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Foreword



When I think of therapeutic artistry with challenging children, adolescents, and their families, Eliana Gil, the leading family play therapy pioneer, is the name that comes to my mind. The Persian poet Rumi once said, “Out beyond wrongdoing and right-doing there is a field, and I will meet you there.” For decades Gil has urged play therapists and family therapists to abandon their polarized positions, to come together to share their expertise with one another, and to find ways to integrate the best elements of their treatment approaches in order to produce an efficient and effective family approach that empowers parents as well as their children. In both her writing and teaching, Gil has consistently demonstrated the benefits of using a family play therapy approach with children and adolescents who have experienced severe trauma. Whether using puppets, storytelling, metaphors, visual art methods, or drama techniques and strategies, Gil’s innovative family therapy has successfully uncovered long-held secrets that were maintaining family members’ symptoms, helped heal emotionally wounded children and adolescents, and empowered parents to be more empathically attuned to their children and more motivated to establish stronger relational bonds with them.


The second edition of Play in Family Therapy, Gil’s scholarly but practice-oriented book, fills a gap in both the play and family therapy literature. Chapter 1 comprehensively surveys the history of bringing play and family therapy together and includes a thoughtful discussion about the rationale for this marriage. Chapter 2 discusses both the advantages of and obstacles to adopting a family play therapy approach. Chapter 3 is an excellent chapter on how therapists can enhance their creative capacities, expand their therapeutic range, and serve as improvisational catalysts for change with families.


For me, however, the real treasure of this book is contained in Chapters 4 to 11, which give readers front-row seats from which they can witness Eliana Gil’s therapeutic, playful invitations and her clients’ receptivity to them as she works with a wide range of child and adolescent difficulties. Readers gain access to her decision making in the therapeutic process, to her great use of metaphor, and to several of her creative play, art, and drama interventions in specific clinical situations with children and adolescents. One of the most innovative strategies Gil discusses is that of cultural genograms with family play. Gil has family members choose miniatures, toys, or other items that best express their thoughts and feelings and that show the influence of family on their cultural identity.


Grateful readers will come away from reading the second edition with many pearls of clinical wisdom and a plethora of effective therapeutic tools and strategies. This book is charming, inventive, and joyful. Thank you, Eliana Gil, for your generous gift!


MATTHEW D. SELEKMAN, MSW


Director, Partners for Collaborative Solutions


Evanston, Illinois





Preface



Working with families with young children is challenging, exciting, and rewarding. Over the years I’ve become more and more convinced that integrating play in therapy with families is one of the most successful ways of encouraging reflection and positive change. The fields of family therapy and play therapy have a great deal in common: They are both creative ways of working, designed to shake things up, initiate novel solutions, and reorient family members to each other, thereby reestablishing or deepening emotional connections and empathy.


Family play therapy has an experiential component as well as a creative focus. Adults and children alike are invited to participate in whole-brain and body activities that awaken and mobilize inner resources that may be otherwise dormant or inaccessible for whatever reason. Family play therapy has several key ingredients: the potential for physical and emotional movement, the potential for increasing a sense of joy and well-being, and the introduction of novelty for participating adults (novelty is considered one of the factors that can increase plasticity in the brain as well as receptivity to therapeutic gains). Another important feature embedded in family play therapy is the possible emergence of metaphors and metaphoric language that can be amplified with clients in order to help them understand themselves further and explore the underlying issues that might remain hidden from the conscious mind.


Since the first edition of Play in Family Therapy was published more than 20 years ago, my work has evolved as I have continued to focus on helping families in crisis. Many influences have strengthened and supported this work, among them an increased focus on evidence-based models and interventions and a greater acceptance of lessons gleaned from neuroscience and the functioning of the brain.


The second edition reflects an integrative approach by showing practical methods for inviting children and their families to engage and invest more in their own creative changes. In this approach families are presented with different ways to participate, rather than limiting therapy to a single way of talking or being. Integrated work is one of the most relevant and important areas of growth in my professional experience. I have learned that one single model does not help everyone, and that, as clinicians, we need to keep inviting clients to participate in a variety of holistic activities that might touch them in different ways.


Another important development reflected in the second edition is a more collaborative approach in which families co-create their own paths for healing and growth, rather than looking exclusively to the therapist for insight or direction. This is evident in the greater focus on metaphors and in giving clients an opportunity to reflect on the work they have done in a variety of unique ways. The first edition provided a rationale for integrating metaphors in family therapy and featured a number of activities that could be helpful in initiating some productive work. This edition looks beyond simply providing clients with playful activities to carefully eliciting and structuring interventions through listening to personal metaphoric language, making abstract metaphors concrete, and allowing clients to interact freely and expansively with the metaphors they’ve created.


Twenty years ago, my ideas about what to do after identifying metaphors were not fully developed. I have since come to understand the revolutionary process of “holding up” and amplifying the metaphor so that clients can see and value it in new ways. It is clients’ reflection on their own metaphors, and not necessarily our clinical intervention or technique, that creates more and more opportunities for insight and change.


A third important advance in this edition is the emphasis on creative expression on the part of both clients and clinicians. Clinicians often stay away from expressive therapies because they believe that people are either creative or they are not! Therefore, they don’t push past whatever hesitancies they may have to foster their own creativity, to remain open to creativity in others, and to practice and explore the possibilities that exist in creative freedom. This book advocates for the clinical exploration of personal creativity and shows how this search can open the door to an increased level of comfort with this type of work.


Finally, as alluded to earlier, this edition reflects the recent advances in neuroscientific research, which suggests that the brain is affected differently by different types of interventions. I have been greatly influenced by the work of Dr. Bruce D. Perry, who acknowledges that while all interventions have their own merits, the sequence of delivery is also relevant. Clinicians should first take note of a client’s emotional and physical state and begin by stimulating underactive parts of the brain. Thus if family members come into my therapy office and look down, or sit with folded arms, or seem angry and tense, what better intervention to try than some physical activity before asking them to talk? The same result may be achieved by asking clients to talk in different ways, by asking them to exaggerate the feeling they have, by having them use miniatures, or by doing something else that interferes with the shutting-down process. Moreover, inviting families to play or to use alternative language can be quite surprising and disarming to them. It often leads to laughter and joy, which can instill a sense of well-being.


As a result of all these developments, the second edition has been completely rewritten, and the clinical examples in the book are all new. Chapters 1 and 2 document the parallel growth of theories on two forms of therapy—play therapy and family therapy—and make a case for their compatibility and strength through integration. Special attention is paid to metaphors that sometimes go unnoticed or unanalyzed, and several suggestions are made for processing metaphors and making them concrete for exploration. Chapter 3 dicusses the use of creativity in conducting family play therapy and how creativity can be developed with sufficient motivation and practice. I try to dispel the myth that only some people are naturally creative and instead recommend that clinicians consider expanding this aspect of their work. Finally, I acknowledge the fact that many family and play therapists are ambivalent about integrating these two approaches for a variety of reasons that can be addressed. Chapters 4–11 contain brief, yet substantive, case examples of families who have used and benefited from family play therapy. The cases offer detailed guidance about how specific techniques can be easily incorporated into any clinical practice with families.


My hope is that readers find this book useful enough to explore family play therapy further and consider integrating it into their clinical approaches.







[image: Images]


The Rationale for Integrating Play and Family Therapy


CATHERINE FORD SORI with ELIANA GIL


Two roads diverged in a yellow wood,


And sorry I could not travel both


And be one traveler, long I stood …


I kept the first for another day!
                        —ROBERT FROST (1916)





There have been two divergent “roads” in treating children in psychotherapy: one marked “child (or play) therapy” and one marked “family therapy.” Unlike the traveler in Robert Frost’s (1916/1966) well-known poem “The Road Not Taken”—who could travel only one road at a time—it is possible for us to travel the roads of both play therapy and family therapy. Those roads diverged from a common point: Freud’s psychoanalytic theory. Many of the founders of family therapy were trained psychoanalytically to work with children. However, they found that work with individual children was not sufficient, and they began experimenting with counseling whole families. The two fields began to diverge as family therapy privileged the family as a system over the individual needs of the child and child therapy minimized the importance of family as the context in which the child and his or her problems develop.


In recent years, there has been a clamor for family-based treatment services for young children and their families to address the mental health needs of children (Cornett, 2012), which are significant (Miller & McLeod, 2001) and socially distressing. A growing number of family therapists and researchers are beginning to examine issues related to treating children in family therapy and family play therapy (e.g., Botkin, 2000; Carr, 2009; Lund, Zimmerman, & Haddock, 2002; Raimondi & Walters, 2004; Rober, 2008; Ruble, 1999; Seymour & Erdman, 1996; Sori, 2006a; Sori & Hecker, 2003; Strickland-Clark, Campbell, & Dallos, 2000). Research supports including caregivers to promote better child outcomes (Bratton, Ray, Rhine, & Jones, 2005). However, according to Miller and McLeod (2001), “the majority of family practitioners work from an individual perspective” (p. 375). In the past few decades, there has been a movement to integrate the approaches of play and family therapy under the rubric of family play therapy (e.g., Gil, 1994, 2011b; Gil & Sobol, 2005; Dermer, Olund, & Sori, 2006; Keith & Whitaker, 1981; Zilbach, 1995). Due in part to the demands of managed care, the fields of child (play) therapy and family therapy have responded with research that has begun to identify evidenced-based approaches (e.g., Bratton et al., 2005; Henggeler & Sheidow, 2012; Kaslow, Broth, Smith, & Collins, 2012). This new edition is intended to help further the integration of these two fields, which have much to offer each other.


To further appreciate what each individual field can bring to an integrated family play therapy model, this chapter reviews key concepts and treatment models in child play therapy and then family therapy. The chapter ends with the rationale for their integration into family play therapy. Chapter Two examines the obstacles to integration and then touches on the clinical opportunities opened by family play therapy. Chapter Three debunks some myths about creativity and its clinical uses, such as in play therapy, and offers a plan for developing clinical creativity. The remaining chapters in this book walk us down a new pathway, labeled “family play therapy.” These pages are ripe with innovative interventions that can be easily incorporated with most family therapy approaches. They have been “field tested” and are richly illustrated in the case examples.


CHILD AND PLAY THERAPY


Freud introduced the concept of utilizing child’s play in psychotherapy in his first child analysis case (Gil, 1994; Miller, 1994), and he noted three main functions of therapeutic play:


      1.  Play provides a context for self-expression, including those things that are too difficult to discuss.


      2.  It offers a medium for children to fulfill their wishes.


      3.  It allows children to work through and master trauma (Nash & Schaefer, 2011).


Since then, the work of several child development theorists has had great influence in the evolution of play therapy, including Erik Erikson’s psychosocial stages of development, Jean Piaget’s theory of cognitive development, and Harry Stack Sullivan’s emphasis on the role of interpersonal relationships in personality development. Aside from personality development, child therapists must also have a grasp of receptive and expressive language development (Miller, 1994). Miller also recognized that families, as well as children, go through developmental stages (see Carter & McGoldrick, 1999). Therapists need to have a working knowledge of the stages of the family life cycle to determine how children might be impacted when the family is “stuck” in one stage and unable to transition to the next stage.


Two broad approaches can be said to characterize play therapies: relational therapies, wherein the therapist is primarily nondirective, and directive therapies. Some therapies combine elements of both.


Relational Therapies (Nondirective Play)


Relational therapies are primarily nondirective. This type of therapy emphasizes the therapeutic relationship and calls for the therapist to accept the child as he or she is. Although relational therapies put less emphasis on the past, they maintain a strong connection to psychoanalytic theory (Schaefer & O’Connor, 1983).


Client-centered play therapy evolved from Carl Rogers’s adult nondirective person-centered approach. In this approach children are allowed to play freely in a “well-stocked playroom” with very few limitations (Landreth, 1991, p. 32). Therapists focus on the present and do not attempt to interpret the past. This approach presupposes that young clients have within themselves the ability to solve their own problems.


Like Rogers and Moustakas (1959), Virginia Axline (1947, 1964) believed that children have the capacity to change within a context of “unconditional positive regard, empathic understanding, and authenticity” (Nash & Schaefer, 2011, p. 5). According to Axline (1947, p. 9), “Play therapy is based upon the fact that play is the child’s natural medium of self-expression. It is an opportunity that is given to the child to ‘play out’ his feelings and problems just as, in certain types of adult therapy, an individual ‘talks out’ his difficulties.”


The therapist first makes materials available to the child. Many play materials and techniques are available, such as sandplay (Kalff, 1980; Lowenfeld, 1935; also described in Nash & Schaefer, 2011, and Miller, 1994), art (Malchiodi, 1998), and puppets (Irwin & Malloy, 1975). The role of the therapist in nondirective play is (1) to carefully observe the child at play; (2) to reflect the child’s actions, probable thoughts, and feelings; and (3) to structure the environment so children are aware they have the freedom to choose what to do. Children are encouraged to talk or play to express themselves however they like. When therapists reflect their feelings, children internalize acceptance and feel understood (Guerney, 1983). The premise is that “when a child’s feelings are expressed, identified, and accepted, the child can accept them and then is free to deal with these feelings” (Landreth, 1991, p. 32). Axline (1950, p. 68) stated: “A play experience is therapeutic because it provides a secure relationship between the child and the adult, so that the child has the freedom and room to state himself in his own terms, exactly as he is at that moment in his own way and in his own time.”


Many current play therapists, such as Garry Landreth, Louise Guerney, and Rise VanFleet, have embellished and refined Axline’s child-centered play therapy (Kottman, 2001, p. 24). Nondirective techniques have been used with success to treat children with a variety of issues (Guerney, 1983), and we believe that they are pivotal in assessing and treating a child.


Directive Play Therapy Approaches


Structured play therapy has the therapist taking an active role in determining the course and focus of therapy. David Levy’s (1938) release therapy was an early example of a directive play therapy; it provided a cathartic method to help children cope with stress (Miller, 1994) and was developed for children affected by trauma. Levy cautioned play therapists to avoid “flooding” the child with strong emotions that could not be assimilated and warned therapists not to attempt this approach until a strong therapeutic relationship had been forged. While only a few toys were provided, they were chosen carefully to facilitate the child’s re-creation of traumatic events (Schaefer & O’Connor, 1983). Levy laid the groundwork for our current understanding of posttraumatic play as the child’s natural reparative mechanism that enables gradual exposure to feared or overwhelming traumatic stressors (Gil, 2010a).


One of the key factors that discriminates directive from nondirective approaches is the role of the therapist. While nondirective therapists follow the child and do not structure the play, directive therapists structure the play with the purpose of eliciting unconscious thoughts or to influence the child in a particular direction. Compared to nondirective therapies, directive therapies are shorter term, symptom-oriented, and less dependent on the therapeutic transference. The directive therapist might suggest that the child do a specific type of activity, make a particular drawing, or make up, tell, or respond to a specific story.


There are numerous directive play approaches, including behavioral, Gestalt (Oaklander, 1988), ecosystemic play therapy (O’Connor, 2000), Adlerian play therapy (Kottman, 2001), prescriptive play therapy (Schaefer, 2011), filial therapy (Guerney, 1983), and Theraplay (Jernberg & Booth, 1999). Readers are also referred to Kottman (2001), O’Connor and Braverman (1997), or Schaefer (2011) for more information about these approaches. Filial therapy and Theraplay, described subsequently in more detail, are of particular interest because both involve parent–child dyads.


Play Therapy Approaches Involving Parents


Forging a pathway between individual child therapy and family therapy are parent-training approaches that have been found to be effective in treating a wide range of presenting child problems. They embody both directive and nondirective elements and focus on improving the parent–child relationship. Parent–child interaction therapy (PCIT) and parent–child psychotherapy (PCP), briefly described next, are both considered evidence-based practices. Filial therapy, child–parent relationship therapy (CPRT), and Theraplay have substantial research to support positive treatment outcomes.


Parent–Child Interaction Therapy


This evidence-based approach was developed by Sheila Eyberg (1988) to integrate operant behavioral therapy with the general tenets of play therapies that emphasize the importance of the therapeutic relationship. PCIT is grounded in Baumrind’s research that found more positive outcomes for children whose parents had an authoritative parenting style (Butler & Eyberg, 2006). There are two phases to this approach, both of which are taught didactically to parents independent of the children: The first is child-directed, which is what distinguishes PCIT from other behavioral approaches (Eyberg, 1988). Parents master skills that will strengthen the bond between parent and child. They are coached to follow the child’s lead and given three “don’t” rules, which include (1) don’t give commands, (2) don’t ask questions, and (3) don’t criticize (Bailey & Sori, 2000, p. 483). This approach interrupts any negative cycle in which parents react only to problematic child behaviors. Instead, parents give a running commentary on what the child is doing, imitate whatever the child is involved in, reflect back what the child is saying, and finally praise the child. After parent training, the therapist observes play sessions with the parent and child, offers coaching, and provides positive feedback. Once the parent has mastered these skills, the second phase of PCIT begins as the parent takes over and begins to direct the sessions. This phase is aimed at increasing parental consistency, predictability, and the use of fair discipline. PCIT has been shown to be an effective treatment for a wide range of situations (Pearl et al., 2012), such as with depressed mothers (Timmer et al., 2011) and with ethnic-minority children (Butler & Eyberg, 2006).


Parent–Child Psychotherapy


This is another evidence-based approach that trains parents to function as cotherapists with their children (Nash & Schaefer, 2011). It is based in attachment and psychoanalytic theories and other interventions derived from cognitive-behavioral and social learning theories. PCP was designed for parents with infants, toddlers, and preschoolers. It is unique in moving beyond the parent–child relationship to include other significant family members and is sensitive to the family’s culture. This model was developed and researched with children who had witnessed domestic violence, and one lofty goal of the treatment protocol is to restore the image of parents as protectors in their children’s eyes. At the core of the approach is the child’s symbolic play. The therapist selects specific play materials that are related to the child’s traumatic event, family, and ethnicity. The role of the therapist is to elucidate the meaning of the play to the child and parent, and to facilitate parent–child interactions that cultivate the child’s imagination and promote mutual pleasure in the play activity (Lieberman & Van Horn, 2008).


Filial Therapy


Filial therapy was created by Louise and Bernard Guerney in the late 1950s. It integrates the principles of nondirective play (Axline, 1947) with the more relationally focused child-centered play therapy (Landreth, 2002). VanFleet (2003, 2005, 2011) explains that filial therapy is actually a psychoeducational family therapy method that can be used to prevent and treat a wide range of psychosocial problems. It promotes attachment between parent and child and has been used successfully to treat various child problems, including depression, anxiety, conduct disorders, attention-deficit/hyperactivity disorder (ADHD), trauma, abuse, and families undergoing structural changes (VanFleet, 2003).


The Guerneys originally designed filial therapy as a group approach for young children ages 3 through 10 who suffered from emotional issues including trauma and abuse, oppositional behavior, or grief (Topham, Wampler, Titus, & Rolling, 2011). VanFleet (2014) modified it for use with individual families and suggests ways to adapt the program for “special time” with adolescents. Four skills are taught to parents: (1) structuring skills, (2) empathic listening skills, (3) child-centered imaginary play skills, and (4) limit-setting skills. The goals of filial therapy are to minimize child behavior problems, foster better parent–child exchanges, and teach parents important skills such as how to improve communication, coping skills, and problem-solving skills (VanFleet, 2005). The therapist provides “lectures, demonstrations, modeling, role-playing, skills exercises, feedback, supervised play sessions, and reinforcement” (Kottman, 2001, p. 47). Parent and child are taught in dyadic sessions each week. Parents observe play sessions between the therapist and child, then receive skills training (including role plays), practice with their child, and finally are coached and supervised on how to implement filial sessions at home. Carmichael (2006) points out that the clinician takes on multiple roles in filial therapy, including teaching parents the method, supervising them during play sessions, and supporting parents to have play sessions at home.


In the past 50 years there has been a plethora of research on the process and effectiveness of filial therapy. A meta-analysis of play therapy by Bratton et al. (2005) found “that parent involvement, especially in the form of Filial Therapy, dramatically improved the outcomes of play therapy” (VanFleet, 2011, p. 163). VanFleet (2011) went on to say, “In general, controlled studies for Filial Therapy indicated improvement in child behavior and presenting problems, parental acceptance/empathy, parent skills levels and parent stress levels, and increased satisfaction with family life” (p. 163).


Child–Parent Relationship Therapy


CPRT is a manualized 10-session version based on filial therapy (Landreth & Bratton, 2006). This approach is a well-researched parent education model that uses child-centered play therapy at its core and has been found to be effective for both children and parents with a wide variety of presenting problems (see Bratton et al., 2005; Landreth & Bratton, 2006; VanFleet, Ryan, & Smith, 2005).


Theraplay


Ann Jernberg developed Theraplay in 1967 as a means of promoting healthy attachment among parents and children enrolled in Head Start programs in Chicago (Jernberg & Booth, 1999; Munns, 2000). It is grounded in attachment theory and incorporates concepts from self psychology and object relations therapy (Jernberg & Booth, 1999; Munns, 2011). Theraplay is a brief, strength-based, playful approach to improve the relationship between parent and child and to reduce a wide array of child presenting problems. One of the primary goals is to foster a more secure attachment between child and caregiver (Jernberg & Booth, 1999; Munns, 2000, 2011). Theraplay is modeled on characteristics of a securely attached, healthy parent–infant relationship, and interventions are tailored to strengthen weaker aspects of the relationship and support the stronger relationship dimensions.


Most certified Theraplay therapists utilize a specific parent–child assessment tool called the Marshack interactional method (MIM), which allows clinicians to assess strengths and weaknesses in the parent–child relationship. The adult structures the play sessions with carefully selected activities tailored to the specific needs of the child and family. Munns (2011) discusses the four elements of Theraplay—structure, challenge, engagement, and nurture—and each one is addressed in some manner in every session. Activities from each element are tailored each week to the needs of the child. From the outset parents are actively involved in Theraplay sessions. For the first few sessions, they observe a therapist conducting half-hour Theraplay sessions with their child while they are being coached behind a one-way mirror by a second therapist. By the fourth session the parents are actively participating as cotherapists in the sessions and are given positive feedback as a prelude to their implementing Theraplay at home. Munns (2011) states that “throughout, the parent is helped to be attuned and responsive, to reflect on the child’s feelings, and to help him self-regulate within an atmosphere that is playful and joyful” (p. 277).


Theraplay has some unique features. Originally, parents and therapists seldom used any of the standard basic play therapy intervention strategies (Kottman, 2001, p. 75), although now many Theraplay practitioners use both Theraplay and other play therapy strategies in an integrated approach (Gil, Konrath, Goldin, Shaw, & Bryan, 2014). Theraplay uses a limited number of props, such as cotton balls, lotion, food, newspaper, bubbles, and balls, instead of toys. Sessions are short and intense. The goal is to teach parents skills so they can assume the responsibility for creating a nurturing relationship with their child (Booth & Jernberg, 2009).


Theraplay has been found to be an effective approach, especially with foster and adoptive families. As parents become emotionally attuned to their child and involved in physically interactive play, often involving touch, relationship bonds strengthen. Playful, attuned responsiveness from a caregiver leads to the development of a secure attachment, which advances the child’s capacity for emotional self-regulation, the ability to understand and empathize with others, and increased feelings of self-worth. It can also be adapted and integrated in the treatment of whole families and with couples (Munns, 2011).


Research on the Efficacy of Play Therapy


Several meta-analyses indicate the efficacy of play therapy in general, with some specific additional findings. LeBlanc and Ritchie (1999) conducted a meta-analysis of play therapy research and concluded that play therapy was effective “regardless of the presenting problem of the child…. Only two variables affected the efficacy of play therapy—the involvement of parents in the play therapy process and the number of therapy sessions” (Kottman, 2001, pp. 14–15). The number of sessions in which parents needed to be actively involved to produce positive results was 30 to 35 (Kottman, p. 15). In a 2000 summary of the results of 81 play therapy research studies, Bratton and Ray found support for the efficacy of play therapy for children with “social maladjustment, conduct disorder, problematic school behavior, emotional maladjustment, anxiety/fear, negative self-concept, ‘mental challenges,’ or physical or learning disabilities” (Kottman, 2001, p. 15).


The largest meta-analysis up to that point involved 93 outcome studies conducted from 1953 to 2000. Researchers found a large overall mean treatment effect of 0.80 (Bratton et al., 2005). They also found more support for humanistic than nonhumanistic treatments. One of the most important findings was that including parents in play therapy led to larger treatment effects than when the child was in individual play therapy with a therapist. As noted earlier, filial therapy was deemed highly effective. In discussing the findings of Bratton et al., Nash and Schaefer (2011) point out that “family play therapy that utilizes other modalities (such as cognitive-behavioral or group approaches) to encourage involvement of caregivers has also been shown to be effective” (p. 6). One final interesting finding was that there were no differences in the effectiveness of play therapy based on presenting problem, age, or gender. Readers are referred to Kottman (2001, pp. 16–18) for a summary of positive outcomes in play therapy and Bratton et al. (2005) for a meta-analysis of treatment outcomes.


FAMILY THERAPY AND THE ROLE OF CHILDREN


The field of family therapy has its roots in the social work movement, marriage counseling, and psychiatry. In the aftermath of World War II, family therapy quietly emerged in several independent locations and developed into an associated movement by the end of the 1950s (Broderick & Schrader, 1991). Many of the founders worked with schizophrenics and juvenile delinquents and were searching for new methods to address these serious problems. Different views emerged on how to work with these difficult populations, but the unifying belief that all schools shared was a focus on the family as a system (Miller, 1994).
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