
alliance has been applied to child psychotherapy by Digiuseppe et al. They define a
positive alliance as “A contractual, accepting, respectful, and warm relationship between
a child/adolescent and a therapist for the mutual exploration of, or agreement on, ways
that the child/adolescent may change his or her social, emotional, or behavioural
functioning for the better, and the nmtual exploration of, or agreement on procedures and
tasks that can accomplish such changes” (Digiuseppe et al., p. 87).

The difficulty with these definitions of the alliance and particularly that proposed
by Digiuseppe et al. (1996), is that they place limitations on the application of the
alliance outside of the dyad of the child client and therapist. As was previously discussed,
the involvement of a child in therapy is viewed as a mesosystem in which the interactions
of the child and his or her therapist are also related to the family microsystem and
consequently to the parents. Since therapy is a multi-directional interaction, the parents
need to be able to be included in definitions of alliance that are applied to children

receiving therapy.
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The alliance is an essential component in child therapy as it is in adult therapy
(Lewis & Blotchy, 1997; Shirk & Karver, 2003). However, the development of the
alliance differs in child therapy as the child does not come alone to therapy, usually does
not refer oneself (Kazdin, 2000), and does not necessarily make the decision to terminate.
Child therapy differs from adult in that therapy requires the coordination of therapist,
child, and parent (Lis, Zennaro & Mazzeschi, 2601). This implies the important role that
parents play in their child’s therapy process and thus, the importance of the relationship
between the parent and their child’s therapist. The adult literature indicates that a strong
alliance helps deal with the immediate pain of coping, helps postpone the desire for
immediate symptom reduction, and that the client’s perceptions of the relationship with
the therapist as accepting and supporting is linked with a perception of the
appropriateness of treatment (Horvath & Luborsky, 1993) and with a positive outcome
(Barber et al., 2000; Conte, Buckley, Picard, & Karasu, 1994). A recent study by Barber
et al. found that individuals with greater symptom improvement had a stronger bond and
collaboration with the therapist.

A recent meta-analysis of therapeutic relationship studies in child therapy found
that the alliance is related to outcome across treatment types and developmental levels
(Shirk & Karver, 2003). The strength of the association between relationship and
outcome was comparable to that of estimates in studies of adult therapy. Further, the
association between the therapy relationship and outcome was relatively higher, although
not reliably so, for parent-focused treatment (e.g., parent co-involvement, parent-

management training) than for child treatment (Shirk & Karver).
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Parents and the Alliance in Child Therapy

Several authors have emphasized that an alliance between the parent and their
child’s therapist plays an important role in the child’s therapy process (Diamond et al.,
2000; Lewis & Blotchy, 1997; Mufson & Moreau,1998; Piovano, 1998; Shirk & Russell,
1996; Siskand, 1997; Sperling, 1997; Steiner & Feldman, 1996). However, the
importance of the parent-therapist alliance appears to be an unquestioned assumption as
none of the authors cite supporting research. Siskand (1996, 1997) suggests that itis a
neglected subject within the research literature. There has been little attention paid to the
parent-therapist relationship in the literature (DeVet et al,, 2003). In light of this neglect
there are several conclusions drawn within the literature regarding the parent-therapist
alliance. These conclusions include: the role of the therapist is to form an alliance with
the parenis and it is rare for a therapist to be able to treat a child without an alliance with
at least one parent (Sperling; Siskand); an alliance helps parents to accept and address the
child’s problem and helps to alleviate tension and increase compliance (Mufson &
Moreau; Sperling); the alliance aids to create and maintain a therapeutic environment for
the child and helps parents understand the impact of their behaviour on their child (Lewis
& Blotchy; Piovano) thus, reducing their expectation for quick fixes (Lewis & Blotchy);
and finally, parent-therapist alliance facilitates the development of the child-therapist
alliance (Piovano).

Parent Involvement and Child Therapy

Raney, Shirk, Sarlin, Kaplan, and During (1991, as cited in Shirk & Russell,

1996) found that children’s perception of their parent’s alliance with the therapist
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predicted the quality of the child’s alliance with the therapist. This finding suggests that
the parent-therapist alliance may contribute to the child-therapist alliance and that child
therapy needs to be considered in a broader relational context. Fauber and Long (1991)
suggest the possibility that the family will have a greater impact on the child than will the
therapist in isolation and thus, the child’s therapy is embedded within the context of
relationships within the family. Focusing only on the individual child in therapy has
shown limited impact (Weisz, Weiss, & Donenberg, 1992).

In the child psychotherapy literature there is a theoretical understanding of the
need of a relationship between parents and the child’s therapist, yet this remains
unchallenged and rarely investigated in the research literature. While parents have
knowledge about their child that cannot be accessed from other professionals (Sperling,
1997; Tarico et al., 1989) they have been relatively ignored by researchers. This is
unfortunate since parents are involved in their child’s treatment process as treatment
needs to be multi-focused to involve important adults in the child’s life (Kazdin, 1994).
As well, parents have information regarding their child’s progress, barriers experienced,
impacts on the family, experience of external supports (Tarico et al.), and their
expectations for change (Digiuseppe et al., 1996). Further, the child’s problems are
defined by the parent (Yeh & Weisz, 2001) and it is necessary to understand how parents
define and understand the problem and what their expectations for change are (Leve,
1995).

Forty to sixty percent of families terminate counselling prematurely based on

therapists’ judgment (Kazdin, 1996; Wierzbiki & Pekarik, 1993). Parents uliimately
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make the decision to terminate the child’s therapy (Leve, 1995) and when parental
expectations are different from what actually happens in therapy the dropout rate
increases (Pothier, 1976). Kazdin, Holland, and Crowley (1997) found that parents who
terminate early are more likely to be socio-economically disadvantaged, a minority,
younger, a single parent, and report harsh child-rearing practices. Most importantly, the
researchers found that a poor relationship between the parent and therapist predicted early
termination. Parents indicated that therapists who are able to display interest and warmth
and develop a connection with the child are likely to have increased success (Stith et al.,
1996).

However, the strength of the therapeutic relationship established between the
parents and the therapist may be even more important to the success of therapy than the
alliance with the child (Digiuseppe et al., 1996; Sperling, 1997) as it is suggested by
Weisz and Weiss (1993) that factors related to the parent, not the child in therapy, are
more related to dropout rates. Their analysis of the literature found that when parental
expectations for treatment length and actual treatment recommendations did not match,
there were higher rates of attrition. They suggested that this may be due to parents
wanting shorter treatments. However, such findings may indicate more than this. It may
also indicate a lack of communication between the parent and their child’s therapist and
consequently the parent not understanding their role or the goals and tasks of treatment.
A study of parents’ satisfaction of children and adolescents receiving inpatient
psychiatric treatment reported that 67% reported that the treatment plan was not

adequately explained to the parent, 72% felt it did not meet their child’s needs, and 60%
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did not feel the psychotherapist was professional and caring (Chung, Pardeck, & Murphy,
1995). The results of the study indicated that the parents felt that they should have had
more contact with their child’s therapist. Parents felt they were not involved or viewed as
important and indicated that therapists were not responsive to their needs for
communication such as by returning phone calls or providing opportunities to discuss
issues face to face. Similarly, Stith et al. (1996) report that both parents and children
indicated that the personality and behaviour of the therapist was essential to their positive
experience in therapy. Thus, the therapist plays a significant role in parents decision to
terminate treatment early and in the parents’ experience of therapy. These studies seem to
indicate that when parents feel they are not listened to and there is a weak parent-
therapist alliance, treatment is more likely to end prematurely.

The need for a parent-therapist alliance is highlighted by the recent study of
Garcia and Weisz (2002). These researchers interviewed parents following the ending of
therapy for their child. Therapeutic relationship problems accounted for the largest
percentage of variance for parents to prematurely terminate the child’s therapy. Parents
who ended therapy early were more likely to describe their child’s therapist as not
invested in either the child or parent, not competent, and not doing the right thing (Garcia
& Weisz). The authors found that nearly a third of parents whose children were in
therapy stopped therapy in part because the therapist talked about the wrong problems.
Bonner and Everett (1986) report that the most frequent parental preference was for the
therapist to demonstrate understanding. At the same time, if the therapist did not

understand and target the problems most concerning to the parent, parental motivation to
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participate in treatment, or even to have it continue, may be threatened (Hawley & Weisz,
2003).

The importance of the parent-therapist alliance while the child is in therapy is
often overlooked despite the fact that it is the parent who initiates treatment for their
child, plays a role in goal setting and who ultimately decides to terminate (Digiuseppe et
al., 1996; Kazdin, 2000; Leve, 1995; Shirk & Karver, 2003; Stith et al., 1996). Parents
and therapists may have goals and expectations that differ from the child’s (Digiuseppe et
al.) and the child may not change to meet those expectations of the parent (Leve).
Children and parents are found to relatively disagree on the target problems for therapy
(Hawley & Weisz, 2003; Yeh & Weisz, 2001) with parents and therapist showing greater
agreement (Garcia, Joseph, Turk & Basu, 2002; Hawley & Weisz). Agreement between
parent and therapist increases when family is involved in treatment (Garcia et al.).

Meeks and Bernet (1990) suggest developing therapy contracts with parents to
ensure an alliance, in an attempt to address parental fears of the homeostasis of the family
being jeopardized: a fear which may interfere with the therapy process. As well, parents
may also inhibit the therapy process for their child by placing limits on what the child
may bring up in therapy or through physically terminating from therapy. The parent often
has ultimate control in the initiation and maintenance of treatment and it is necessary to
understand how their experience of the parent-therapist alliance influences the role they
play in their child’s therapy (Leve, 1995).

Diamond et al. (2000) discuss a model for building an alliance with parents in a

family-based therapy for depressed adolescents. The authors propose five tasks involved
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in therapy with one of these tasks focusing on the alliance with the child and another on
the alliance with the parent. Building the parent-therapist alliance focuses on exploring
the personal challenges of the parent and the imapact on parenting and the child (Diamond
et al.). Diamond et al. build upon Bordin’s (1979) model discussed previously and focus
on developing a bond, goals, and tasks with the parent. The parent feeling supported and
understood by the therapist facilitates the development of the parent-therapist alliance
which is essential to increase parental participation in therapy and commitment (Diamond
et al.). Diamond et al.’s perspectives are supported by DeChillo et al. (1994) who found
that the perception of supportive understanding and the sharing of information with the
therapist were associated with more frequent contact. Parents tended to be more satisfied
with therapy when they experienced parent-therapist collaboration (DeChillo et al.).

Child Therapy Outcome Studies

Mu and Tomlinson’s (1997) study of parents’ experiences during a paediatric
health care crisis concluded that parents experience helplessness when they feel their
roles are taken over by health care providers. As well, parents perceive such situations as
beyond their control, knowledge, experience, and ability. Similar experiences may result
when parents bring their child to counselling as a result of problems being experienced.

Feelings of stigmatization, social isolation, and rejection from their external
environment were experienced by parents whose child had been diagnosed with a
conduct disorder (Webster-Stratton & Spitzer, 1996). The researchers found that parents
felt judged by others who perceived their child’s problems to be the fault of the parents,

could be solved if the parent was more committed to parenting, or demonstrated more
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effective discipline. This study also exposed parents to videotaped parent training while
their children received counselling. Parents progressed from feeling despair to hopeful,
experienced a decrease in anger and guilt, changed their expectations for themselves and
their child, and developed more effective coping abilities. These parents changed from
assigning blame to understanding their child and the problems. They learned to accept
their child and their own imperfections as parents.

The addition of parental involvement in treatment of obsessive compulsive
disorder may be a necessary component (Knox et al., 1996). Knox et al. found that
having no parental involvement had little or no effect in the reduction of obsessive-
compulsive symptoms. Decreases were found in the frequency of compulsions once
parents were introduced into treatment. Another study (Spence et al., 2000) compared
CBT with social skills training for social phobia to groups with parental involvement and
parental non-involvement in treatment to a waitlist control. Eighty-one percent of
children in the parent involved condition compared to fifty-three percent in the parental
non-involved condition were free of diagnosis of social phobia at twelve months follow-
up. Bernstein, Borchardt, and Perwien’s (1996) ten year review of childhood anxiety
disorders emphasized that when discussing treatment recommendations for anxiety
disorders there is a need for feedback and education to parents about the disorder and
treatment plan.

A need for parental involvement is also demonstrated in studies of conduct. The
current model of Multi-systemic Therapy (MST) (Multisystemic Therapy Services, 1998)

acknowledges the role that parents and families need to play. Multisystemic Therapy
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(MST) is an intensive family and community based treatment that addresses the
behaviour of conduct disordered youth. The multisystemic approach views individuals as
‘within a complex network of interconnected systems that encompass individual, family,
and extra-familial (peer, school, neighbourhood) factors. Intervention strategies are
integrated into a social ecological context and include strategic family therapy, structural
family therapy, behavioural parent training, and cognitive behaviour therapies. Kazdmn
and Weisz (1998) concluded that MST is an effective treatment for conduct disordered
youth.

A comparison of parent training to parent support for ADHD preschool children
suggests training of specific behavioural strategies is necessary for change. While parent
support is necessary it is not sufficient to produce change in the child with ADHD
(Sonuga-Barke, Daley, Thompson, Laver-Bradbury, & Weeks, 2001). Parents need to
play a role in their child’s therapy that goes beyond being provided support and feedback
regarding progress and instead need an understanding of the treatment plan and play an
active role in implementation.

While the involvement of parents in interventions with children is becoming more
common (Shirk & Russell, 1996) and surveys indicate that the majority of child therapists
incorporate the family in some form into the child’s treatment, efficacy in terms of the
extent of family involvement has not been examined (Fauber & Long, 1991). Weisz et
al.’s (1998) review of the literature stated that there is a need to focus on children and
their families in treatment which has been neglected to date in the present research on

child psychotherapy. Since parents are involved in treatment, to some extent it is likely
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that the process will have an impact on the them as well as on the child and on the
interactions between them. This moves the focus from who attends therapy to the
separate question of who is involved in and affected by therapy with children (Fauber &
Long).

Despite these studies, relatively little is known about what parents experience
when their child has undergone therapy. The difficulty with the Webster-Stratton and
Spitzer (1996) study is that parents were exposed to videotaped training, thus they may
have become involved in a process that differs from parents not provided such an
opportunity. Tarico et al. (1989) focused primarily on parents’ perspectives of the overall
mental health system, not the child’s individual therapist or the therapy process per se. In
summary, it is known that parents have the control in initiation and maintenance of
treatment for their child. An inadequate therapeutic alliance between the parent and
therapist, and possibly perceptions of feeling blame for their child’s difficulties, may
provide parents with a sense of lacking control and helplessness, leading to termination of
the child’s treatment. It is necessary to develop an understanding of how parents
experience the parent-therapist relationship when their child is in therapy in order to
improve responsiveness and treatment to children and their families. Currently there are
no published studies investigating the parents’ relationship or alliance with the child’s
therapist (Devet et al., 2003).

Expectations
Most studies of expectations for therapy are on adult therapy (Arnkoff, Glass &

Shapiro, 2002; Nock et al., 2001). However, parents’ experience of the therapeutic
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alliance or relationship with their child’s therapist is likely influenced by the expectations
that they have for therapy. Kazdin (1981) suggested that early sttitudes about a child’s
treatment impact investment in, and cooperation with, the treatment process.
Expectations are the anticipations that a client holds about the behaviour of those
participating in the therapy process (Bonner & Everett, 1986; Nock et al.). These
expectations contain beliefs about any facet of therapy including procedures, outcomes,
roles and the therapist (Nock et al.; Arnkoff, Glass, & Shapiro, 2002) and are viewed as
determinants of how people behave (Tracey & Dundon, 1988).

Tinsley, Workman, and Kass (1980) initially operationalized expectations into
four factors: a) Personal Commitment (self-expectations about motivation, openness to
counselling, and respounsibility in the process), b) Facilitative Conditions (expectations
for acceptance, genuineness, trustworthiness, and confrontation), ¢) Counsellor Expertise
(expectations for the counsellor to be knowledgeable, empathic, and directive) and, d)
Nurturance (expectations for support and care from the counsellor). All factors have been
replicated except Nurturance which has been subsumed under the Facilitative Conditions
factor (Tinsley, Bowman & Barich, 1993).

Tinsley et al. (1993) surveyed therapists’ views of the occurrence of unrealistic
expectations in clients. Therapists viewed clients as tending to underestimate client
contributions to therapy and overestimating therapist expertise. Such unrealistic
expectations were viewed as detrimental to the therapy process. This study, however, is
based exclusively on therapist views and there was no comparison of the therapists’

views of clients’ unrealistic expectations to actual outcome.
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Throughout therapy expectations change so that they become more realistic with
this change occurring through the changes in the therapeutic relationship (Tracey &
Dundon, 1988). A study comparing Prochaska and DiClemente’s (1992) stages of change
with expectations when entering treatment found that clients’ expectations of the
therapist differ based on the stage of change they enter therapy in (Satterfield, Buelow,
Lyddon, & Johnson, 1995). Similarly, Tracey and Dundon examined expectations at
three points in therapy and found that expectations changed. Client expectations
increased from the first to middle session and appeared stable until therapy ended. The
increase in expectations was found to be associated with a positive outcome and
presumed to be influenced by the therapist through the establishment of a therapeutic
alliance. Tracey and Dundon suggest that the therapist influences client expectations to
match those of the reality of therapy. Initial expectations are supported or refuted by the
actual experience in therapy (Arnkoff et al., 2002).

Parent Expectations

There is little recent research found on the expectations of parents upon entering
their child in therapy. The limited findings suggest that parents and children expect
treatment to be more helpful than do therapists, that therapists view children’s problems
as more severe than parents, and parents’ expectations for duration of treatment often
differ from therapists’ (Bonner & Everett, 1986). Expectations play a significant role in
treatment participation, including attendance and completion and understanding this may

be important to knowing if a child will even attend therapy (Nock et al., 2001).
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Expectations are suggested to be a better predictor of the therapeutic alliance after the
first session than therapist or client variables (Arnkoff et al., 2002).

Parent investment, and parent and therapist expectations are important
components of treatment and predictive of child outcomes well after treatment ends (Nye
et al., 1999). A study investigating parent expectations for school guidance counsellors
(Paulson & Edwards, 1997) found that the expectations of parents were not necessarily
similar to the roles that the average school counsellor fulfilled. Parents in this study
expected counsellors to communicate and collaborate with other parties involved with the
child such as the parents themselves, teachers, and other students.

In 2001, Nock et al. completed two studies focused on investigating parent
expectations. The first study measured parent expectations for their child’s therapy
compared to pre-treatment parent, child, and family characteristics. Their findings
indicated that parents from families with socio-economic disadvantage, ethnic minority
status, and single parent families had lower expectations for their child’s therapy and
perceived therapy as not a credible resource. The older the child and the more severe the
difficulties the lower the parental expectations were found to be, particularly for expected
improvement of the child. Finally, parents with higher levels of stress and depression had
lower expectations.

These findings led Nock et al., (2001) to then evaluate the relationship of these
expectations as a predictor of premature termination of therapy, therapy completion, and
perceived barriers to treatment. They reported that these parental expectations, influenced

by parental socio-economic disadvantage, stress and psychopathology, and child severity,
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predicted perceived barriers to completing treatment, treatment attendance, and
premature termination. In sum, parental expectations predicted whether therapy was
completed, and the lower the expectations the higher the perceived barriers (Nock et al.).
When Rey et al. (1999) asked clinicians to rate therapy outcome 10% of the clients were
reported to have a negative outcome due to unrealistic parent expectations with the
children of satisfied parents being more likely to be rated as having a positive outcome
(Rey, O’Brien & Walter, 2002).

Parental satisfaction with treatment is important as satisfaction contributes to the
continuation of therapy and may reflect parent expectations (Rey at al., 1999). Friesen
(1992) reported a discrepancy between what parents rated as important and the frequency
of such behaviours from professionals. Approximately 25% of parents experienced
anticipated professional behaviours less often than they considered important with
behaviours related to the relationship (e.g., honesty, supportiveness, parental
involvement) considered very important by parents (Friesen). Rey et al. found that parent
satisfaction increased for those who attended more sessions which may reflect an
improved understanding of treatment issues which may be related to the finding in adult
literature that expectations change as therapy progresses to reflect the reality of the
experience (Tinsely et al. 1993; Tracey & Dundon, 1988).

Parental expectations have an impact on various potential outcomes of the child
therapy process, beginning with whether the child will even attend. Parents are the ones
who make these decisions and it is the expectations of parents that appears to influence

the process. An understanding of parental expectations is needed to more fully conceive
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parental decision-making when it comes to a child in therapy as many end treatment
early. Individuals in therapy have expectations regarding how each should act and the
more these are congruent with the actual experience of therapy the more likely there will
be a positive view of therapy as incongruence strains the therapeutic relationship making
termination more likely (Tracey & Dundon, 1988).

History of Child Psychotherapy Research

In 1952 Eysenck concluded that psychotherapy was not effective and may even be
detrimental to some people (Eysenck, 1952). This classic paper reviewing 19 studies
which led him to draw these conclusions can be viewed as the beginning of
psychotherapy research (Whiston & Sexton, 1993).

This prompted a similar evaluation of child psychotherapy. Levitt (1957) asserted
similar results for child psychotherapy as Eysenck had concluded for adult
psychotherapy. These disturbing claims led to a multitude of studies being conducted and
a new interest in investigating the effectiveness of psychotherapy. In the area of child
psychotherapy there have been four major meta-analysis identified in the literature
(Weisz, 1997). From these meta-analysis it has been concluded and generaily accepted
that there is little doubt that psychotherapy for children is effective and helpful (Lis et al.,
2001; Weersing & Weisz, 2002a; Weisz et al., 1992; Weisz, Weiss, Han, Granger &
Morton, 1995). Weersing and Weisz, in a review of these studies, concluded that the
main effects of these child psychotherapy meta-analysis fall within the range found for
meta-analysis for adult psychotherapy and demonstrate fairly consistent positive effects

for both the adult and child cohorts. In other words, child psychotherapy works as well as
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adult psychotherapy, and both are more effective compared to no intervention at all (Lis
et al.; Weisz et al., 1995).

In a review of child psychotherapy research since 1963, Barnett, Docherty, and
Frommelt (1991) summarized the previous 25 years as a search to verify whether child
psychotherapy works. Since it has been relatively accepted that psychotherapy works
research has turned towards comparing various treatment models and techniques. More
specifically, Weisz et al. (1995) concluded that effects’ sizes in child psychotherapy tend
to be larger for adolescents than for children and for girls compared to boys. Differences
are also found based on type of intervention. Weisz and Weiss (1993) compared
behaviour to non-behavioural approaches to psychotherapy with children and concluded
that overall behavioural approaches were more successful than non-behavioural.

Hundreds of treatments for children have been shown to have beneficial effects
over the last 50 years (Weisz, 2000). Several conclusions are beginning to be drawn
within child psychotherapy literature, one being that it can be successful however, this
may be dependent on the therapeutic approach chosen with a favour towards behavioural
interventions. The effect sizes found for behavioural therapies cannot be accounted for by
methodological flaws (Lis et al., 2001). There are also many evidence-based treatments
available for specific disorders such as anxiety and mood disorders, attention-deficit
hyperactivity disorder, and oppositional and conduct disorders (Kazdin, 2002}). This has
contributed to the American Academy of Child and Adolescent Psychiatry developing

clinical practice parameters to guide practitioners in best practice for specific disorders
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based on the available research {American Academy of Child and Adolescent Psychiatry,
1998).

Two limitations are identified by Weersing and Weisz (2002b) within the child
literature. First, there has been an overemphasis on the disruptive behaviour disorders
with less focus on mood-related disorders. Second, the relationship between the positive
results in research trials has yet to be replicated in the actunal therapeutic environment (Lis
et al., 2001; Weersing & Weisz). This may in part be due to the reliance on measuring the
outcome of treatment protocols in research environments which differs greatly from
actual practice (Kazdin, 2000; Weisz, 2000), There is a need for future research to focus
on developing and evaluating treatments within the practice environment (Weisz).

Kazdin (2000) identifics child psychotherapy research as hampered by focusing
on answering the question “what works for whom.” Kazdin (2000; 2002) views this focus
as not only unfeasible but also a failure to recognize how parent, child, and other context
factors influence outcome, More recently researchers and clinicians are beginning to call
for a broader understanding of the underlying mechanisms of child psychotherapy and the
contextual factors that may moderate outcome (Barnett et al., 1991; Kazdin, 2000;
Kazdin, 2002; Kazdin & Kendall, 1998; Kazdin & Weisz, 1998; Lis et al., 2001;
Weersing & Weisz, 2002a; Weisz, 1997; Weisz, 2000; Weisz, Huey, & Weersing, 1998).
Kazdin (2000, 2002) states that the majority of research focuses on treatment techniques
and a measure of symptom reduction with little consideration to other contexts, such as
the parent or family, upon which these outcomes may be dependent. Further, Kazdin

(2000, 2002) identifies the greatest weakness in this research as the lack of focus on
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understanding how or why therapy with children works. Focusing on symptom reduction
alone may be underestimating the broad effects of child therapy (Kazdin, 2000). Future
research needs to broaden the focus and move towards incorporating other contexts
within a child undoubtedly exists (Kazdin, 2002; Shirk & Saiz, 1992). Little is known
about what actually occurs during child psychotherapy (Shirk & Russell, 1996) or about
how child therapy works (Brent & Kolko, 1998). Lis et al. concluded that the existing
literature is only suggestive of what might be important in child psychotherapy and much
more work needs to be done.

From the literature reviewed it is concluded that 1) families are embedded within
a mesosystem of multi-directional interactions; 2) that parents have the ultimate control
over initiation and maintenance of treatment; 3) that parents often feel judged, blamed,
and not listened to by members of the external environment and mental health providers;
4) that as found in adult literature the alliance is important to successful outcome; 5) that
the parent-therapist alliance is an unquestioned assumption and relatively ignored by
child psychotherapy research; and 6) it is relatively unknown how parents experience the
relationship with their child’s therapist. Consequently, understanding these experiences in
richer detail can improve the provision of treatment and services to children and their
families.
Formulating the Research Question

The experience of parents is given little attention in the research in spite of the
fact that children experiencing difficulties introduces stress into the family, and thus is an

area requiring investigation. While it is contended in the theoretical literature that parents
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are important in a child’s therapy, it is not understood how parents experience this
involvement and this remains an unresearched concept. Therapy with a child cannot be
viewed as a dyadic relationship between therapist and child; it is a situation of multi-
directional interactions. The intention of this research project was to gain an
understanding of parent experience of their relationship with the child’s therapist moving
beyond the dyadic relationship of child and therapist. Little is known about therapy with
children from the parent perspective. It was hoped that this information would be helpful
in understanding the impact the therapeutic process may have on parents and the role they
play in the therapy process to potentially reduce the high rates of early treatment
termination and increase the understanding of child psychotherapy beyond symptom
reduction.

The Research Question

The preceding review and critique of the research helped to establish the rationale
for the study which explored parents’ experiences of the relationship with their child’s
therapist, and the expectations that parents have for the relationship and their role in their
child’s therapy. The primary research questions generated were:

1. What was the parents’ experience of the relationship with their child’s

therapist?
2. What expectations, if any, did parents have of a relationship with the therapist

and what role did they expect to play in their child’s therapy?
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CHAPTER THREE
Methodology

As discussed in the literature review the investigative approach used in the current
study is qualitative methodology. The overall goal of qualitative research is to develop an
understanding (Byrne, 2001b; Osborne, 1990) of the phenomena as the person
experiences it (Colaizzi, 1978). The interpretation is intended to describe in terms of
meaning (Fossey, Harvey, McDermott, & Davidson, 2002; Giacomini, 2001) and allow
for the flexibility of evaluating experiences in a holistic manner (Byrne, 2001a; Moon et
al., 1990) thus providing depth and richness to the understanding of experience. The goal
is to describe and understand experiences from the participant’s point of view without
judgment (Webster-Stratton & Spitzer, 1996) and from the participant’s perspective
(Merriam, 2002).

As described by Merriam (2002) the qualitative researcher is interested in
understanding how the participant makes sense of their experience through the use of the
researcher as the instrument for data collection, interpretation, and understanding.
Attempting to understand the experiences of parents from this perspective can be more
clearly described as a basic interpretive qualitative study (Merriam) where it is sought “to
discover and understand a phenomena, a process, the perspectives and worldviews of the
people mvolved” (Merriam, p. 6). Merriam describes a basic interpretative qualitative
study as involving the collection of data through interviews that are analyzed inductively
to identify commmon themes or patterns. The present study used Merriam’s basic

interpretive qualitative approach as guiding methodology in attempting to understand
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how parents experience the relationship with their child’s therapist. Rich descriptions of
participants’ experience contribute to a process that is inductive as it builds understanding
and theory from the data rather than deductively using the data to test hypothesis.

A basic interpretative approach allowed the researcher to take advantage of the
benefits of qualitative research by enabling the researcher to explore the participants’
experience and develop an understanding of the commonalities and idiosyncrasies of the
relationship between parents and their child’s therapist. Colaizzi’s (1978) approach to
analyzing interview data and extracting themes was used as a guide to aid analysis and
interpretation.

Rational for Qualitative Research

As Webster-Stratton and Spitzer (1996) observed, investigating parent
experiences when a child is in therapy through qualitative methodology is a practical
choice, since we cannot treat children successfully unless we know more about their
family’s subjective experiences of therapy. Basic interpretive qualitative methodology
was used to investigate the phenomena in question. A basic interpretive qualitative
approach allowed parents to provide a description of their experiences without the
imposition of the preconceived theories of the researcher (Gall, Borg, & Gall, 1996).

As discussed in the literature review, since the importance of a parent-therapist
alliance appears to be an assumption within the therapeutic literature, a basic
interpretative qualitative approach has allowed for an illumination of this alliance from
the perspective of parents through depth and detail. Investigations into such relationships

require qualitative methods as there is 2 potential for exploring meanings and perceptions
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in relationships and the counselling experience (Street, 1996) and broad based inquiry
into an area that is undocumented in other studies (Kidder & Fine, 1997). The goal ofa
basic interpretative qualitative approach was to increase the understanding of the
phenomena of the parent-therapist relationship (Byrne, 2001a) as this appears to be an
unquestioned assumption within the literature and little is known about how parents
experience this relationship with their child’s therapist.

The Pilot Study

A pilot study can aid the researcher to shape the proposed design through concrete
experience rather than speculation (Locke, Spirduso & Silverman, 1987). It can allow the
researcher to test questions, recognize areas that were previously unclear, and may
provide insight into the shape of the study that had not been apparent (Janesick, 1994).
Byrne (2001a) strongly recommends the use of pilot studies in qualitative research and
states that pilot studies may contribute to the development of sampling criteria.

A pilot study was conducted prior to the development of this research study. It
involved a 60-minute interview with one mother whose child had received counselling at
a university-based counselling facility. The interview began with the broad open-ended
question asking the participant to describe the experience of having a child receive
counselling. Such a broad question was asked in order to inform the researcher of the
salient experiences of the parent. Currently, relatively little is known about what parents
with a child in therapy experience and a broad question allowed the researcher to gain a
breadth of information to aid in the development of a narrower research question for

more in-depth study.
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