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It is well known through empirical studies that a single play therapy theory 
has not proven equally effective with all the different psychological dis-
orders of youth. Thus, prescriptive play therapists select from both direc-
tive and nondirective play therapy theories an intervention that has strong 
empirical support for the client’s specific presenting problem. Therapists 
then modify it as needed for each client, based on his or her strengths, limi-
tations, developmental status, and preferences. Such tailoring to address 
personal characteristics is necessary due to the amount of heterogeneity 
and variability that exists among individuals within the same diagnostic 
groups (Barlow, 1981; Rappaport, 1991). Metaphorically speaking, pre-
scriptive play therapists believe that “one size does not fit all” and that “if 
the only tool you have is a hammer, you are likely to see every problem as 
a nail.” Thus, a cardinal principle of this approach is that the more tools 
clinicians have in their therapeutic box, the more effectively they can pre-
scribe a particular treatment that best meets the client’s needs.

Although prescriptive psychotherapy is not new (Dimond, Havens, & 
Jones, 1978; Goldstein & Stein, 1976), the popularity of this approach has 
greatly expanded over the past 30 years, and it has evolved into a leading 
form of play therapy. The prescriptive play therapy model was first intro-
duced to play therapists in the book The Playing Cure: Individualized Play 
Therapy for Specific Childhood Disorders (Kaduson, Cangelosi, & Schae-
fer, 1997). In order for prescriptive play therapy to continue to grow, there 
is a pressing need for a current, state- of- the- art book on this approach.

Preface



x Preface

Part I of this book presents the rationale and practices underlying the 
prescriptive play therapy approach. In Parts II through V, prominent play 
therapists describe the application of their particular, tailor- made treat-
ment for specific childhood disorders. Thus, each chapter offers a unique 
view of how prescriptive play therapy is practiced today. Specific assessment 
and therapy practices accompany illustrative case material in the chapters. 
Grounded in cutting- edge research, these clinical chapters provide a road-
map for selecting and individualizing play interventions for youth.
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History

Prescriptive psychotherapy is not new, and in recent years it has evolved 
into a leading form of psychotherapy (Goldstein & Stein, 1976; Dimond, 
Havens, & Jones, 1978). The fundamental goal of prescriptive psychother-
apy is to tailor the intervention to the presenting problem and personal 
preferences/characteristics of the client. In formulating a treatment plan, 
prescriptive psychotherapists seek to answer Gordon Paul’s (1967) impor-
tant question: “What treatment, by whom, is most effective for this indi-
vidual, with that specific problem, with which set of circumstances, and 
how does it come about?” Thus, the goal is for the treatment plan to be 
truly client- centered rather than focused on the personal preferences of the 
therapist.

The prescriptive play therapy model was first described by Heidi 
Gerard Kaduson, Donna Cangelosi, and Charles E. Schaefer (1997) in their 
book The Playing Cure: Individualized Play Therapy for Specific Child-
hood Disorders. They detailed the application of the therapeutic powers of 
play (Schaefer, 1993) to the common psychological disorders of youth. The 
popularity of prescriptive play therapy has mushroomed over the past two 
decades and is likely to continue to expand in the years ahead. The goal of 
the present, state-of-the-art volume is to describe the numerous advances 

CHAPTER 1

Basic Principles and Core 
Practices of Prescriptive 

Play Therapy

Heidi Gerard Kaduson  
Charles E. Schaefer  

Donna Cangelosi
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in the theory, research, and clinical practice of prescriptive play therapy as 
it is applied to the broad spectrum of childhood disorders. The chapters are 
written by prominent play therapists with broad experience in the field of 
play therapy.

Conceptual Foundation

Basic Principles

Prescriptive play therapy is founded on a set of basic principles that serve as 
fundamental cornerstones of the approach and guide its practice. The five 
foundational principles of prescriptive play therapy follow.

Principle 1. Differential Therapeutics

Play therapy has been evolving over most of its 100-year history based on 
the “one true light” assumption. This is basically a nonprescriptive position 
which holds, in the absence of supportive evidence, that one’s preferred 
treatment approach is equally and widely applicable to most or all types 
of client problems. Based on this belief, treatment is conducted essentially 
independent of diagnostic information. The difficulty with this “one-size-
fits-all” assumption is that no one theoretical school (e.g., Rogerian, Adle-
rian, Jungian) has proven strong enough to produce optimal change across 
the many different and complex psychological disorders that have been 
identified (Smith, Glass, & Miller, 1980).

The prescriptive approach to play therapy (Kaduson et al., 1997) is 
based on the core premise of differential therapeutics (Frances, Clarkin, 
& Perry, 1984), which holds that some interventions are more effective 
than others for certain disorders and that a client who does poorly with 
one type of play therapy may do well with another (Beutler, 1979; Beutler 
& Clarkin, 1990). It rejects the Dodo bird verdict that all major forms of 
psychotherapy are equally effective for specific disorders (Beutler, 1991; 
Luborsky, Singer, & Luborsky, 1975; Norcross, 1995). Rather than forc-
ing clients to adapt to one therapeutic approach (in a procrustean manner), 
prescriptive therapists adapt their remedies to meet the different treatment 
needs of individual clients.

Notwithstanding the “common” or “nonspecific” elements that char-
acterize effective therapies of all types, increasing evidence has shown 
that specific interventions work better for specific disorders and problems 
(Chambless & Ollendick, 2001). Support for the efficacy of disorder- 
specific treatment is seen in the findings of meta- analytic outcome meta- 
studies, which indicate that the mean effect sizes of specific factors consis-
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tently surpass those of common factors (Lambert & Bergin, 1994; Stevens, 
Hyman, & Allen, 2000).

Principle 2. Eclecticism

Instead of strictly adhering to one particular school of thought, eclectic 
psychotherapists employ elements from a range of theories and/or tech-
niques, with the aim of establishing an intervention tailored to a particu-
lar client’s characteristics and situation. Prescriptive, eclectic therapy is a 
flexible and multifaceted approach that allows the therapist to select the 
method that has proven most effective in resolving a client’s problems. A 
single theory does not prepare therapists to treat the ever- expanding range 
and complexity of psychological problems that clients present with today.

Prescriptive, eclectic therapists believe that the more remedies you have 
in your repertoire, coupled with the knowledge about how to apply them 
differentially, the more effective you’ll be in meeting a particular client’s 
needs (Goldstein & Stein, 1976). Using more than one change agent in ther-
apy helps clinicians avoid the trap that Abraham Maslow has described: 
“If the only tool you have is a hammer, every problem starts to look like a 
nail.”

According to Norcross (1987), “synthetic eclecticism” involves com-
bining various theories into one coordinated treatment intervention. This 
differs from “kitchen- sink eclecticism,” in which practitioners apply tech-
niques from various schools of thought in a manner that ignores the theory 
that underlies them. Norcross warns that this atheoretical approach is hap-
hazard and ineffective at best, and may, in fact, be harmful to some clients.

Surveys of clinicians have indicated that most clinicians identify them-
selves as eclectic, making the eclectic, “meta- theory” approach the modal 
theoretical orientation across disciplines (Norcross, 2005; Prochaska & 
Norcross, 1983). Similarly, a poll of play therapists (Phillips & Landreth, 
1995) found that an eclectic, multitheoretical orientation was, by far, the 
most common approach reported by the respondents. Although eclectic 
psychotherapy is still not widely taught in graduate schools, it is likely to 
remain the treatment of choice by most practitioners in this country (Nor-
cross, 2005).

As Goldfried (2001, p. 229) observed, “Most of us as therapists even-
tually learn that we cannot function effectively without moving outside of 
the theoretical model [to] which we had originally been trained, recogniz-
ing that the strength of another orientation may at times synergistically 
complement the limitations of our own approach.”

The widespread eclectic movement (Kazdin, Siegel, & Bass, 1990) 
reflects a decisive departure from the aforementioned “purist,” one-size-
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fits-all orthodoxy, together with a much greater openness by psychothera-
pists to adapt to differing contexts of the client’s life, and thus tailor their 
strategies to the circumstances and needs of individual clients.

Principle 3. Integrative Psychotherapy

Since prescriptive play therapists are not confined by single- school theories, 
they often combine different theories and/or techniques to strengthen and/
or broaden the scope of their intervention. Integrative play psychotherapy 
refers to the blending together of healing elements from different schools of 
play therapy into one combined approach in the treatment of a client. Thus, 
individual, group and family play strategies may be integrated to treat a 
particular case or psychodynamic and humanistic play theories. An inte-
grated, multicomponent intervention reflects the fact that most psychologi-
cal disorders are complex and multidimensional, caused by an interaction 
of biological, psychological, and social factors. Because most disorders are 
multidetermined, an integrated, multifaceted course of treatment is needed. 
The fact that there is high comorbidity among many psychological disor-
ders, such as conduct disorder and attention- deficit/hyperactivity disorder, 
also points to the need for an integrative treatment approach.

Although prescriptive therapists seek to be both integrative and eclec-
tic, many prefer to call themselves integrative rather than eclectic (Norcross 
& Prochaska, 1988). The type of integrative psychotherapy practiced by 
most prescriptive play therapists is termed assimilative–integrative. This 
means that therapists begin their training with a firm grounding in one 
primary orientation, typically child- centered, and then, over the course of 
their career, gradually incorporate or assimilate a number of practices from 
other schools (Messer, 1992).

Although prescriptive play therapists are often integrative, they are 
not always so. At times, the implementation of a single theory (e.g., child- 
centered play therapy) will be found to be the most effective prescription for 
a child’s particular disorder.

Principle 4. Prescriptive Matching

Since the rate of improvement varies among different treatment procedures, 
prescriptive play therapists seek to match the most effective play interven-
tion to each specific disorder or presenting problem (Norcross, 1991). It 
makes intuitive sense that treatment should be tailored to the needs of each 
individual child. However, prescriptive matching at the optimum level goes 
beyond this simple acknowledgment. It differs from the typical basis in the 
following way.
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The typical basis of matching is a theory of psychotherapy rather than 
a direct matching of a specific change agent to the particular cause of the 
disorder. Optimally, in formulating a treatment plan, the clinician selects a 
therapeutic change agent that is designed to reduce or eliminate the cause of 
the problem. Thus, by treating not only the symptoms but also the underly-
ing cause, the problem will be less likely to reoccur in the future. For exam-
ple, an attachment- oriented play intervention such as Theraplay (Munns, 
1992) would be a logical match for a child exhibiting disruptive behaviors 
where the underlying cause of the problem is the child’s lack of a secure 
attachment. In a similar vein, abreactive/reenactment play therapy— a 
trauma- focused intervention— would be indicated for a fearful child whose 
symptoms are the result of an unresolved trauma experience.

One goal of a comprehensive assessment prior to treatment selection 
is to pinpoint the underlying cause of the disorder so that the therapist can 
then select a change agent (a therapeutic power of play) that is most likely 
to remedy this causal factor.

The 20 therapeutic powers of play identified by Charles Schaefer and 
his colleagues (Schaefer, 1993; Schaefer & Drewes, 2013) are listed in 
Table 1.1. The heart and soul of play therapy is contained in these thera-
peutic powers of play. They are the specific, essential ingredients in play 
that produce therapeutic change. Thus, prescriptive matching for a play 
therapist focuses on selecting the specific change agent(s) in play that will 
best resolve the client’s presenting problem. For example, the “directing 
teaching” power of play would be indicated for a child who has difficulty 
making friends because of his or her lack of social skills or anger control 
skills. The “stress inoculation” power of play would be a good match for 

TABLE 1.1. Therapeutic Powers of Play

Facilitates communication

•• Self-expression
•• Access to the unconscious
•• Direct teaching
•• Indirect teaching

Fosters emotional wellness

•• Catharsis
•• Abreaction
•• Positive emotions
•• Counterconditioning fears
•• Stress inoculation
•• Stress management

Increases personal strengths

•• Creative problem solving
•• Resiliency
•• Moral development
•• Accelerated psychological development
•• Self-regulation
•• Self-esteem

Enhances social relationships

•• Therapeutic relationship
•• Attachment
•• Social competence
•• Empathy
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a child with medical related- fears or anxieties. Likewise, the “moral devel-
opment” power of play would be a logical match for a child with conduct 
disorder. Prescriptive play therapists continually strive to acquire a deeper 
understanding of the multiple therapeutic powers of play and the disorders 
for which each of the change agents is most effective.

Principle 5. Individualized Treatment

The overarching aim of prescriptive play therapy is to tailor the interven-
tion to meet the needs of a specific client. The goal is not just to treat the 
presenting problem but the person who is suffering from it.

The main idea behind individualized therapy is that each client is 
unique, and what works for many with the same disorder may not work for 
this particular individual. Research has found that therapy is more effective 
when it is adapted to the client’s personal characteristics, in particular, cul-
ture, resistance, preferences, spirituality, therapy expectations, attachment 
style, environmental circumstances, and motivation to change (Norcross 
& Wampold, 2011). An important goal of the initial assessment is not only 
to determine a diagnosis, but also to highlight such important personal 
variables. It is important to remember that we are treating a person with a 
disorder, not just a disorder.

Core Practices

Principle 1. Comprehensive Assessment

The prescriptive approach to treatment planning begins with a compre-
hensive assessment of the symptoms and determinants (internal and exter-
nal) of a client’s problem. The assessment typically involves (1) multiple 
informants (i.e., parents, child, teachers) and (2) multiple methods (i.e., 
clinical interview or standardized instruments, such as behavior check-
lists) (Achenbach & Edelbrock, 1983), rating scales (Conners, Sitarenios, 
Parker, & Epistein, 1998), and projective techniques. In addition, direct 
observations of the child as well as parent– child interactions (Schaefer, 
2014) are often used to gather data. Based on this information, an indi-
vidualized case formulation is conducted before initiation of therapy. The 
case formulation is a descriptive and explanatory summary of the client’s 
most important issues/problems (as well as strengths), and of the probable 
causal or contributory factors. A case formulation also includes the treat-
ment goals and strategies, possible obstacles, and a means for evaluating 
progress.

The object of this assessment and case formulation is an individualized 
intervention tailored to the specific presenting problem and unique charac-
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teristics of the client. Chapter 2 of this book contains detailed guidelines 
about conducting a comprehensive initial assessment of the child.

As the treatment proceeds, additional assessment data and insights 
will be collected about the client and utilized to enhance the intervention.

Principle 2. Monitoring of Progress

The ongoing monitoring of change in a client’s presenting problem(s) 
enables play therapists to determine if the client’s symptoms are getting 
better, the same, or worse. This feedback is crucial in deciding whether to 
maintain or adjust the prescribed treatment plan so as to prevent prema-
ture termination and enhance the likelihood of success. Studies have shown 
that the monitoring of symptom change is most effective when it is done 
on a weekly basis throughout all phases of treatment (Schaefer & Gilbert, 
2015).

This routine of monitoring symptoms ensures that the tailoring of 
treatment will be a continuous process. This allows for midcourse correc-
tions and successful outcomes in treatments that had been producing neg-
ligible or negative results (Lambert et al., 2003; Harkin Webb, & Chang, 
2016).

Principle 3. Empirically Supported Treatments

In the past, the field of psychotherapy relied too heavily on practices that 
had little supporting evidence or, at worst, had shown poor outcomes. 
Therapeutic interventions have been provided based on a belief in tradition 
(i.e., “that’s what we’ve always done”) rather than evidence- based informa-
tion regarding what truly works. Research reviews reporting the empirical 
base for effective practice of play therapy are now available to assist thera-
pists in expanding evidence- informed interventions (e.g., Baggerly, Ray, & 
Bratton, 2010; Reddy, Files-Hall, & Schaefer, 2005, 2016). In summary, 
prescriptive play therapists are committed to applying interventions that 
have been scientifically proved to be most effective in alleviating psycho-
logical pain in children.

Principle 4. Treatment Selection

The treatment selection procedure most compatible with prescriptive play 
therapy is the evidence- based practice model developed by the Presidential 
Task Force of the American Psychological Association (2006). According 
to this model, the therapist selects a treatment for a client by integrating 
three main sources of information: (1) empirically supported treatments 
for the disorder, (2) client needs and preferences, and (3) therapist vari-
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ables, such as therapist expertise and clinical judgment. This model, which 
values both science and practice information, has become the dominant 
model across the field of psychotherapy. For the prescriptive play therapist, 
it provides the necessary flexibility to tailor the intervention to the specific 
disorder and unique preferences and situation of the client.

Principle 5. Role of the Therapist

Prescriptive play therapy requires the therapist to be competent in more 
than one theoretical orientation and technique of play therapy. At the mini-
mum, he or she should develop skills in at least one directive and one non-
directive form of play therapy because both will be needed to treat a wide 
variety of presenting problems and determinants. Moreover, since prescrip-
tive play therapy is, at its core, a person- centered approach, the therapist 
must become knowledgeable of the personal, social, and cultural charac-
teristics of the client that can boost or impede the efficacy of the treatment.

The role of the therapist in the prescriptive approach will vary depend-
ing on the specific play intervention selected for the client. For example, the 
therapist will be directive and structured when implementing a behavioral 
or Theraplay treatment plan but nondirective when adhering to a child- 
centered orientation. Often, the therapist trains a child’s parents to be part-
ners in treatment, while such parent involvement may be contraindicated 
in other cases. Thus, the prescriptive play therapy approach is best suited 
to therapists who are open, flexible, and pragmatic, as well as skillful in 
adapting a particular treatment protocol to their own personal style.

Summary and Conclusions

This chapter contains an overview of the basic premises and core practices 
of the prescriptive approach to play therapy. Prescriptive play therapists 
draw from a number of play therapy theories and techniques to select an 
intervention best suited to overcome the client’s presenting problem. They 
then tailor this therapeutic intervention to the characteristics and prefer-
ences of the individual client to achieve a truly individualized approach.

The field of psychotherapy therapy today has evolved so that there are 
few, if any, “purists” who strictly and dogmatically adhere to a single theo-
retical orientation (Kazdin, Bass, Ayers, & Rogers, 1990). If the impressive 
growth and development that the field of play therapy experienced in the 
20th century is to continue throughout the 21st century, it will likely be 
because the prescriptive (eclectic, integrative, evidence- informed) approach 
has become more fully and widely implemented by practitioners across the 
world.
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Rationale

Prescriptive play therapy is a transtheoretical and therapeutically integrated 
approach (Schaefer & Drewes, 2016) where

play therapists . . . choose which approach to use with a given client based 
on the client’s unique presentation. The child’s symptomatology, diagno-
sis, developmental needs, and natural leanings are matched with appropri-
ate treatment goals and then matched to the most helpful interventions. 
The appropriate interventions, which may run the gambit from nondi-
rective to directive, can then literally be prescribed at various phases of 
treatment, for various lengths of time, and in a flexible clinician informed 
order. (Goodyear- Brown, 2010, p. xiv)

The task of the prescriptive play therapist is to develop a coherent 
problem formulation that can be used to codevelop with the client and 
family a treatment plan with achievable goals tailored to the client’s spe-
cific problems and situation (Schaefer & Drewes, 2016). In order to accom-
plish this task, the prescriptive play therapy must complete a comprehen-
sive, individualized assessment. Schafer and Drewes describe a prescriptive 

CHAPTER 2

Comprehensive,  
Individualized Assessment 

for Prescriptive Play Therapy

Sue Ammen



comprehensive, individualized assessment 15

play therapy assessment as providing in-depth understanding of the child, 
the family, and origins of the child’s presenting problem. The assessment 
includes multiple informants, multiple methods, and ongoing assessments 
throughout treatment to measure progress. Through this process, the treat-
ment is customized to the client’s individual needs and problems. It is cost- 
effective because it focuses on the cause of the problem, not just the symp-
toms. The case formulation is a descriptive and explanatory summary that 
helps parents understand the origins of the child’s presenting problems and 
leads to an individualized treatment plan—that is, a prescriptive plan that 
specifies treatment goals and strategies.

Prescriptive play therapy derives from prescriptive psychotherapy mod-
els with adults (Beutler, Consoli, & Lane, 2005) that describe treatment 
decision making as based on the conditions that tend to be present when 
therapeutic change occurs. This prescriptive matching process leads to a 
treatment plan by selecting therapeutic change agents that have the poten-
tial to address the underlying causes of the problem. Extrapolating to play 
therapy, the therapeutic powers of play (Drewes & Schaefer, 2016; Schaefer 
& Drewes, 2016) provide a frame for identifying therapeutic change mech-
anisms in prescriptive play therapy. These include (1) facilitates commu-
nication and teaching, (2) fosters emotional wellness, (3) enhances social 
relationships, and (4) increases personal strengths. (See Drewes & Shaefer, 
2016, for an expanded description of these major categories and the spe-
cific therapeutic powers within each of them.)

Consistent with evidence- based practice recommendations (Spring, 
2007), prescriptive play therapy treatment goals consider empirically sup-
ported treatments, client and family needs and preferences, and therapist 
clinical judgment and experience (Schaefer & Drewes, 2016). For example, 
Goodyear- Brown’s (2010) prescriptive approach focuses on treating chil-
dren with trauma, so she uses a flexibly sequenced course of play therapy 
treatment that is grounded in trauma- informed treatment goals. While 
these goals incorporate therapeutic powers of play (e.g., increase emotional 
literacy, assess and augment coping skills), they also integrate trauma treat-
ment mechanisms (e.g., soothing the physiology, integrating linguistic with 
somatosensory content through creation of coherent trauma narrative). 
Play therapy interventions are customized to resolve the specific problems 
that brought the client to treatment within the context of the individualized 
needs of the child and family. A coherent problem formulation is based on 
a thorough assessment of why the presenting problem exists and what is 
contributing to it. The focus of this chapter is on the process of complet-
ing a comprehensive, individualized assessment to support prescriptive play 
therapy treatment planning.
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A Comprehensive Individualized  
Assessment Approach for Use  
with Prescriptive Play Therapy

The following model of a comprehensive prescriptive play therapy assess-
ment is adapted in large part from Play Therapy Treatment Planning and 
Interventions: The Ecosystemic Model and Workbook (EPT Workbook; 
O’Connor & Ammen, 2013). This book was written specifically for play 
therapists to facilitate their collection, organization, and understanding 
of case data, development of a comprehensive case conceptualization, and 
creation of a detailed, goal- oriented treatment plan.1 While ecosystemic 
play therapy (EPT) is not specifically a prescriptive play therapy approach, 
the model has considerable overlap as an “integrative metatheory that 
allows play therapists to pull concepts and strategies from many other 
theories and to employ a wide variety of techniques, including empirically 
supported treatments (O’Connor, 2016, p. 223). Core components of EPT 
include being developmentally organized, relationship- focused, strengths- 
based, and grounded in an ecosystemic context of multiple interacting 
systems that change over time, including family systems, social systems, 
and metasystems such as cultural and sociopolitical contexts (Ammen 
& Limberg, 2005; Limberg & Ammen, 2008; O’Connor, 2016). These 
concepts are also compatible with prescriptive play therapy, which uses 
development and systems, as well as individual needs and preferences, 
in its conceptualization process (Gil & Shaw, 2009). At the same time, 
EPT is not a prescriptive play therapy model, as it emphasizes theoretical 
integration into a meta- theory. To understand the EPT model more fully, 
the reader is referred to the EPT Workbook or O’Connor (2016). For the 
purposes of this chapter, the focus is more generically on those aspects of 
the comprehensive assessment model that support the development of a 
prescriptive play therapy treatment plan. The key components of this pre-
scriptive play therapy comprehensive assessment model are (1) intake and 
assessment data gathering; (2) case formulation; and (3) treatment plan-
ning. Rather than presenting a complete case vignette, brief case examples 
are used to illustrate aspects of the assessment model. For the purposes 
of this discussion, the term caregiver(s) is used to refer to a parent, foster 
parent, or other significant adult in a primary caregiving role with the 
child.

1 The EPT Workbook (O’Connor & Ammen, 2013) contains detailed instructions and 
downloadable forms for completing all of the components of the intake, case formula-
tion, and treatment plans.
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Data Gathering: Intake and Assessment2

The data- gathering process often takes several sessions and typically 
includes an interview with the caregiving adults to gather a detailed history, 
a play interview with the child, a dyadic session(s) with the child and each 
caregiver, and/or family session with significant family members, and base-
line assessments. It may include observations in other settings if relevant, 
such as school, review of records or consultation with other professionals, 
and more extensive play-based or standardized assessments. Child– Parent 
Psychotherapy (Lieberman, Ghosh Ippen, & Van Horn, 2015), a dyadic, 
empirically supported, play-based trauma treatment for young children, 
describes this as the foundational phase of treatment. In addition to gath-
ering information, we are also initiating an important therapeutic process 
that includes engaging the family, instilling hope, and facilitating reflection 
on the issues that brought them to treatment. Hirshberg (1996) describes 
this as “history making, not history taking.” When we invite parents to 
carefully tell the story of their child and family, we are helping them to hold 
their child in mind, and we are holding that family and child in our own 
mind. “When a child is held in mind, the child feels it, and knows it. There 
is a sense of safety, of containment, and, most important, existence in that 
other. . . . One of life’s greatest privileges is just that—the experience of 
being held in someone’s mind” (Pawl, 1995, p. 5).

Specific aspects of the intake and assessment process include:

1. Defining the presenting problem(s) from multiple perspectives, 
including the caregivers, the child, and other relevant systems.

2. Gathering a comprehensive developmental ecosystemic history 
from multiple informants and sources.

3. Observing the child in multiple contexts, including unstructured 
play, interactions with caregiver(s), family system(s), and other sys-
tems (e.g., school) when relevant.

4. Assessing the child’s mental status.
5. Completing play-based developmental, relationship, and clinical 

assessments as relevant.
6. Gathering formal assessment data, including baseline documenta-

tion of symptoms and concerns.
7. Organizing information into a comprehensive intake report.

2 See Chapter 3 in the EPT Workbook for the logistics of structuring the data- gathering 
process, including initial contact, interview with caregivers, interview with child, and 
interview with families. Examples of specific questions to gather the intake information 
and mental status are included in Chapter 4 of the EPT Workbook.
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Defining the Presenting Problem

Effective treatment begins with the process of engaging the child and family 
as motivated participants, and one way to do this is to truly “see and hear” 
the problem from multiple perspectives. Parents and others may experience 
and understand the problem very differently from how it is experienced 
and understood by the child. Each participant’s view of the problem is criti-
cal because each is making decisions and acting based on his or her own 
perception.

Six-year-old Jose was being sent home from school due to aggressive 
behavior and refusal to do classwork. From his mother’s perspective, the 
problem was that his behavior problems at school were interfering with 
her ability to work because she had to leave work to get him. The teacher 
saw him as oppositional and disruptive and affecting the learning of other 
children. Through the play interview, Jose shared that his father had been 
deported over the summer and he was terrified that his mother might also 
be deported while he was at school.

It is important to define the problem in terms of how it adversely 
impacts the child and/or others. These impacts can include causing distress 
to the child or others, interfering with relationships, limiting participation 
in developmentally expected activities, and/or limiting the family’s partici-
pation in activities (Zero to Three, 2016). The task is to define the current 
problem(s) as specifically as possible, understand the historical origins of 
the problem, and identify each of the systems that is or was impacted by and 
continues to impact the problem. It is also helpful to explore what has been 
attempted both in the past and present to resolve the problem (response to 
interventions) and what it would look like if the problem (behavior, feel-
ings, attitude) was better (solution- focused). This information not only 
helps define specific treatment goals, but is used to develop hypotheses 
about the etiology of the problem, factors maintaining the problem, and 
resources for resolving the problem.

Comprehensive Developmental Ecosystemic History 
and Observations3

The developmental ecosystemic history is organized around the child’s 
and family’s experience at different points in the child’s development, and 
within the context of the relevant ecosystems surrounding the child and 

3 Refer to the EPT Workbook in Chapter 4 for a thorough discussion of the information 
that can be targeted relative to each of the systems.
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family. The recommended structure is to have the caregivers reflect on each 
stage of their child’s development, gathering current and historical informa-
tion about each of the relevant systems as the opportunity presents itself. 
The developmental review starts by asking the caregivers to describe life in 
their family at each developmental stage, beginning with family life before 
conception of this child. At each stage it may be helpful to ask about their 
feelings about the child, difficulties, joys, worries, and any critical environ-
mental events or traumas that occurred during that stage. Look for oppor-
tunities to understand the cultural context of the child and family, including 
cultural stressors, as well as resources and sources of resilience. The follow-
ing is an outline of specific issues that may be addressed at each stage:

1. Prepregnancy (couple/marital history and other children).
2. Pregnancy (feelings, hopes, fears and images of baby during preg-

nancy, physical problems, depression/anxiety in either parent dur-
ing and after pregnancy, alcohol, cigarette, or drug use, including 
marijuana and prescription drugs, stressors, and support system).

3. Birth (first memory of child, birth experience, support system, and 
any problems during delivery).

4. First year of life (primary caregivers, type of baby, caregiver expe-
rience of baby, parenting, and relationship, and any disruptions in 
caregiver– infant relationship).

5. Ages 1–3 years (type of toddler, developmental milestones— sitting, 
walking, talking, toilet training, developmental concerns, how 
caregiver(s) handled toilet training and limit- setting, and how child 
responded, attachment relationships with caregivers, day care and 
separations/reunions, relationship with siblings and extended fam-
ily).

6. Ages 3–5 years (type of preschooler, preschool experiences, rela-
tionships with family members and with peers).

7. Ages 5–11 years (school history with emphasis on adjustment to 
kindergarten, first, third, and sixth grade— academic, behavioral, 
and social adjustment, close friends, self- esteem, gender role and 
identity, family relationships).

8. Adolescence (relationships with family, peers, authority figures, 
legal system if relevant, drug and alcohol use/abuse, beginning inti-
mate relationships, future goals).

9. Adults in family (caregiver developmental levels and roles, copar-
enting system).

When the developmental interview is complete, follow up on any 
specific points or events relative to the specific ecosystems not covered in 
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response to the open-ended developmental probes. Although the develop-
mental history process generally covers the child’s individual development 
and behavior, dyadic system with caregivers, family system, and school 
system, it is important to ask specifically about any risk behaviors (covered 
in the next section, “Mental Status Examination”), as well as any legal, 
medical, or mental health system involvement affecting the child, including 
direct and indirect impacts. For example, having asthma may mean taking 
a medication that affects the child’s attention and behavior as well as abil-
ity to participate in physical activities (direct), which may affect the child’s 
self- perception and the caregiver’s perception of the child as less capable or 
more vulnerable (indirect). Finally, the degree to which the broader socio-
political context affects the family should be explored, such as the impact 
of immigration stress or historical trauma and ongoing experiences of rac-
ism. Other potentially relevant diversity issues affected by the sociopolitical 
context include sexual orientation and gender identity, differently abled, 
and religious identity and affiliation.

The play interview with the child provides the opportunity to gather 
his or her perceptions of past and present events, as well as observe develop-
mental functioning and mental status behavior. Observations of the child 
in the home or school setting may also be important, depending on the pre-
senting problem concerns. The family interview provides the opportunity 
to observe the interactions between family members, particularly as they 
relate to the child client. In addition, the family interview allows the thera-
pist to gather information about (1) different family members’ individual 
perceptions of the problem; (2) strengths, supports, and sources of interfer-
ence the family may provide to the treatment process; and (3) the ethnocul-
tural beliefs and values of the family. A useful structure for completing a 
family interview (O’Connor & Ammen, 2013; Worden, 2003) includes (1) 
greeting and engaging, (2) defining the problem from each family member’s 
perspective, (3) moving to an understanding of how the family functions as 
a system, (4) understanding the family culture, and (5) establishing goals 
and closure. Families can be described as being both a “represented family” 
within the minds of each participant and a “practicing family” as seen in 
how they interact with each other (Sameroff & Fiese, 2000). Using expe-
riential activities with the family can help make the family aware of how 
they communicate and engage with each other. Useful activities include the 
collaborative drawing technique (Smith, 2000), family puppet technique 
(Ross, 2000), and family play genograms (Gil, McGoldrick, Gerson, & 
Petry, 2008). With younger children, families can be asked to play a game 
of Follow the Leader or build something together with a set of blocks. 
Asking each member to share something about the family that they value 
or want to keep provides cultural insight into the family members’ beliefs, 
values, and understanding of their family.
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Mental Status Examination

An important part of the intake is a play interview with the child to assess 
the child’s mental status. The mental status exam (MSE) provides a struc-
ture for gathering very specific information that is helpful in understanding 
the child’s individual cognitive and social emotional functioning. It is criti-
cal to consider the child’s cognitive developmental level because it affects 
how the child organizes and processes information. We must consider both 
the child’s actual developmental level and whether that developmental level 
is consistent with the child’s age.

For example, compare two 9-year-olds who demonstrate significant 
impairment in insight and judgment for their age. One is functioning at 
the Preoperational stage of development, and the other is functioning, as 
expected, at the Concrete Operations stage. In the first case, the child is 
not cognitively capable of age- appropriate insight and judgment. In the 
second case, the child is cognitively capable, but is experiencing interfer-
ence from some other source. (O’Connor & Ammen, 2013, pp. 47–48)

The comprehensive MSE in the EPT Workbook4 is designed to be used 
with children across the age span, including very young children (see Ben-
ham, 2000, for specific details about conducting an MSE with very young 
children). Because development significantly impacts how mental status 
abilities are assessed, many items, such as judgment or insight, are evalu-
ated as being within or above or below normal limits relative to the child’s 
normative age group. McConaughy (2005) and Greenspan and Greenspan 
(2003) provide helpful interview guidelines for evaluating developmen-
tally typical differences in physical capacities, mood, relationships, affects, 
anxieties and fears, and organization of thinking. A comprehensive MSE 
should cover the following areas.

1. Behavioral observations (appearance, motor activity, speech, emo-
tions, attitude, relatedness).

2. Cognitive development and functioning (level and functioning rela-
tive to chronological age).

3. Cognitive processes (orientation, memory, concentration, abstrac-
tion, intellect, judgment, insight, organization, self- regulation, and 
executive functioning).

4. Thought content (obsessions and compulsions, phobic thinking 
versus age- appropriate fears, somatic concerns, hallucinations, 
delusions).

4 See Chapter 4 in the EPT Workbook for a detailed discussion of the MSE assessment 
process.
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5. Trauma symptoms (reenactment behavior, nightmares, flashbacks, 
alexithymia, dissociative phenomena).

6. Subjective experience (self- concept, view of the world, three wishes, 
reality testing).

Stefanni is a 10-year-old girl struggling with developmental delays 
and immature behavior. She describes herself as “stupid and ugly” 
and others/school as “wanting too much, it’s too hard,” and she 
wishes she could be Wonder Woman, who is strong and powerful. 
In other words, she experiences herself as not capable of dealing 
with the demands of her world—in particular, academic and social 
expectations. She experiences her self-image as “ugly” as she strug-
gles with being overweight and her sense of disconnect from her 
body. Her wish to be Wonder Woman confirms her unmet needs to 
feel competent and in control. Her reality testing is immature and 
based in fantasy (adapted from O’Connor & Ammen, 2013, p. 54).

7. Dangerous behavior (accident proneness, self- injurious or suicidal 
behavior, aggressive or homicidal behavior, history of sexually 
inappropriate behavior, history of fire setting, family history of 
dangerous behavior).

8. Risk assessment and response plan (if positive response to any dan-
gerous behaviors is exhibited or reported).

The MSE, when embedded in a more comprehensive intake evaluation, 
is one way of gathering information needed to make a traditional psychi-
atric diagnosis such as the DC: 0–5 diagnostic system for young children 
(Zero to Three, 2016) or the fifth edition of Diagnostic and Statistical 
Manual of Mental Disorders (DSM-5; American Psychiatric Association, 
2013). The MSE data should be interpreted within a developmental frame-
work, and areas of significant concern should be cross- validated with other 
sources of information.

Play‑Based Assessments and Formal Assessment Data

Family Play History

Because cultural and family factors affect the content and form of the child’s 
play (Westby, 2000), a play history is gathered from the family to get a 
sense of what types of play and toys the child prefers and how family mem-
bers view play and play together. Helpful questions include “What kind 
of toys does your child most enjoy (e.g., puppets, dolls, animals, books, 
action figures, cars, blocks, etc.)?”; “In your home what kind of toys are 
allowed or not allowed, and what kind of play is encouraged or discour-
aged/not allowed?”; “Who does the child play with most often, and what 
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does the child’s play look like with caregiver(s), siblings, peers?”; “What is 
your family’s attitude or understanding about the value of play?”

Representational Play Assessment

Play is critical as a medium for helping children to reflect on their expe-
riences and communicate with others, making it important for the play 
therapist to know that the child is capable of using play symbolically. A 
significant developmental shift occurs between ages 3 and 3½ with the 
emergence of meta- linguistic thinking and the ability to recognize internal 
mental states in themselves and others. Concurrently they begin to proj-
ect feelings and thoughts into the toy figures. While most children have 
well- developed representational play skills by age 5, many children in 
play therapy may have had experiences of trauma or neurodevelopmental 
problems that interfere with these skills. Children who haven’t yet devel-
oped symbolic play skills (including developmentally typical very young 
children) will need direct modeling and structuring support from the play 
therapist. Children who have experienced trauma may engage in repetitive 
play sequences that do not reduce their anxiety, while others may avoid 
representational play (Drewes, 2001). In these cases, the focus needs to 
be on building a secure therapeutic relationship before working symboli-
cally. Westby’s (2000) assessment of representational play development is 
a valuable part of an initial intake when providing play therapy to younger 
children, children with neurodevelopmental concerns, or children with his-
tories of trauma.

Parent–Child Relationship Assessment

Understanding the quality of the child’s relationship with primary care-
givers is often a core element in case conceptualization and treatment 
planning, either because the relationship needs to be a focus of treatment, 
or because it is a resource for the child that can facilitate treatment. The 
Marschak Interaction Method (MIM) (DiPasquale, 2000; Lindaman, 
Booth, & Chambers, 2000; www.theraplay.org) is a valuable and well- 
developed play-based assessment for capturing the interactive processes 
between a caregiver and a child. The interpretation of strengths as well as 
areas of concern lends itself well to treatment planning.

Developmental Screening

Assessment of the child’s cognitive and social– emotional development 
is relevant for two reasons. First, it helps anchor the child’s behaviors to 
actual development levels, especially if they are different from the child’s 
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chronological age. Delays in cognitive functioning affect the way the child 
understands and processes information. Social– emotional delays are not 
unusual in children with histories of trauma or neglect. Second, by recog-
nizing where the child is actually functioning, treatment can be designed 
to address the child’s needs and understanding at that level and to pro-
mote developmental growth, especially social– emotional functioning. The 
Developmental Teaching Objectives Rating Form— Revised (DTORF-R; 
Wood, 1992; Wood, Quirk, & Swindle, 2007; www.dtorf.com) is a devel-
opmental assessment completed through an interview with a caregiver or 
teacher that focuses on social– emotional functioning. Once the therapist 
becomes comfortable using the DTORF-R, it can be completed in 10–15 
minutes. It is particularly useful for treatment planning because it provides 
specific developmental objectives within the behavior, communication, and 
socialization domains, based on what skills the child needs to master next. 
These objectives can then be translated to treatment goals. The DTORF-
R can also be helpful in establishing the child’s baseline functioning and 
monitoring treatment efficacy. (Refer to O’Connor, 2000, for a detailed 
description of the DTORF-R and its use in treatment planning.)

Stefanni’s DTORF-R results were as follows (i.e., tasks to be accom-
plished):

•• Behavior Goal: B12—Participates in individual movement activi-
ties with a group without loss of control (e.g., waits turn, does not 
intrude).

•• Communication Goal: C12—Can describe characteristics of self to 
others.

•• Socialization Goal: S17—Engages in interactive play with peers.

All of these goals are in the upper end of the Stage II goals, indicat-
ing that even though Stefanni is 10 years old chronologically, her social– 
emotional functioning is similar to that of a 4- to 6-year-old child (adapted 
from O’Connor & Ammen, 2013, p. 96).

Other Play‑Based Assessments

The book Play Diagnosis and Assessment (Gitlin- Weiner, Sandgrund, & 
Schaefer, 2000) is an excellent resource for play-based assessments. Gil 
(2011) has developed an extended play-based developmental assessment 
to be used over several sessions. Lowenstein’s (2008, 2010, 2011) three- 
volume Assessment and Treatment Activities provides a wide range of play-
based assessments for children and families developed by experienced play 
therapists.
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Baseline Clinical Screening

The American Psychological Association Task Force on Evidence- Based 
Practice in Psychology (EBPP) defines EBPP as “the integration of the best 
available research with clinical expertise in the context of patient charac-
teristics, culture, and preferences” (2006, p. 273). The Task Force defini-
tion of clinical expertise also entails the monitoring of patient progress. “If 
progress is not proceeding adequately, the psychologist [or play therapist] 
alters or addresses problematic aspects of the treatment (e.g., problems in 
the therapeutic relationship or in the implementation of the goals of the 
treatment) as appropriate” (pp. 276–277). This is in full alignment with 
prescriptive play therapy (Gil & Shaw, 2009; Schaefer & Drewes, 2016).

For example, the Trauma Symptom Checklist for Young Children (TSCYC) 
was used with a parent after his 3-year old child was in a car accident 
resulting in brief hospitalization. The TSCYC facilitated the caregiver’s 
recognition of the impact of trauma symptoms on the child’s behavior and 
provided a baseline for treatment. The TSCYC was completed again 2 
months later, revealing improvement in several areas (sleeping better, not 
afraid of cars) and some remaining areas of concern (around dysregulated 
arousal). These concerns were then targeted in the treatment (adapted 
from O’Connor & Ammen, 2013, p. 103).

The codevelopment of goals and an explicit treatment contract with 
the child and the family provides a way to qualitatively track progress in 
treatment. The DTORF-R and MIM also can be used to monitor treat-
ment efficiency through observation of changes in developmental goals or 
patterns of dyadic behavior. Clinical rating scales provide a quantitative 
way to measure target symptoms or concerns as a baseline measure and to 
monitor treatment outcomes. Many rating scales, however, require a level 
of training in measurement and the interpretation of tests. The following 
five assessments target specific issues that often are of concern in the initial 
assessment process. Many other assessment tools are available, depending 
on the clinical issues and focus of treatment.

The Child Behavior Checklist (CBCL) and Teacher Report Form 
(TRF) of the Achenbach System of Empirically Based Assessment (ASEBA; 
Achenbach, 2009; www.aseba.org) and the Behavior Assessment System 
for Children with both teacher and parent reports (BASC-3; Reynolds & 
Kamphaus, 2015; www.pearsonclinical.com) are comprehensive assess-
ments of behavioral, emotional, and social problems. The Trauma Symp-
tom Checklist for Young Children (TSCYC; Briere, 2001), is a caregiver- 
report rating scale for children ages 3–12. It includes posttraumatic stress 
intrusion, avoidance, and arousal scales, as well as anxiety, depression, 
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anger/aggression, dissociation, and sexual concerns if relevant. The Par-
enting Stress Index, Fourth Edition Short Form (PSI-SF; Abidin, 2012), 
as reported by the child’s caregiver, captures stress in the parenting role, 
the caregiver– child relationship, and as it relates to the child’s emotional 
and behavioral difficulties. The Adult– Adolescent Parenting Inventory–2 
(AAPI-2; Bavolek & Keene, 2005); www.assessingparenting.com) assesses 
parenting and child- rearing attitudes and behaviors and provides an index 
of parenting risk in five specific domains: developmental expectations of 
children, parental empathy toward children’s needs, use of corporal punish-
ment, parent– child family roles, and parent’s respect for children’s power 
and independence.

Organizing Information into a Comprehensive Intake Report

In summary, the comprehensive intake assessment process involves mul-
tiple sources of information and multiple methods, including interviews, 
observations, play-based and clinical assessments, and review of records as 
relevant for the individual needs and concerns of the child client and fam-
ily. The problem has been considered from many different perspectives, and 
information has been gathered about the child’s current and past function-
ing in each of the relevant systems. The data- gathering process is nonlinear 
and complex. The information must then be organized into a traditional 
intake format, including identifying information, presenting problems, 
developmental, family, and other systems, mental status, assessment results 
including baseline data, and diagnostic formulation.

Diagnosis classifies clinical problems into well- defined, empirically 
supported categories and is often required for traditional mental health 
practice and third-party payers. It is also helpful in communicating with 
other professionals and may be useful in identifying evidence- informed 
treatments. At this time, DSM-5 (American Psychiatric Association, 2013) 
is the predominant system for psychiatric diagnosis. For children 5 and 
under, the DC: 0–5 diagnostic system for young children (Zero to Three, 
2016) is recommended, particularly as more states are accepting it for pay-
ment purposes or cross- walking it to DSM-5. Interestingly, the DC: 0–5 
system has retained its multiaxial system, which includes consideration 
of (1) physical health conditions/impacts, (2) psychosocial stressors and 
resources, (3) developmental competence across multiple dimensions, (4) 
relationship context, including parent– child relationship(s) and caregiv-
ing/coparenting environment, and (5) cultural considerations, including 
the importance of self- reflection on the part of the clinician to minimize 
bias by examining subjective responses to the child, family, and informa-
tion gathered. Cultural considerations should be addressed throughout the 
assessment, diagnosis, and clinical formulation process.
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Prescriptive Play Therapy Case Formulation

The prescriptive play therapy “case formulation is a theoretically grounded, 
descriptive, and explanatory summary of the client’s most important 
issues/problems (as well as strengths) and of the probably causal and/or 
contributory factors” (Schaefer & Drewes, 2016, p. 231). The formulation 
helps the family and play therapist understand why the presenting problem 
exists (etiology) and the current contributions and context of the problem. 
These include the relative contributions of family relationships, psychoso-
cial stressors, constitutional– maturational challenges in the child, and the 
cultural and socioeconomic ecology of the family.

The following structure provides one way to think about and inte-
grate the intake and assessment data (adapted from O’Connor & Ammen, 
2013). It is a basic framework only. In order to theoretically ground it, the 
play therapist needs to approach this conceptualization from the theoreti-
cal frames that are consistent with the prescriptive approaches identified as 
most appropriate for this individual client and family’s needs.

1. Impact of the problems— on the child and on others in the child’s 
ecosystem.

2. Comprehensive description of the child’s (a) developmental func-
tioning across several domains including cognitive, social, rela-
tional, emotional, language– communication, and sensory– motor, 
as well as representational play level if relevant; (b) pattern of 
strengths and difficulties; and (c) sense of overall adaptive capacity 
and resilience.

3. Etiological factors: How did the child come to be the child he or she 
is today? What factors contributed to the child’s presenting prob-
lems and symptoms?
a. Child factors: What role did factors inherent in the child (e.g., 

neurodevelopmental concerns, temperament, and cognitive 
strengths) play in the development of the current pattern of 
functioning and related problems?

b. Ecosystemic factors: How have family, peers, and other systems 
contributed to difficulties as well as strengths in the child’s cur-
rent functioning? In particular, consider the nature of primary 
attachment relationships with caregivers, sibling and extended 
family relationships, and the coparenting context. Significant 
other system influences may include peers, school, medical 
experiences (of both self and others in the family), etc., as well 
as the sociopolitical system impacts (e.g., deportation of family 
member, parental job loss due to factory closing).

c. Psychosocial stressors and trauma history: How have signifi-
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cant stressful events in the child’s life contributed to the child’s 
present functioning? In particular, note that the child’s devel-
opmental level when an event occurred will affect the ways in 
which they understand that event and themselves in relation to 
the event.

4. Maintaining factors: What factors are maintaining the present 
problems, and what factors/resources are available to help resolve 
the problem?
a. Child factors: What role do factors inherent in the child con-

tinue to play in the current pattern of functioning and related 
problems?

b. Ecosystemic factors: How do family, peers, and/or other sys-
tems maintain the problem or resist its resolution, or how are 
they a resource and support for change?

5. Cost/benefit ratio: What does the client gain or lose by functioning 
the way he or she is currently functioning, and to what degree is the 
child aware of both these gains and losses.

Using the example mentioned earlier, 6-year-old Jose’s disruptive 
school behavior interferes with his learning and causes his mother, 
teacher, and peers to be irritated with him. At the same time, his 
anxiety is lessened because he is able to be with his mother. Unless 
the intervention addresses his anxiety about losing his mother, as he 
did his father, his behavior is unlikely to change, as the risk of los-
ing her is a much greater motivator than not having others irritated 
with him.

6. Family needs, culture, and preferences that might impact decisions 
about treatment.

After reflecting on the above framework, the play therapist should 
have a comprehensive understanding of the case. A brief case formulation 
can then be developed that includes an overall description of the child, a 
clear, operationally defined description of the presenting problem(s) and its 
impact on the child and others; as well as descriptions of the origin of the 
problem, factors currently maintaining the problem, and the roles of the 
different systems. Finally, the overall goal and expected outcomes for treat-
ment are outlined, taking into account the family’s needs, preferences, and 
expectations (O’Connor & Ammen, 2013).

Prescriptive Play Therapy Treatment Planning

During the assessment, the play therapist begins to develop a “shared view” 
of the family’s story and the concerns that brought the child to treatment. 
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The clinical formulation guides the play therapist and family in developing 
an individualized plan for intervention. “The “right” approach is one 
that best fits the family and the therapist, addresses the concerns identified 
by both, and provides . . . an avenue through which the therapist can enter 
the clinical (family) system to effect change” (Ammen & Limberg, 2005, 
p. 225).

Before developing the plan with the family, the play therapist engages 
in prescriptive matching. This includes the following processes: (1) Iden-
tify therapeutic approaches that have empirical support for addressing the 
presenting problems and, if relevant, the underlying causes; (2) link these 
approaches to specific therapeutic change agents, such as the therapeutic 
powers of play; (3) reflect on one’s own preferred practice modalities and 
experience; and (4) integrate the various theories underlying the interven-
tions into a coordinated treatment plan. See Schaefer and Drewes (2016, 
p. 214) for a table of play therapy interventions with research support con-
nected to specific disorders. The Evidence- Based Behavioral Practice Proj-
ect, www.EBBP.org, has up-to-date resources that can help bridge the gap 
between behavioral health research and practice.

The play therapist then works with both the child client and his or 
her caregivers to codevelop individualized treatment goals that balance the 
needs of the client, family, and all relevant systems. Treatment contracts 
are created with both the child and with the caregivers that apply the goals 
of treatment to the needs identified by each party. The treatment goals 
and treatment contracts are organized into a realistic and sequential pre-
scriptive play therapy treatment plan. The goals of treatment are regularly 
reviewed so that everyone remains fully aware of the purpose and direction 
of the treatment process.

Treatment progress is monitored through ongoing evaluation of base-
line assessments. If treatment is not progressing, adjustments are made 
using the prescriptive matching process to consider other approaches and 
modalities. Treatment success can be determined by the degree to which 
the therapist, child, and family agree that the treatment goals have been 
achieved.

Conclusion

This chapter presents a comprehensive assessment model, adapted from the 
Ecosystemic Play Therapy Workbook (O’Connor & Ammen, 2013), that 
can support the development of a prescriptive play therapy treatment plan. 
It is developmentally organized, relationship focused, and grounded in the 
child’s ecosystemic context, as well as the family’s individual needs and 
preferences. The assessment model facilitates collection, organization, and 
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understanding of case data, development of a comprehensive case concep-
tualization, and creation of a detailed, individualized, goal- oriented treat-
ment plan.
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Description of the Disorder

According to the fifth edition of the Diagnostic and Statistical Manual 
of Mental Disorders (DSM-5; American Psychiatric Association, 2013), 
depressive disorders are defined as those that are predominantly charac-
terized by sad and/or irritable mood, as well as feelings of emptiness. The 
DSM-5 depressive disorders category contains three diagnoses that affect 
children and adolescents. Major depressive disorder (MDD) and persistent 
depressive disorder (PDD; also known as dysthymic disorder) are the two 
most well-known of these. However, the DSM-5 also introduced a new 
depressive disorder, disruptive mood dysregulation disorder (DMDD). The 
addition of DMDD reflects the fact that children with severe mood swings 
and temper outbursts, who were too frequently being diagnosed with pedi-
atric bipolar disorder, much more frequently develop unipolar depression 
than bipolar disorder. Common types of depression, common comorbidi-
ties, and assessment of depression in children are discussed in this chapter.

Types of Depression

Major depressive disorder (MDD) is estimated to occur in approximately 
7% of individuals (American Psychiatric Association, 2013). However, this 
rate is believed to be closer to 2–3% in children and adolescents (Polanczyk, 
Salum, Sugaya, Caye, & Rohde, 2015), with rates increasing dramatically 
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with the onset of puberty. The disorder is two to three times more com-
mon in female than male adults, though it is believed that the prevalence is 
at least as high in boys as in girls during childhood. A diagnosis of MDD 
requires the presence of at least five of nine possible symptoms during the 
same 2-week period that cause clinically significant distress or impairment 
and are not attributable to the physiological effects of a substance or other 
medical condition. Symptoms include (1) sadness, emptiness, hopelessness; 
(2) diminished interest or pleasure in activities; (3) significant change in 
diet or weight; (4) insomnia or hypersomnia; (5) psychomotor agitation 
or retardation; (6) fatigue or loss of energy; (7) feelings of worthlessness 
or excessive/inappropriate guilt; (8) concentration difficulties or indecisive-
ness; and (9) recurrent thoughts of death or suicidal thoughts/plans. Most 
symptoms (except for weight change and suicidal ideation) must be present 
nearly every day.

The defining feature of PDD is the persistence of sadness and depressed 
mood most of the day, more days than not, over a much longer period of 
time. In adults, depressed mood must persist for at least 2 years. However, 
in children, this symptom can manifest as irritability and must be present 
for at least 1 year. In addition, two of the following six symptoms must be 
present: (1) poor appetite or overeating; (2) insomnia or hypersomnia; (3) 
low energy or fatigue; (4) low self- esteem; (5) poor concentration or dif-
ficulty making decisions; and (6) feelings of hopelessness. Overall, PDD 
is believed to have a lower prevalence rate than MDD, though because it 
is chronic and requires fewer symptoms, it is more commonly observed 
beginning in childhood.

DMDD is characterized by severe and recurrent temper outbursts that 
are developmentally inappropriate and grossly disproportionate to the situ-
ation. These outbursts occur at least three times per week on average. A 
defining feature of DMDD is that, in between outbursts, mood is con-
sistently irritable or angry. This is in contrast to what used to be labeled 
“pediatric bipolar disorder,” where mood was said to fluctuate rapidly, but 
no guidelines were given as to the mood between outbursts. DMDD is not 
diagnosed before age 6 or after age 18, and retrospectively, symptoms must 
have been present before age 10. Symptoms also must have been present 
for at least one year. The prevalence of DMDD is estimated to range from 
2 to 5%, and it is more common in males and school- age children than in 
females and adolescents.

Common Comorbidities

Depressive disorders commonly co-occur with other psychiatric diagno-
ses. In fact, all other psychiatric disorders increase the risk for depression. 
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One of the most common comorbidities for depression is anxiety, with esti-
mates ranging from 21 to 91% (Cassano, Rossi, & Pini, 2003). General-
ized anxiety disorder, panic disorder, separation anxiety disorder, social 
anxiety disorder, and obsessive– compulsive disorder have all been identi-
fied as commonly comorbid with depression. In addition, children with 
adjustment disorders, attachment disorders, and trauma- related disorders 
all commonly experience symptoms of both depression and anxiety. Fur-
thermore, as depressed children emerge into adolescence and adulthood, 
concern increases for comorbid substance use disorders, disruptive behav-
ior disorders, eating disorders, and personality disorders.

Children with neurodevelopmental disorders also frequently present 
with symptoms of depression. Children with autism spectrum disorder, 
attention- deficit/hyperactivity disorder, and specific learning disorders 
often become anxious about functioning with their disabilities, and the 
longer they go without appropriate services for their disabilities, the more 
helpless and depressed they feel.

Assessment of Depression

Depression should be assessed through clinical interview with parents, 
clinical interview and observation of the child, and behavior rating scales. 
The clinical interview with the parents allows the clinician to assess the 
presence, frequency, intensity, and duration of DSM-5 symptoms. In con-
trast, behavior rating scales allow the clinician to determine how deviant 
the child’s symptoms are from most asymptomatic children. Rating scales 
also provide quantitative data that can be captured multiple times over the 
course of treatment to objectively assess treatment progress. Broadband 
rating scales may be used to survey all symptom domains, though a more 
fine- grained assessment of depressive symptoms can be acquired through 
a narrow- band measure that examines affective, cognitive, physiological, 
and interpersonal symptoms of depression separately.

Direct clinical interview of the child can be helpful, though depending 
on the age of the child, he or she may not be able to verbalize concerns. In 
these cases, play-based assessment is likely to yield more useful informa-
tion. However, behavioral observations are also critical to the assessment 
phase. For example, the clinician should note the child’s weight, energy 
level, psychomotor rate, mood, and facial affect. In addition, cognitive and 
neuropsychological assessment data can provide useful information when 
available. For example, evidence of slow processing speed and concentra-
tion difficulties can add to the symptom presentation, particularly when 
previous assessment data is available to demonstrate a change in function-
ing over time.
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Rationale for Cognitive‑Behavioral Play Therapy

The play therapy approach illustrated in this chapter is predominantly mod-
eled on cognitive- behavioral therapy (CBT), an approach that aims to alter 
mood by first altering behaviors and thought patterns. CBT is universally 
recognized as an evidence- based treatment for depression in individuals of 
all ages. However, CBT is very structured, and it is important to recognize 
that school- age children are often quite savvy and sensitive. Many children 
recognize when their therapist is too concerned with their own agenda to 
effectively respond to their concerns and needs. As such, it is necessary to 
find ways to genuinely join with children in their distress, their joy, and 
their curiosity to effectively lead them toward more optimal processing of 
their emotions. Internal family systems (IFS) is an approach that provides a 
nice framework for doing this. Relevant concepts from these CBT and IFS 
approaches are discussed below, followed by descriptions of the applica-
tions of these concepts within a play therapy framework.

Cognitive‑Behavioral Therapy

CBT has its roots in the 1950s and 1960s (Meichenbaum, 2017), and pro-
vides a relatively structured approach to the treatment of many psychiatric 
disorders, including depression. There are many variants of CBT (Beck & 
Alford, 2009; Ellis, 1957), some of which place greater emphasis on the role 
of thoughts in psychopathology and others of which place greater emphasis 
on behavior. However, the core idea behind CBT is that thoughts, behav-
iors, and emotions are all related. We feel the way we do, and we often act 
the way we do, because of beliefs we hold about things that happen in our 
lives. It is difficult to simply decide to feel differently. However, we can 
alter how we think about ourselves, others, and the world by challenging or 
disputing our beliefs. Our new beliefs, in turn, result in new emotional and 
behavioral experiences. In addition, we can choose to change our behav-
ior directly, which can also change how we feel. The implications of these 
ideas for depressed children are that, if we teach them skills that will help 
them effectively understand, think about, interpret, and respond to events 
in their world, they will escape the negative thought and behavior patterns 
that resulted in their depression. This objective is accomplished through 
focusing on many different goals and concepts that will be described below.

The first goal of this approach is to provide psychoeducation with both 
the parents and the child. It is important to identify the type of depression 
the child suffers from, as the symptom presentation is quite different for the 
various types. For example, a child with MDD or even PDD may primarily 
evidence sadness, hopelessness, low self- esteem, and lack of energy. These 
children may be quite aware that they are struggling emotionally, though 
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they have little motivation to engage in treatment or in daily activities that 
could improve their mood. On the other hand, a child with DMDD will 
likely present as persistently irritable but may have limited awareness or 
vocabulary to communicate that awareness. This distinction is critical for 
parents to understand as they begin to wrap their heads around the specific 
challenges their children are facing. Most importantly, both the parents 
and the child should come away with the understanding that the child is 
not to blame for the disorder, that the symptoms are separate from who he 
or she is as a person, and that all stakeholders (e.g., child, parents, teach-
ers, therapist) take some responsibility for addressing the current struggles.

The second goal of CBT for depression is to develop emotion regula-
tion skills. This is a multistep process that begins with appropriately identi-
fying emotions, advances to monitoring emotional experiences in a variety 
of situations, and culminates with accurately identifying triggers for emo-
tional experiences.

The third goal of treatment is to develop and strengthen coping skills. 
This includes being able to identify the maladaptive skills currently being 
used, the consequences of those strategies, and more adaptive skills that 
can replace them. Effective development of coping skills involves identify-
ing a variety of physical, creative, social, and solitary outlets that can be 
used appropriately depending on the situation.

A fourth goal of CBT is to develop more effective problem- solving 
skills. This involves evaluating the coping skills and possible solutions that 
are available in a given situation, weighing the pros and cons of each, and 
choosing the best one. It also involves evaluating the success or failure of 
the chosen solution to determine whether, and in what circumstances, it 
should or should not be used again in the future. A specific challenge for 
children who exhibit chronic or extreme irritability is that they are likely to 
struggle to make effective decisions, particularly when they are emotionally 
distressed, even if they have the tools available to them under less activating 
circumstances.

Behavioral activation is a critical concept in the behavioral treatment 
of depression. A key component of depression is the lack of desire and/or 
energy to participate in activities that are typically enjoyable for the child. 
Comorbid anxiety often strengthens avoidance of those activities. Behav-
ioral activation focuses on identifying activities that are likely to improve 
mood and then lead to actual engagement in those activities. This pro-
cess can be tricky, and it is often necessary to work through many factors 
that serve to maintain depression, anxiety, and avoidance. For children, 
this will typically involve parents (parent involvement will be discussed 
in greater detail below). However, play therapists have the perfect tools at 
their disposal to aid in this process. Simply by offering children options of 
fun activities and letting them guide their play, the therapist is creating an 
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environment that is likely to improve mood. This improvement may be only 
temporary at first, but therapeutic change is a learning process. The more 
opportunities children are given to experience positive emotions, the more 
they learn that life can be enjoyable, and the more hopeful they become 
about the future.

Internal Family Systems

IFS is a framework that has been developed over the past 20–30 years 
by Richard Schwartz, a marriage and family therapist (see Schwartz & 
Sweezy, 2020). Schwartz brought his family systems perspective to the 
treatment of individuals by conceptualizing their challenges as the con-
flict between multiple “parts” or subpersonalities. IFS treats each part as 
a separate entity with valuable functions, voicing their own valid points of 
view and interacting with one another in an attempt, albeit not always suc-
cessfully, to protect the client and allow him or her to function.

The goal of IFS is to achieve self- leadership. The self is defined as the 
core and innate presence within each of us that promotes healthy function-
ing. When individuals are self-led, they exhibit many transformative quali-
ties, which are referred to as the “eight C’s”: curiosity, confidence, creativ-
ity, courage, calmness, connectedness, clarity, and compassion. In addition, 
the self allows people to be present in the moment, adopt an appropriate 
perspective, accept that which cannot be changed, and be playful. How-
ever, we each have additional parts that blend with the self and sometimes 
overwhelm its capacity to function adequately. These parts fall into three 
categories. The first category is referred to as exiles. Exiles are parts that 
have been hurt in some way (e.g., abused, neglected, shamed, humiliated, 
scared), and they carry the intense emotions that go along with those expe-
riences and memories. In order to allow the individual to function without 
being overwhelmed by the emotional pain of these experiences, exiles are 
banished by the two other parts, which are referred to as protectors. There 
are proactive protectors called managers and reactive protectors called fire-
fighters. Managers focus on being vigilant and prepared. They take action 
to prevent exiles from being triggered, and they often cause us to act in 
rigid and avoidant ways, including avoiding connections with others and 
avoiding prioritizing our own well-being. Despite the hard work of the 
managers, exiles sometimes become triggered nonetheless by unpredictable 
environmental factors. This is when the firefighters go to work. They use 
extreme measures to once again banish the exiles. In adults, this often takes 
the form of substance abuse, binge eating, or self-harm. In children, it is 
often reflected in aggression, meltdowns, and complete shutdowns. Thera-
peutic change occurs by acknowledging, validating, and honoring these 
parts, and by unburdening them and inviting them to take on new qualities.
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For those not familiar with IFS, this concept may still sound familiar 
because similar ideas were popularized in the Disney Pixar film Inside Out. 
This film features subpersonalities living inside the head of a young girl, 
each representing the emotions she is capable of experiencing (joy, sadness, 
fear, anger, disgust), reacting accordingly to situations the young girl is 
experiencing, and guiding her behavior. Fortunately, the popularity of this 
movie gives children a concrete framework within which to understand 
otherwise complex ideas. The concepts of self, exiles, managers, and fire-
fighters are a bit advanced for many children. However, subpersonalities 
that encompass specific emotions are more developmentally appropriate.

At first glance, it may seem that the principles of IFS are in some ways 
antithetical to the principles of CBT. After all, CBT aims to challenge per-
spectives, while IFS seeks to validate them. However, by the very nature of 
depression, many depressed children come to therapy defended and with 
no motivation to participate. IFS validates these emotional experiences and 
invites clients to participate when they are ready. This approach serves to 
soften their protectors and allow more of their self to lead their interactions, 
thereby making them more curious and playful. This in turn increases not 
only their willingness to engage in therapeutic play, but also their ability to 
enjoy it more fully and make use of it.

Application of Evidence‑Based Principles  
to Play Therapy Interventions

Psychoeducation

The principles described above allow for many opportunities to utilize the 
therapeutic powers of play to maximize the benefits for children. In the ini-
tial phase of therapy, it is often helpful to engage in psychoeducation and to 
set expectations for what play sessions will look like. The teaching powers 
of play are used consistently throughout this intervention, and they can be 
used from the very beginning in an effort to set the right tone and engage 
children in the process.

With regard to psychoeducation, it is important for both the child and 
the parents to understand the relationship between the child and his or her 
symptoms. One way of doing this is to draw two separate figures on a white 
board or a sheet of poster paper. One figure represents the child, while the 
other represents depression. Once these figures are drawn, the therapist 
enlists the child and parents in generating positive qualities of the child 
that are written inside the “child” figure and symptoms associated with 
the depression that are written inside the “depression” figure. This helps to 
illustrate the fact that the child has many positive qualities and that he or 
she is not defined by the depressive symptoms.
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With regard to setting therapeutic expectations, the child should be 
told that the initial phase of therapy will be focused on getting to know 
one another. In the service of building rapport, the therapist should allow 
the child to explore the playroom and identify fun activities. This puts less 
pressure on the child to conform to the therapist’s agenda in the beginning, 
and it utilizes the principle of behavioral activation to allow for positive 
emotions to develop in relation to the therapeutic process. However, the 
therapist should also prepare the child for the fact that, after a few sessions, 
the therapist will begin to invite the child to participate in fun activities 
and games of the therapist’s choosing in order to achieve the necessary 
therapeutic goals. If necessary, the therapist can make a deal with the child 
in which the child gets to choose an activity after participating in the thera-
pist’s activity.

Emotion Regulation

Once sufficient rapport is established to engage in a variety of playful 
activities of the therapist’s choosing, the emotion regulation powers of play 
can be used to develop a variety of emotional competencies. The first of 
these competencies is emotion identification. Depending on the child’s age 
and the presence or absence of other comorbid conditions, this skill may 
already be developed. However, it is important to be sure, as it is difficult to 
process emotions in a more complex way and effectively cope with them if 
the child does not have those basic building blocks. Simple techniques can 
be used to confirm that these skills exist and to develop them if they do not. 
The child should be asked to list several emotions and playfully make faces 
for those emotions. The child can also be asked to identify the emotions of 
faces in drawings or pictures and to draw his or her own pictures of faces 
with a variety of emotions.

Once the child has demonstrated the ability to accurately identify emo-
tions, concepts from the IFS model can be used to promote self- expression 
and self- actualization, two other therapeutic powers of play. In general, 
the IFS model promotes these powers through an emphasis on allowing 
the parts to communicate their concerns and allowing the self to take a 
larger role in guiding the child’s behavior and perspective. The self is then 
able to lead the healing process. However, the IFS model also allows for 
tools that can be used throughout treatment to achieve many of the CBT 
goals described earlier. This begins with creating the child’s parts. He or 
she should be asked to create puppets that represent a variety of emotions.

These puppets can be made in many different and creative ways. As 
suggested in the Puppet Characters with Feeling Names technique (Fall, 
2001), sock puppets can be made with different- colored yarn, buttons, 
beads, and markers. Alternatively, they can be made with brown or white 
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paper bags. The child should be encouraged to personalize them so that 
they are meaningful representations of those parts or emotions. Giving each 
puppet a name, personality, background, and specific concerns can help the 
child feel more connected to the process. These puppets can then be used 
throughout the therapeutic process to check in with each part about what 
they are experiencing in the moment in relation to current activities and 
the memories they elicit. This may seem foreign to the child at first, and it 
may be necessary for the therapist to model use of the puppets in this way.

Other play techniques can also be used to monitor the child’s emotional 
experiences and to help the child connect these emotions to the contexts in 
which they occur. For example, the Color-Your-Life technique (O’Connor, 
1983) involves asking the child to color in a circle that is drawn on a sheet 
of paper. The child is asked to identify different emotions, assign a color to 
each emotion, and color different amounts of each emotion to reflect his 
or her feelings. This can be done for the child’s general mood or for feel-
ings associated with specific contexts (e.g., different times of day, school 
vs. home). The child can then be taught to further differentiate emotions 
related to contexts through techniques such as the Feeling Word Game 
(Kaduson, 1997). In this technique, the child is asked to identify feeling 
words that the therapist writes down on separate sheets of paper. Poker 
chips, pennies, beads, or other objects are placed in a jar and used to rep-
resent emotions. The therapist then tells a personal story and asks the child 
to place different amounts of chips on each feeling word for how he or she 
would feel during that scenario. This helps children to develop an under-
standing of what kinds of situations trigger different emotions, as well as 
an understanding that people can have different amounts of different emo-
tions all at the same time. The therapist and child should take turns with 
different scenarios so that the therapist can model the process for the child. 
When children are depressed, they tend to focus only on negative emotions, 
so it may be helpful for the therapist to highlight the positive emotions that 
can be experienced even during sad and challenging scenarios. Throughout 
each of these techniques and scenarios, the child should be asked to check 
in with the various puppets (i.e., internal parts) about their perspectives.

Coping Skills

Another set of therapeutic powers of play that are utilized in this model are 
the ego- boosting powers. Because depression is often associated with low 
self- esteem and self- efficacy, it is important to ensure that the depressed 
child develops skills that increase confidence, competence, and empower-
ment. This can be accomplished by focusing on developing coping skills 
and problem- solving skills. Coping skills are the variety of tools that chil-
dren use to manage their emotions and deal with their problems. As a gen-
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eral organizing theme, it may be useful to adopt a concrete representation 
of a toolbox to sort their different types of coping skills. For example, 
Goldberg- Arnold and Fristad (2003) suggest using a drawing of a toolbox 
with four different compartments for physical outlets, social outlets, cre-
ative outlets, and relaxation skills. Each time the child practices a new skill, 
it can be added to the toolbox as a concrete way of tracking what skills are 
available to him or her.

Before introducing and practicing new coping skills, the child should 
be asked to generate (with the therapist’s help as necessary) a list of skills he 
or she is already using. This can increase a sense of confidence by allowing 
children to feel they are already bringing certain skills to the table. It may 
also serve to highlight the fact that they currently have very few options. 
The therapist can then initiate a discussion about how each of the child’s 
puppets makes use of those few strategies and what else might be helpful to 
them. Then the therapist can invite them to use other tools as well through 
a variety of playful demonstrations. For example, deep breathing can be 
illustrated through the use of the relaxation training technique, Bubble 
Breaths (Cabe, 2001). In this technique, the therapist illustrates that blow-
ing a big bubble requires a deep breath in and a slow breath out (as opposed 
to shallow and fast breaths). The therapist then challenges the child to see 
who can blow the biggest bubble. Through this process, the child learns 
not only to take deep breaths, but also to associate deep breathing with the 
cue, “bubble breaths,” which makes it easier to remember to use it when 
cued in the future.

Depressed children often have low self- esteem and self- efficacy. They 
receive messages from peers, teachers, and even parents that they are 
worthless, that they can’t do anything right, and that things will never get 
better. Eventually, they internalize those messages. An important skill for 
children to have is the ability to turn off those messages and choose to take 
in other messages instead. One way to do this is to allow their puppets and 
other toys to be characters in TV shows about them that air on different 
channels. The therapist can either use a large black picture frame or just cut 
a black border out of a large piece of poster board and create a flat- screen 
TV frame. The therapist and the child create stories that send various types 
of messages, both pessimistic and hopeful ones, and the child can practice 
fully listening to their messages and then asking their permission to turn 
down their volume or temporarily change the channel.

Some depressed children, for example, those with DMDD, struggle to 
control their frustration and display tantrums, meltdowns, and even aggres-
sive behavior. These children will benefit from techniques aimed at process-
ing and coping with anger. The Anger Wall technique (Sribney, 2003) uses 
Post-it notes on the wall to distinguish anger triggers that result in levels of 
anger ranging from “frustrated” to “mad” to “steaming.” Once the child 
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is effectively able to process his or her anger, effective coping can be illus-
trated with balloons. In the Balloons of Anger technique (Horn, 1997), the 
therapist discusses many frustrating events and blows into a balloon each 
time an event is discussed. The therapist explains that, if air is only blown 
into the balloon without air being let out, eventually it explodes. Using a 
second balloon, the therapist discusses the same events, but also illustrates 
the use of various coping skills, letting air out of the balloon each time a 
coping skill is used. In this way, the anger never reaches the threshold for 
explosion.

Problem‑Solving Skills

Problem solving is a complex process requiring evaluation of the factors 
that contribute to problems as well as decision making about adopting 
the appropriate course of action to address the problem or the factors that 
caused the problem. Straightforward techniques can be used to illustrate 
the problem- solving process, including a technique called Hand-ling the 
Decision- Making Process (Bertoia, 2003), in which a hand is traced on a 
sheet of paper, a problem is written in the middle of the hand, and possible 
solutions are written on each finger. Pros and cons are then written in the 
spaces between the fingers. Having the puppets engage in the process is a 
useful way of honoring the concerns of each of the child’s parts. In addi-
tion, techniques such as Broadcast News (Kaduson, 2001) can be used to 
frame “ask-the- expert” news segments where children get to guide listeners 
navigating problems they are familiar with.

A nice tool that can be used to assist more complex social problem solv-
ing is the Closeness Circle. This technique was devised as a way of assessing 
and mapping relationships in the interpersonal psychotherapy for depressed 
adolescents (IPT-A; Mufson, Dorta, Moreau, & Weissman, 2011) model, 
another evidence- based treatment for depression. The Closeness Circle 
involves using concentric circles drawn on a sheet of paper, writing the cli-
ent’s name in the innermost circle, and then writing the names of family 
members and friends in the outer circles depending on how close they are 
to the client emotionally. However, with preadolescent children, it is often 
helpful to make this concept even more concrete. One way of doing this is to 
create an oversized Closeness Circle. Instead of drawing concentric circles 
on a piece of paper, it can be helpful to use duct tape to tape several pieces 
of poster paper together, large enough to cover the entire floor, and then 
draw the innermost circle in the center, large enough for the child to stand 
inside it. The outer circles can be drawn feet apart (as space provides), creat-
ing plenty of space for each circle. The names of various people within the 
child’s support circle can be written on individual sheets of regular paper 
and placed in their appropriate places within the concentric circles, based 
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on how close the child is to each person emotionally. The therapist can then 
role-play interactions with those people, demonstrating how challenging 
it can be to effectively communicate with those farther away. In addition, 
when a social problem or conflict involves a parent or other family member 
who is able to participate in the therapeutic process, this can be used as a 
concrete way of relating to that parent. The pros and cons of the current 
dynamic can be processed, and negotiations can take place about social 
roles. The child and therapist can also choose fun activities for the child and 
parent to engage in together in an attempt to bring them closer emotionally, 
which would in turn bring the parent into a closer concentric circle.

Parent Involvement

Parent involvement is a critical component of successful child therapy. This 
starts at the very beginning of the therapeutic process with psychoeducation 
and setting expectations for therapy. It is essential that parents of depressed 
children understand the factors that contribute to the child’s symptoms, 
environmental cues and events that trigger mood changes, and behavior 
management strategies that improve self- esteem rather than shaming the 
child. For example, parents need to understand that depression results in 
low motivation to participate in activities and that lack of participation in 
activities worsens depression because it decreases opportunities for new 
learning. Parents should engage their depressed child in warm and sup-
portive ways that send the message that they understand that the symptoms 
are not the child’s fault, while at the same time providing a variety of fun, 
creative, social, and relaxing activities for their child. In a supportive tone, 
they should maintain firm expectations that the child participate in these 
activities.

One trap that often occurs in these situations is that depressed children 
refuse to participate in activities. Parents often misinterpret the function of 
this behavior and assume the children are doing so to be defiant. It is essen-
tial that they understand that this behavior is part of the child’s depressive 
symptoms and that punishing it is likely to further shame the child for his 
or her symptoms. Parents should set the child up for success by beginning 
with very few demands, catching the child meeting those demands, and 
using positive reinforcement strategies to increase the likelihood of that 
behavior occurring again in the future. In the beginning, this may take 
the form of a token economy or other extrinsic reward system wherein the 
child earns points that can be traded for various items on a reward menu. 
Over time, it is hoped that expectations can be increased and that con-
sistent extrinsic rewards can be faded out as the benefits of participation 
become more intrinsically rewarding.
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Parents should also be taught how to model emotion regulation, cop-
ing, and problem- solving skills at home. They should be encouraged to 
label their own emotions, and to notice and comment on when the child 
is expressing emotions. They should comment on the reason for the emo-
tion, as well as options for dealing with those feelings. They can also set 
up regular times for family members to play together using activities of the 
child’s choosing.

For children with DMDD or explosive/aggressive tendencies,  parents 
should be taught the principles of the collaborative problem- solving 
approach (Greene, 2014), an evidence- based approach to parenting “explo-
sive” children. This approach allows both parent and child to express their 
wishes and needs, and models a problem- solving method that respects 
both points of view in reaching a solution. Using skills such as empathy, 
defining the problem, and inviting the child to participate, parents act as 
a “surrogate frontal lobe” in modeling how to effectively think through 
the pros and cons of possible solutions. This approach also emphasizes the 
importance of proactive problem solving as opposed to reactive problem 
solving. Parents should not try to reason with children during a tantrum 
or meltdown, as the logical brain is flooded by the emotional brain. Par-
ents should instead wait until a time when the child is calm, address what 
occurred previously, and discuss the application of that lesson in future 
instances.

Finally, parents need to be aware of additional types of interventions 
that should be considered when the child’s symptoms are not sufficiently 
improving through therapy alone. They need to understand the importance 
of consulting with a psychiatrist to determine whether medication might 
be helpful. They also need to understand the role that school can play in 
both maintaining the child’s depression and potentially alleviating it. Some 
children, especially those with severe mood symptoms or comorbid neuro-
developmental disorders, may need an individualized education program to 
ensure adherence to therapeutic goals across settings. Others may simply 
need minor modifications of classroom structure or homework expecta-
tions in order to ensure that challenges in school do not continue to affect 
their self- esteem.

Case Vignette: Johnny

Johnny is a 10-year-old Caucasian male who was brought to play therapy 
by his mother due to significant changes in his mood and behavior follow-
ing his parents’ divorce when he was 9. Johnny and his brother, who is 3 
years younger, witnessed frequent conflict between their parents in the year 
leading up to the divorce, and Johnny became tense and seemed to worry a 
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lot. He still enjoyed spending time with both parents, but he was reportedly 
cautious about his own behavior for fear of upsetting them and stressing 
them out even more. However, once his parents separated and his father 
moved out of the house, Johnny’s mood declined rapidly. At first, he cried a 
lot and seemed sad most of the time. He stopped responding to his parents’ 
attempts to engage him in activities they used to enjoy together (e.g., going 
out for ice cream, riding bikes together). He seemed to blame himself for 
not doing enough to bring joy to his parents, and he began to doubt his self-
worth all around. The crying lessened after a few months, but he became 
increasingly angry and irritable. He started eating more and sleeping less. 
Johnny clearly met the criteria for MDD. His frustration tolerance was 
diminished, and although he did not meet the criteria for DMDD, he began 
displaying periodic explosive outbursts.

When Johnny arrived for his first session, he was quite resistant to 
therapy. He did not want to speak to the therapist, and he sat in a corner 
while his mother spoke with the therapist. As the therapist explained the 
core symptoms of depression to his mother, it was not clear if Johnny was 
listening. However, as the therapist began describing depression as some-
thing separate from who Johnny was as a person and as something that 
was not his fault, it became clear that Johnny was listening because he 
began periodically looking at the therapist in response to specific state-
ments. Mom and the therapist agreed to offer Johnny a special dinner at 
his favorite restaurant after the session for participating in the remainder 
of the discussion. As a result, Johnny began reluctantly interacting. He was 
asked to think of things to draw on poster paper to represent him and his 
symptoms. He chose to draw a dog to represent him and a big, angry wolf 
to represent his symptoms. With the help of his mother, he wrote words 
such as “smart,” “kind,” and “generous” inside the dog, and he listed many 
of the symptoms described previously, such as worrying, feeling sad, cry-
ing frequently, feeling angry, and having tantrums inside the wolf. As the 
therapist began to describe everyone’s responsibility for calming the wolf, 
he began to smile and nod at his mother as if to say, “See, you’re responsible 
for helping me too.” He begrudgingly agreed to come back again to meet 
with the therapist alone, and said goodbye.

Over the course of the next three sessions, the therapist let Johnny 
explore the playroom and identify games and toys that he found interest-
ing, with the understanding that after a few meetings in which they would 
get to know each other, they would slowly transition to other kinds of 
activities. Johnny gravitated toward superhero characters and games. He 
also wanted to show the therapist his drawings of some of his favorite 
superheroes. Throughout these sessions, Johnny and the therapist chatted 
about his life, about his relationship with his brother, and briefly about 
how he missed his father. He began to evidence subtle smiles on occasion, 
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and by the third session Johnny was no longer resistant to participating, but 
his affect remained fairly restricted.

By the end of the third session, the therapist began making silly and 
playful emotion faces with Johnny and asking him to make faces as well. It 
was clear that Johnny had an adequate emotional vocabulary and under-
standing of a variety of emotional experiences. The therapist concluded the 
third session by introducing the idea of the puppets to represent his emo-
tional responses. At first, Johnny seemed hesitant about the idea, but he 
agreed to make the puppets because he enjoyed creative arts projects and it 
seemed that it would at least be fun to make the puppets. During the fourth 
session, he used small white paper bags to create the puppets, drawing their 
faces and coloring in their clothes with markers, and then gluing yarn to 
the heads for hair. His happy puppet had rosy cheeks, bright green clothes, 
and yellow hair, and he named him Chip. His sad puppet had brown hair 
and wore all blue, and his name was Mopey. His angry puppet had red hair 
and red clothes, and his name was Torchy. His scared puppet had green 
hair and wore purple clothes, and his name was Mouse. The therapist also 
made his own puppets along with Johnny so that they could communicate 
with one another through the puppets.

After making the puppets, the therapist also introduced the Color-Your-
Life technique. The therapist modeled the technique by coloring mostly yel-
low in the circle for happy, with a little area of red for mad. The therapist 
modeled discussion of the colors using the puppets, with his happy puppet 
saying, “Yay, I get to hang out and play with Johnny for a while. This is 
great! I just want to sing and play all day long!” Then he modeled the angry 
puppet saying, “Yeah, but my team lost the baseball game this afternoon. 
I just want to scream!” Johnny laughed at the therapist’s demonstration. 
The therapist then asked Johnny to color in the circle with different colors 
for different emotions based on how he was feeling in that moment. He 
colored mostly yellow for happy, with a small section of blue for sad. After 
a prompt from the therapist, he picked up Chip and said, “Making puppets 
is much better than doing homework.” Next he put Mopey on his hand, 
but he struggled to figure out what to say. With coaching from the therapist 
on expressing sadness and the reasons he felt that way, he was able to say, 
“I’m sad because I want to see my dad.” The therapist then picked up his 
own sad puppet and said to Chip, “Yeah, it sounds like you’re having fun 
making dolls instead of doing homework,” and then turned to Mopey and 
said, “But you kinda want to see your dad. It can feel really strange to feel 
both good and bad at the same time.” The therapist then had Johnny make 
Color-Your-Life drawings for that morning, the night before, the last time 
he spent time with his mom, and the last time he spent time with his dad.

The Color-Your-Life technique and puppet play became a regular part 
of therapy, occurring at the beginning of each session. In addition, the Feel-
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ing Word Game was used several times, with both the therapist and Johnny 
sharing stories that evoked various emotions. Over the next few sessions, 
Johnny became more familiar with the routine and learned to express his 
emotions through the puppets. More importantly, through developing the 
puppets’ personalities and using them to engage in other tasks, he learned 
to identify the triggers that activated those personalities as well as the “go-
to” behaviors that those personalities preferred. For example, one of his 
nighttime drawings had a lot of sadness and anger expressed in it, and 
he identified that he was not able to speak to his father on the phone that 
night. Torchy wanted to scream at his mom, while Mopey just wanted to 
go to his room, not talk to anyone, and sleep forever. After receiving con-
sistent therapist validation of those different parts, Johnny was even able to 
express anger through Torchy at both of his parents for “ruining his life” 
because they couldn’t get along with each other. The therapist then asked 
Johnny if it would be alright to invite Chip into the conversation to see if he 
had anything to add, and Johnny responded with, “Well, Chip doesn’t like 
it either, but he’s happy that at least mom and dad are still nice to me even 
if they’re not always nice to each other.”

The therapist introduced the topic of coping skills using the toolbox 
in about the seventh session, while still consistently using the puppets to 
process emotions. Various ideas for coping strategies were introduced, but 
Johnny did not engage enthusiastically at first. He acted as though the ideas 
were dumb, and he expressed resentment at the notion that he should be the 
one to change his behavior, especially after developing the ability to voice 
anger toward his parents. However, as the therapist continued to invite the 
perspectives of each puppet and validate them in turn, he began to soften. 
He was able to hear that perhaps Mopey shut everything down because that 
was his go-to response, but that maybe it was okay for him try out other 
responses as well. He began to engage in the Bubble Breaths technique, 
and he enjoyed challenging the therapist to see who could blow the big-
gest bubble. He also created TV shows with Chip and Mopey on different 
channels, and he practiced changing the channel to his puppets’ different 
messages. At the therapist’s suggestion, he let Torchy express anger at his 
parents and Mopey express sadness about the former life he was grieving 
when he had both of his parents together. He gave those puppets permis-
sion to speak, but he also asked them if it would be okay if he switched over 
to the “Chip channel” for a while. He then voiced interesting new experi-
ences that he never had before, such as meeting other kids his age in two 
separate neighborhoods and getting to go out for dinner more often. His 
affect was noticeably improved during those discussions.

Around the 10th session, the therapist introduced more complex 
problem- solving ideas. By then, Johnny’s protectors had softened signifi-
cantly, and he was willing to engage in any activity suggested by the ther-



Depression 51

apist. The therapist discussed the steps to problem solving and used the 
Closeness Circle to illustrate the nature of the problems he was facing. Six 
sheets of poster paper taped together with duct tape were used to create one 
large “canvas” for the circle. He was placed in the middle circle, and three 
outer circles were drawn. He wrote “MOM,” “DAD,” and “BRO” on three 
separate sheets of paper. He was first asked to place those sheets in the 
appropriate circle to show how close he used to feel to them before his par-
ents separated. He placed all three family members in the closest concentric 
circle to him. Then he was asked to place them in the appropriate circles 
based on how close they were now. He moved his mother and brother to the 
middle circle and his father to the outer circle. A brief discussion took place 
with the puppets to validate how awful that felt, and then he was asked to 
place the papers in the appropriate circles for where he would like them to 
be. He moved his brother back to the innermost circle, left his mother in 
the middle circle, and moved his father into the middle circle. After process-
ing that change with the puppets, he was able express that he wanted to be 
close with all of them, but that he was also still resentful of his parents and 
lacked trust that they would not hurt him again.

The Broadcast News technique was then used to put Johnny in the 
expert role of figuring out how to feel close to his family without getting 
hurt. During this news segment, he allowed the therapist to use his pup-
pets to call in and ask questions of the expert. The puppets all asked ques-
tions to address their concerns, and Johnny generated relevant responses. 
For example, Mouse expressed worry that Johnny’s parents would upset 
him and asked how he could make sure that wouldn’t happen, and Johnny 
said he could either stay away from them altogether or tune them out (a 
“manager” response). Mopey asked what would happen if he did get really 
upset, and he said he could lock himself in his room away from everyone 
else (a “firefighter” response). Chip asked if he would ever be able to be 
happy and achieve his goal of bringing his family closer toward his inner 
circle if he was always tuning others out and locking himself away, and 
he said he could also talk to them about how he was feeling (a “self-led” 
response).

The therapist worked with Johnny’s mother to ensure that she was 
aware of the kind of progress he was making and the openness he was 
showing. The therapist also wanted to encourage her to be patient and look 
for opportunities to validate Johnny’s emotional experiences. His mother 
also relayed this information to his father and reported that he was quite 
receptive to those suggestions. Within about 6 months, Johnny’s mood was 
markedly improved. He still had moments of feeling sad and angry, but 
he also had many more moments of joy with both parents. The therapist 
ended treatment by helping Johnny to identify more individuals he could 
add to his Closeness Circle that he could use for support when he needed it. 
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The therapist also reminded Johnny that Chip, Mopey, Torchy, and Mouse 
were all inside the innermost circle with him, and that he should respect all 
of their wishes and look to them for help as well whenever he was feeling 
distressed, overwhelmed, or out of control.

Conclusion

Depression is a relatively common disorder in children, particularly when 
the new diagnosis of DMDD is taken into consideration. Depression in 
children can take the form of sadness, low self- esteem, hopelessness, and 
lack of motivation, but it can also manifest as significant irritability and 
aggression. The treatment for depression with the most empirical support 
in children is CBT. However, aspects of IFS and other evidence- based treat-
ments such as IPT-A can also be helpful. This chapter describes an approach 
to play therapy that utilizes the therapeutic powers of play to achieve CBT- 
derived therapeutic goals, including psychoeducation, emotion regulation, 
coping skills, and problem- solving skills. It also incorporates principles 
from IFS that can be useful in treating children with depression, as well as 
suggestions for how to implement those principles in a play-based format. 
This includes the use of puppets to represent various “parts” within the 
child that need to have their voices heard and validated before they are will-
ing to work toward change. By using these puppets consistently through-
out the therapeutic process, the child develops a relationship with, and an 
acceptance of, each of these parts, and learns how to meet their needs in a 
way that promotes healthier functioning.
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Description of the Disorder

Fears

A feature distinguishing between fear and anxiety is related to the timing 
of the impending threat and its physiological response within the body. 
Fear is the emotional response to a real or perceived imminent threat and is 
associated with surges of increased autonomic arousal, whereas anxiety is 
anticipation of future threat and is more often linked to muscle tension and 
vigilance (fifth edition of the Diagnostic and Statistical Manual of Mental 
Disorders [DSM-5]: American Psychiatric Association, 2013). Rachman 
(1976) indicates that fear can energize behavior and is a “decisive causal 
factor in avoidance behavior.”

Childhood fears are a given. A literature review by Augustyn and Her-
mann (2017) reports that “children between ages two and six years were 
found to have approximately four fears, whereas children between ages 6 
and 12 years had an average of seven.” A large-scale study of nearly 8,000 
children ages 5–16 in Great Britain conducted by Meltzer et al. (2008) 
revealed that nearly one-third of children in that national sample (32.1%) 
were assessed by their parents as having one of the 12 fears commonly seen 
in children including animals (11.6%), blood/injection and injury (10.8%), 
medical or dental procedures, the dark (6.3%), dentists/doctors, the natural 
environment, vomiting/choking diseases, loud noises, imagined or super-
natural beings, small enclosed spaces, and specific types of people and spe-
cific phobias (see Figure 4.1).

CHAPTER 4

Play Therapy for Children 
with Fears and Phobias

Laurie Zelinger
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Lewis, Amatya, Coffman, and Ollendick (2015) estimate that 20% 
of children have severe nighttime fears and sleep problems. They note that 
58.8% of children between ages 4 and 6 and 84.7% of children between 
7 and 9 years of age report at least mild nighttime fears. Several studies 
report that girls tend to experience more fears and with greater intensity 
than boys do, and that they are more comfortable expressing their fears 
(Bauer, 1976; Kendler et al., 2008; Meltzer et al., 2009; Muris, Ollendick, 
Roelofs, & Austin, 2014; Schowalter, 1994).

Fear has a function related to survival. Evolutionarily speaking, ani-
mals and humans most attuned to threats in their environment used their 
increased vigilance to activate coping mechanisms for survival. Thus, there 
was greater probability that those “survival genes” would be passed down 
to future generations to boost their endurance. While some of those fears 
are no longer needed or relevant and may even be a nuisance in our modern 
everyday existence, they nevertheless remain coded in our genes, a gift from 
our ancestors. Some of these fears appear to be inborn, such as the com-
mon fear of snakes and rats, and lay dormant until triggered. “Prepotent 
fears refer to those which are inborn but not necessarily present at birth. 
They include separation anxiety, aversion to the unfamiliar, discomfort 
with abruptly changing stimuli and wariness of strangers” (Evans, Gray, 
& Leckman, 1999). Yet other fears are attributed to one’s direct or indirect 
experience with a frightening situation.

Certain fears occur with regularity among the human species at specific 
stages in the developmental process. The “ontogenetic parade” (Augustyn & 
Hermann, 2017) posits that normal childhood fears develop and resolve in 
a predictable pattern throughout childhood. For example, infants are often 
swaddled to counteract an inherent fear of loss of support, while children 

•• Animals
•• Loud noises (e.g., sirens, machines, thunder)
•• The dark or being left alone
•• Medical or dental procedures
•• Blood/infection/injury
•• Weather events
•• Vomiting/choking/acquiring diseases
•• Supernatural beings (e.g., ghosts and monsters)
•• Stangers
•• Particular types of people in unfamiliar clothing or uniform
•• Small, enclosed spaces
•• Using toilets away from home
•• Certain types of transportation, bridges, or tunnels

FIGURE 4.1. Common childhood fears. Data from Schaefer and Drewes (2016) 
and Schowalter (1994).
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6 months to 3 years of age are often afraid of strangers, loud noises (e.g., 
vacuum cleaners, flushing toilets, machines, thunder, and sirens), sudden 
movement, looming objects, and separation from caretakers (Schaefer & 
DiGeronimo, 2000). Toddlers may be afraid of people who do not resemble 
others within their regular sphere of experience, such as people in uniforms 
or costumes, or storied figures such as ghosts and monsters. Particular ani-
mals may also engender fear if the child perceives they represent danger.

Fears change with the maturity of a child’s cognitive structures and the 
ability to differentiate reality from fantasy. Children in the 3- to 5-year-old 
range experience fears related to things they can see and hear such as unfa-
miliar noises, animals, masks, and the dark, as well as those that can be 
imagined. They are now entering an expanding world of possible robbers, 
bad guys, kidnappers, and monsters that are most surely lurking under the 
bed or in the closet.

Once children reach ages 6–11, they may still maintain some of their 
previous fears and are likely to encounter additional new ones. Common 
fears include snakes (even when there is no likelihood of seeing one), spi-
ders, vomiting, and major weather events, while their growing awareness 
of the world may now give rise to fears of scary television shows, movies, 
or the news. Children at this age may be afraid to be left alone, worry 
about death, and have increased concerns about injections and medical 
issues. As part of a healthy growth process, this age marks a time where 
greater importance gets assigned to peer affiliation and acceptance. Any 
anticipated fear of failure, rejection, or ridicule by friends or teachers may 
become so intense as to override their confidence and cause anguish.

Fears typically come and go throughout the developmental process of 
childhood and can usually be managed with little more than attentive par-
enting, safe and uneventful contact with the feared stimulus, and reassur-
ance. However, about 10% of fears do not resolve and instead develop into 
greater issues of significant proportion (Muris et al., 2014). When there 
has been an excessive and persistent fear of an object, situation, or experi-
ence that is not normally considered dangerous, which has lasted for at 
least 6 months and causes extreme distress in the individual, that person 
is considered to have a phobia. The longer a phobia persists, the harder it 
is to eradicate. Phobias are an extreme form of anxiety that produce feel-
ings of terror and dread that activate the fight-or- flight response and do 
not respond to logic or reassurance. They tend to affect females more than 
males at a rate of 2:1.

Phobias

DSM-5 (American Psychiatric Association, 2013) includes fears and pho-
bias within its classification of anxiety disorders and identifies three types 
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of phobias: agoraphobia, social anxiety disorder (also known as social 
phobia), and specific phobia.

Agoraphobia is a marked fear or anxiety about two or more of the 
following situations: using public transportation, being in either enclosed 
places or open spaces, standing in line or in a crowd, and being outside of 
the home alone.

Social anxiety disorder (formerly called social phobia) is a marked 
fear about one or more social situations in which the individual is exposed 
to possible scrutiny by others (American Psychiatric Association, 2013). 
Common social interactions such as having a conversation, eating, being 
observed, using a public restroom, or performing in front of others are 
mere examples of the countless activities that might raise one’s anxiety, 
promulgated by the fear that the person will be negatively evaluated, 
humiliated, or rejected. Prevalence rates for childhood social anxiety dis-
order range from 3 to 6.8% in pediatric primary care samples, from 0.5 to 
9.0% in community samples, and from 29 to 40% in clinical samples, and 
this disorder has a high comorbidity rate with other psychiatric disorders 
(Hitchcock, Chavira, & Stein, 2010). Selective mutism, an anxiety disorder 
in which one is unable to speak in certain social settings despite having full 
expressive verbal language in more familiar, comfortable surroundings, has 
a comorbidity rate with social anxiety disorder of 70–95%.

Specific phobia (or simple phobia) is the catchall category for any pho-
bias other than agoraphobia and social phobia, and covers five areas: ani-
mal (e.g., spiders, insects, dogs); natural environment (e.g. heights, storms, 
water); blood– injection– injury (e.g., needles, invasive medical procedures); 
situational (e.g., airplanes, elevators, bridges, enclosed places); and other 
(e.g., situations leading to vomiting, loud sounds, or costumed characters).

Symptoms of Fears and Phobias

There is agreement that symptoms of fear fall within three domains: physi-
ological, cognitive, and behavioral, with variability in expression across 
cultures and ethnic groups.

Physiological

Physiological responses are usually tied to autonomic arousal and may 
include increased heart rate, trembling, sweating, shortness of breath, a 
feeling of choking, chest pain or discomfort, muscle tension, upset stom-
ach/nausea/abdominal problems, a feeling of dizziness or fainting, numb-
ness, chills or hot flashes, and a flushed appearance (Children’s Hospital of 
Philadelphia, 2018; Hitchcock et al., 2010) Although rare in children under 
age 5 but more common in teens ages 14–18, some people faint at the sight 
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of blood, needles, injury, or medical procedures. This condition, known as 
vasovagal syndrome or vasovagal syncope, is the result of an overreaction 
of the autonomic nervous system arising from a sudden increase in heart 
rate and blood pressure, followed by a slowing of the heart, a drop in blood 
pressure, and reduction in blood flow to the brain (Orenius, Säilä, Mikola, 
& Ristolainen, 2018). This is important information for the treating clini-
cian, as some relaxation exercises would be contraindicated for use with 
this population.

Cognitive and Behavioral

A person in the throes of a panic or anxiety attack is often preoccupied 
with thoughts of possible contact or demise from the feared situation. 
Heightened anticipatory anxiety is fueled by a fear of losing control, going 
crazy, or dying and is accompanied by dread or terror. Internal scenarios 
swarm with “what–if” possibilities, all confirming that an encounter will 
be beyond tolerable. If left to run rampant, these thoughts become all- 
consuming and can lead to a panic attack, described as a sudden surge of 
intense fear that reaches a peak within minutes. Children usually make 
valiant attempts to structure their lives in order to avert any possible link to 
the feared experience, or they may rigidly adhere to behaviors they believe 
will stave off the threat. Evans et al. found that “some normative ritualistic 
behavior[s] that appear during middle childhood are probably carried out 
with the child’s belief that he or she is averting some awful disaster or is 
warding off imaginary terrors” and is tied to the magical thinking of the 
preoperational period, where action and thought are relatively undifferenti-
ated. While compulsive- like rituals and behaviors give the child a sense of 
control, they unwittingly strengthen avoidance patterns. More and more 
time and attention are required to maintain the rituals, creating a focus 
of avoidance that actually disrupts the process of extinction and serves to 
empower the ritual, whereby the fear is never faced. When a child is pow-
erless to fend off the objectionable crisis, however, and the situation must 
be endured, children will often ask their parents to check that the feared 
situation is absent. Infinite numbers of caretakers have served the role of 
bodyguard, inspector, taste tester, and monster chaser as their child’s fears 
change through the developmental process.

Genetics

While some fears are correlated with one’s prior experience or exposure to 
a frightening situation, other fears are considered to be genetically linked 
and passed down through the generations. Over thousands of years, ani-
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mals and humans who were most adept at using survival skills were those 
who managed to thwart constant threat and produce offspring with the 
genetic endowment better equipped to survive.

Certain fears appear to be inborn and remain dormant until triggered.

It is argued that a heritable predisposition to needle phobia may have its 
roots in evolution, given that humans who avoided stab wounds and other 
incidences of pierced flesh would have a greater chance of survival. . . . 
a heritable predisposition to abruptly increase vagal tone and collapse 
flaccidly rather than freeze or attempt to flee or fight in response to an 
approaching sharp object or the sight of blood may have evolved as an 
alternative survival reaction. . . . Approximately 80% of adults with a 
needle phobia reported that a first- degree relative exhibits the same fear 
(Orenius et al., 2018)

Rachman (1977) indicated a high incidence of shared fears among children 
in the same family, with correlations ranging between .65 and .74, as well 
as a correlation of .67 between the number of fears exhibited by children 
and their mothers.

While genetics may account for the inheritance of characteristics, 
Kendler et al. (2008) posited a “developmentally dynamic” hypothesis 
which suggests that genetic effects on fear susceptibility may vary over 
a lifetime. In their longitudinal twin study assessing fear of animals, 
situations, and blood/injury in children as they developed from 8 to 20 
years of age, it was found that “fear mechanisms can be altered by hor-
monal changes occurring during puberty” and that “it cannot therefore 
be assumed that genes that influence a trait during one age period will be 
entirely the same as those that impact the same trait in a later developmen-
tal phase” (p. 428).

Temperament

Temperament appears to play a role in the emergence and maintenance 
of specific phobias. It has been hypothesized that shy, inhibited children 
have a low threshold for arousal in the amygdala and hypothalamus path-
ways, especially for unfamiliar events, and that they react with sympathetic 
arousal noted as high heart rate and acceleration of heart rate under stress-
ful conditions (Ollendick, Hagopian, & Huntinger, 1991). In the review of 
a longitudinal study by Bierderman and colleagues, Ollendick et al. report 
that “the rates of all anxiety disorders were higher in inhibited than unin-
hibited children” (i.e., generalized anxiety disorder, separation disorder, 
avoidant disorder and phobic disorders) (p. 103).
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Causes

The etiology of phobia formation is not fully understood at this time. 
Schowalter, in his historical context of understanding phobias, states that 
in the early 1900s, the psychoanalytic interpretation underlying phobia 
development was based on intrapsychic conflict. Since then, other theories 
have dominated the research, with unanimous agreement that genetics is at 
least one factor, but perhaps not the only one, in the development of fears. 
A seminal piece by Rachman (1977) posits the concept of three pathways 
to fear—conditioning, vicarious acquisition, and transmission of informa-
tion—with a tendency among individuals toward a specific avenue.

Direct behavioral conditioning refers to a child’s personal experience 
with a frightening situation. In a conditioning model, any neutral stim-
ulus that had impact on the child at the same time that a fear response 
was evoked would acquire the ability to trigger that fear in the future. For 
example, if a child were pushed into a swimming pool unexpectedly during 
a family barbeque, any neutral stimuli (e.g., the smell of frankfurters cook-
ing or the sight of lounge chairs) might engender the same fears at a future 
time if they were present at the time of the original event. Fears that arise in 
an acute manner seem best explained by this conditioning theory. Although 
phobias can result from direct terrifying experiences, they can also be due 
to indirect contact; by observing others showing fear.

Vicarious learning occurs when a child observes, and is consequently 
influenced by, someone responding in pain or fear to a stimulus or situa-
tion. For example, when a child sees that a parent’s behavior reflects a fear 
of dogs (i.e., trembling in its presence, avoidance), he may develop the same 
symptoms of fear that his parent has effectively modeled. Anxious parents 
tend to have difficulty exposing their children to the situations that cause 
them personal discomfort, and they often insulate them from the wider 
range of experience the world has to offer. When a child shows inherent 
traits of anxiety and parents model their own fearful reactions, it validates 
for the child that the situation must be dangerous and is to be avoided. The 
child’s world becomes restricted, and he is then robbed of the opportunity 
to develop healthier response patterns. Conversely, positive modeling can 
“immunize” children against future vicarious fear learning (Askew, Reyn-
olds, Fielding- Smith, & Field, 2016).

Information transmission is the third pathway in the tripartite model 
of fear acquisition and occurs constantly throughout a child’s life via par-
ent, teacher, peers, media, or others. Instruction reveals which situations 
are to be feared, which are not. These fears are typically mild rather than 
severe (Rachman, 1977).

Fears that arise suddenly may have their genesis during “critical 
moments” when one’s psychological state is most vulnerable. Predisposing 
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factors include emotional upset, physical illness, and associated feelings of 
weakness, nausea, or dizziness. “The diathesis- stress model asserts that if 
the combination of the predisposition and the stress exceeds a threshold, 
the person will develop a disorder” (Augustyn & Hermann, 2017).

Incidence

Askew, Reynolds, Fielding- Smith, and Field (2016) found that anxiety dis-
orders are the most common psychological disorder in the United States, 
with a prevalence rate of over 25%. Generalized anxiety disorder, separa-
tion anxiety, and specific phobia are nearly always the most commonly 
diagnosed anxiety disorders, occurring in 5% of community samples of 
children and 15% of outpatient clinic- referred samples (Ollendick, King, 
& Muris, 2002). According to Lewis, Amatya, Coffman, and Ollendick 
(2015), 15% of referrals for the treatment of childhood phobias are related 
to the dark, and Orenius et al. (2018) report that within the general popu-
lation, needle phobia can be diagnosed in 19% of children ages 4–6 years 
and in 11% of children ages 10–11 years. Data from the National Comor-
bidity Survey conducted by the National Institute of Mental Health (2017) 
estimated that 19.3% of adolescents had specific phobia, with higher rates 
recorded among females (22.1%) than males (16.7%).

Rationale for Prescriptive Play Therapy Intervention

Children love to play. When interventions for anxiety and fear incorpo-
rate play as the vehicle for service delivery, children become engaged. In a 
review of the literature, Augustyn and Hermann (2017) state that “fears 
can often be managed through reassurance, education, experience and/or 
exploration through play (e.g., games involving monsters, scary animals 
or ghosts)” (p. 7). The goal of play therapy with fearful children is to help 
them manage their fears and return to a state of emotional, behavioral, 
cognitive, and physical well-being. When enjoying the therapeutic powers 
of play, children are able to access opportunities for communication, self- 
expression, emotional regulation, a sense of control, and a sense of well-
being, leading to positive change. The prescriptive play therapist must draw 
upon her knowledge and experience and consider the individual character-
istics of the child in order to determine which empirically based treatment 
strategy or combination of approaches would best fit the youngster and 
the presenting problem (Schaefer & Drewes, 2016). The use of standard-
ized assessments should also be considered as part of a treatment plan, as 
they can be pivotal in making a differential diagnosis that would dictate 
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best practice, as well provide measurements of the effect of an intervention 
when used in a pre- and posttreatment design.

Step‑by‑Step Details of the Intervention

Because fear is the motivating behavior underlying avoidance, all of the 
empirically based strategies for fears and phobias are designed to foster 
safe contact with the feared stimulus. According to Lewis, Amatya, Coff-
man, and Ollendick (2015), cognitive- behavioral therapy (CBT), systematic 
desensitization, graduated in vivo exposure, cognitive restructuring, rein-
forced practice, and participant modeling are empirically based methods of 
choice in treating anxiety disorders. As such, the integrative approach used 
with a child named Olivia (see the case vignette below) incorporated these 
techniques in order to address her fear of insects.

The first step in the process of reducing a fear of insects with Olivia 
required that a hierarchy of fear be created with her input, ranging from 
hearing the word bug, ranked as a “1,” to getting stung by a bee, which 
earned a ranking of “10.” Next, relaxation and mindfulness exercises were 
taught in order to provide a competing cognitive, behavioral, and physi-
ological response that would interfere with the fear response. When Oliv-
ia’s high biological activity levels were unresponsive to relaxation efforts, 
child- centered play activities were activated instead as a competing emo-
tion, bringing comfort and relief, an alternative to relaxation.

The next step in the therapy process introduced graduated fear situ-
ations, which were done through play. Plastic facsimiles of bees, wasps, 
dragonflies, spiders, grasshoppers, beetles, and flies were selected for expo-
sure purposes and placed around the playroom. Additionally, this psy-
chologist has a homemade collection of dead bugs she found locally which 
were stored in clear plastic jars with magnifying covers, as well as a profes-
sionally prepared selection of exotic insects in clear cubes. An interactive 
educational game, Interactive Amazing Bugs, by Scientific Toys Limited, 
provided psychoeducation, and toy microphones were used to amplify the 
therapist’s verbal praise and examples of positive statements that Olivia 
could rehearse. The goal of each session was to raise Olivia’s anxiety levels 
at the same time that she was engaged in juxtaposing relaxation activities, 
whereby the fear reaction would become diluted and then extinguished.

Parent Involvement

Parents and caregivers are among the first to witness a child’s fears, and 
their response may lay the groundwork for how a fear is managed. When 
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a parent responds to the child’s woes with compassion and offers to face 
the fear together, the child will trust that something can be tried to help 
him or her feel better. It is common, however, for parents to believe they 
are protecting their child when they offer comfort from distress and escape 
from things that scare them. While these parental acts of love bring imme-
diate solace to the child, they do not have lasting effects. A child who is not 
helped to face a phobia will be plagued by it.

Parent education may be needed to help them understand that some 
fears and phobias appear to have a genetic basis, while others may arise 
directly from a child’s terrifying experience, or even vicariously from 
watching others respond with fear in specific situations. It is also helpful to 
know that there is a high concordance of fears within families. Armed with 
this knowledge, parents should do their best to provide experiences for 
their children that would immunize against establishing the same fears they 
experience. This would involve observing other people who are not afraid 
as they interact with the situations that might be repelling and anxiety- 
producing for the parent. Parents would need to learn how to reinforce a 
child’s effort to tackle his or her fears and recognize how misguided efforts 
to shield or comfort the child may interfere with extinction. Parents must 
also understand that the goal of any plan is to eliminate avoidance of the 
feared object and that any progress the child makes toward the feared situ-
ation should be reinforced. For parents to be active agents in the process, 
it is advised that they show understanding of the child’s experience, even 
when those reactions may appear foreign to them.

Olivia’s parents were instructed to be patient, to ask what she imag-
ined would happen if she saw a bee, and to dispel the misconceptions she 
described. Interactive discussion, books, and videos were recommended 
to provide accurate information and challenge the schema maintaining 
Olivia’s distorted understanding. Her parents were advised to take outdoor 
excursions and to play in their backyard so that Olivia would be forced to 
contend with nature, and were also told to praise her for taking steps in the 
right direction. They were asked to randomly play “Freeze!” both in and 
out of the house, helping Olivia learn to remain still when she unexpect-
edly encountered a flying insect. They were also urged to help Olivia do her 
“therapy homework” whenever it was assigned.

Case Vignette: Olivia

Nine-year-old Olivia is the oldest of four children in an intact family, where 
both parents work and child care is often provided by babysitters. Devel-
opmental milestones were acquired within typical time frames, and Olivia 
began a toddler program at age 2½ where she adjusted well but began to 
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display focusing issues. Distractibility continued to be brought to the par-
ents’ attention, as were anxiety and concerns regarding a lack of awareness 
of her surroundings.

At age 5, Olivia was diagnosed with attention- deficit/hyperactivity 
disorder (ADHD), and at age 6 she was evaluated by her school district and 
classified as a “student with Other Health Impairment.” An individual-
ized educational program was developed which included resource room, 
counseling, and occupational therapy. An independent neuropsychological 
evaluation performed at age 8 revealed average to superior scores on both 
intelligence and achievement tests. Behavior surveys, however, illuminated 
many areas of difficulty. Clinically significant levels of maladjustment were 
confirmed on Olivia’s self- report and parent and teacher versions of the 
third edition of the Behavior Assessment System for Children. Rankings 
in the Behavioral Symptoms Index depicted extremely serious concern, as 
did scores in the following areas: somatization, internalizing problems, 
atypicality, withdrawal, and anxiety. While teachers and parents endorsed 
significant rankings in the realm of hyperactivity, Olivia did not recognize 
those behaviors in herself. The neuropsychological report confirmed the 
diagnosis of ADHD (combined presentation) as well as generalized anxiety 
disorder. She was given medication for ADHD, which was administered 
only on school days.

At age 9, Olivia was frequently complaining of headaches and stom-
achaches and was becoming school avoidant. She began showing increased 
reluctance to leave the house and was developing an intense fear of bugs. 
Long sleeves were worn on a daily basis, she refused to play outside or go 
to the park, and any obligatory or unavoidable time outdoors was spent 
scanning the skies for flying insects and inspecting the sidewalks for their 
shadows. Her fear of bugs was on high alert during the warmer months, as 
insect life was just awakening from a cold dormant winter when she could 
forget her fears. Schowalter (1994) reports that the easier it is to avoid the 
feared stimulus and the less disruptive to the child’s life, the less likely she 
will be to tell others about it. Augustyn and Hermann (2017) and Hitch-
cock et al. (2010) indicate that overcautiousness, avoidance, freezing, irri-
tability, angry outbursts, crying, clinginess, tantrums, and running away 
are among a child’s common behavioral responses to the feared stimulus. 
The deciding moment for her parents to seek therapy came when she and 
her family were taking a walk and Olivia suddenly, and blindly, flew into 
the street to avoid a bee.

Session 1

Olivia’s first session used child- centered play therapy to orient her to the 
therapist and the therapeutic process. She announced that she wanted to be 
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a science teacher or an animal rescuer when she grows up, and although she 
likes animals, she is afraid of bees; adding that the warm weather is begin-
ning to bring them out. High- activity levels resulted in an active, fast-paced 
exploration of the playroom and the handling and discarding of toys after a 
brief investigation. When the session ended, Olivia’s parting comment was, 
“You understand me.”

Session 2

The mother participated in the session with Olivia and helped identify her 
fears in order to create a hierarchy for use in treatment.

Session 3

Whenever Olivia arrived at this psychologist’s office for a play therapy ses-
sion, she would frantically run from her car to the office with arms wav-
ing so as to keep possible winged creatures at bay. Once inside, she would 
inspect the waiting room for pesky insects. Olivia declared that she was 
“petrified of bugs, spiders, and flying bees.” Discussion provided a form 
of imaginal exposure where she was encouraged to give details of her har-
rowing insect experiences. She asked this therapist to google which colors 
bees are most attracted to, so that she could avoid wearing clothing with 
those colors.

Session 4

Playful exposure utilized a systematic desensitization trial and reinforced 
practice, where this psychologist introduced plastic spiders and bees that 
were kept at an 8-foot distance from the table where she was working. 
Olivia’s engagement in an arts and crafts project she chose served as a 
pleasant incompatible response, allowing the bugs, which she described as 
“gross,” to gain closer proximity (e.g., successive approximations) through-
out the session. Before leaving, Olivia was able to hold the plastic bugs in 
her hands.

Session 5

In vivo exposure was attempted in an outdoor session where Olivia and 
this psychologist walked around the block holding the plastic bugs from 
the week prior. When a flying insect cast a shadow on the sidewalk, Olivia 
grabbed the therapist around the waist. In order for exposure to be suc-
cessful, it was critical that Olivia experience the anxiety, rather than 
being shielded from it or allowed to escape. Therefore, it was decided that 
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the outdoor session would continue for an additional 10 minutes before 
returning inside to the office. Although the therapeutic technique referred 
to as “flooding” would have required Olivia to remain fully immersed in 
the activated fear situation until the fear and physiological responses had 
faded, this psychologist used a modified approach and maintained the out-
door experience for only 10 minutes. Once in the playroom, Olivia agreed 
to let the psychologist take the plastic bugs from her and hide them in the 
sandtray. She was instructed to dig them up with her hands; a task she 
resisted only marginally.

Session 6

In vivo exposure was repeated again; this time Olivia and the therapist 
went to the garden to look for bugs. Olivia was often startled by the slight-
est movement of a leaf, clutching the therapist for relief. The therapist did 
not return the embrace, particularly because she did not want to provide 
escape from the anxiety Olivia was experiencing. While Olivia insisted on 
using an implement to dig up soil, she was challenged to use her hands. 
Upon return to the playroom, Olivia was shown two real, but dead, bugs 
that were among a collection this psychologist accrued exclusively for this 
purpose. Olivia was asked to look through the magnifying cover in order to 
inspect them at close range and to discuss what she noticed.

Session 7 (the Same Week)

Olivia was brought in for treatment a second time that week, as summer 
was near, more bugs were about, and she was going to be attending day 
camp. A return to the garden was on the agenda to implement in vivo expo-
sure, reinforced practice, and systematic desensitization. Although Olivia 
used a trowel for digging, her hierarchy required that she do so without 
gloves. She trembled at the thought of handling weeds. Modeling and ver-
bal instruction were provided by the therapist: “I don’t like dirt or bugs or 
things that move in the ground but I can do this and I will be okay” (Ollen-
dick, Hagopian, & Huntinger, 1991). Positive reinforcement was given for 
each effort Olivia made. Upon return to the playroom, her task was to 
search for the 26 plastic insects hidden in the sand. Once accomplished, 
Olivia was challenged to repeat the assignment, but this time blindfolded! 
She did. Several times during the trial she screamed as her fingers wandered 
beneath the sand. After all 26 insects had been found, Olivia coyly offered 
that her shrieks were “half real and half fake.” She also said that she had 
been sleeping in her own bed the past three nights; something she had not 
done in over a year.
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Session 8

Olivia asked to play the game “Operation.” While her choice could have 
been a purely child- centered one, this psychologist elected to continue the 
prescriptive model of exposure and moving up the hierarchy, placed a real 
dead bug from the collection on the game board. The goal of the game is 
for the players to perform an “operation” by removing small plastic body 
parts from the “patient” without setting off the vibrating buzzer that sig-
nals the player is “out.” The effect of a player getting “out” created such a 
loud buzz and palpable vibration that the bug actually rambled across the 
board as though imbued with life. Olivia laughed and cringed at the sight 
of the moving corpse.

Session 9

With camp starting the next day, psychoeducational input was added to 
the treatment plan. The game called Interactive Amazing Bugs was intro-
duced. This game offers auditory information about different insects, and 
button selections provide specific facts depending on one’s area of interest. 
The game was used to challenge Olivia’s cognitive distortions about the 
amplified dangers and powers of bugs. She was given homework to watch 
YouTube videos of bugs.

Session 10

Olivia did not tackle the homework assignment from the previous week 
and was urged to try again. Camp had started over a week earlier, and 
she was spending her days indoors with administrative staff. One day, 
when all campers were required to go outside for a group photo, Olivia 
was in such a hurry to get it over with that she ran and tripped. Manag-
ing her scraped knees and rising despair, she carefully wedged herself 
in a line between two of the tallest campers, thereby guaranteeing that 
any determined bee would find them first and she would be spared their 
dreaded sting. Once the photo was taken, Olivia quickly returned to her 
niche indoors and moved her things to the camp nurse’s office for the 
remainder of the day.

During the session, Olivia sheepishly recounted an incident that had 
occurred over the weekend when her family was taking a short trip in their 
van. Olivia was sitting in the back row with one sibling, and two were in 
the middle row in front of her when she suddenly discovered, what she was 
convinced was a wasp; trapped, flying, and seeking its escape. Olivia pan-
icked and tried to open the car door as her father was driving at a high speed 
on the highway. In her attempt to kill the dreaded creature, she unbuckled 
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her seatbelt and wildly began swatting the air, injuring a younger sibling 
in the process. The commotion forced her father to pull off the road, and 
as Olivia leapt out of the car, the moth (apparently “disguised” as a wasp) 
followed. Embarrassment and humiliation followed as well.

As Olivia recounted this story, she absentmindedly began hiding bugs 
in the sand for the therapist to discover, and when that activity was over, 
she asked to play the interactive bug game again. Proudly, she announced 
that she had been sleeping in her own bed every night; a bonus that was 
accomplished with her reduced fear and anxiety.

Session 11

Olivia said that the videos made her more frightened, and so she stopped 
watching. She also stated that, while at camp, a bee came near her on the 
jungle gym. She closed her eyes, clung to the bars, used self-talk, fought the 
urge to jump off, and waited until it flew away. Cognitive restructuring at 
work!

Session 12

Olivia reported that during the week, when a bug flew near her, she closed 
her eyes and it left. If she had been in a therapy session at that time, she 
would have been instructed to keep her eyes open in order to prevent escape 
from the anxiety.

Session 13

Olivia observed the psychologist handle the crispy dead bugs from her per-
sonal collection and hold them in the palm of her hand. Olivia petted the 
cicadas, water beetle, and the disconnected tail of a dragonfly before decid-
ing to make slime for the remainder of the session.

Session 14

Olivia reported that she was taking part in all family activities, both indoors 
and out. She reached the eighth level on her hierarchy; staying outside and 
remaining still with eyes open, in the presence of any flying insects. Her 
ninth level was to have a bug land on her, an occasion that could not be 
orchestrated during a session, and her tenth level was most certainly not 
advised: to be stung by a bee. Therefore, Olivia, her parents, and this psy-
chologist agreed that her steady rise up the fear ladder was successfully 
completed.



fears and phobias 69

Session 15

By Session 15, Olivia reported that she was no longer afraid of bugs and was 
still sleeping in her bed every night. The end of the summer coincided with 
significant therapeutic progress in both her fears and sleep hygiene, and 
as such, therapy sessions moved from weekly to every third week. At this 
time, progress has been maintained for over a year, and monthly sessions 
are primarily check-in opportunities to assess ongoing friendship issues.

Empirical Support for the Intervention

Cognitive‑Behavioral Therapy

Determining the most efficacious treatment to use with a specific client 
requires that the clinician be knowledgeable about many of the recognized 
empirical approaches and choose the prescriptive model that is the best 
match for that patient’s characteristics and particular fear. The goal of pre-
scriptive play therapy using CBT for fears and phobias is to coerce a fear 
response and to challenge catastrophic thoughts so that new information 
and perspectives can be acquired to reframe the emotional network, lead-
ing to the extinction of the anxiety response. Hitchcock et al. (2010, p. 7), 
in their literature review of empirically supported treatments, report that 
“cognitive behavior therapy is often an effective first line of treatment for 
social anxiety disorder with response rates as favorable as pharmacother-
apy treatments.”

Systematic Desensitization

The primary goal of systematic desensitization is to reduce anxiety so that 
avoidance behavior can be eliminated (Davis & Ollendick, 2005). Desensi-
tization is accomplished using three steps: (1) teaching the child to relax his 
or her thoughts and body, (2) developing a hierarchy of feared objects or 
situations, with those at the bottom representing the least provocative and 
those at the top the most upsetting, and (3) providing a trial of exposure 
with avoidance response prevention where the child is instructed to engage 
in a relaxation exercise while the therapist gradually and systematically 
introduces the feared stimuli (either imaginal or in vivo). When relaxation 
is not feasible, other forms of engagement such as humor or play can elicit 
competing, pleasant responses that become a counterconditioning obsta-
cle to the anxiety response. A review of outcome research indicates that 
between 68 and 83% of participants achieved benefit from exposure with 
response prevention and that the gains were maintained long term (Rowa, 
Antony, & Swinson, 2007). The therapist using relaxation must be cogni-
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zant, however, that relaxation may be contraindicated in cases of vasovagal 
response due to the risk of a decrease in heart rate and blood pressure. 
Instead, graded exposure that includes applied muscle tension would be a 
safe alternative (Orenius et al., 2018).

Reinforced Practice

Reinforced practice is considered a well- established treatment for phobia 
(Davis & Ollendick, 2005). Repeated, controlled, graduated practices 
allow one to approach the feared object at first from a distance and then 
from closer vantage points, while recognizing that no ill has come from 
it. While reinforced practice may successfully induce behavioral change, 
the physiological and cognitive symptoms of the fear response may remain 
unchanged.

Participant Modeling

Participant modeling is a vicarious learning experience aimed at chang-
ing the behavioral and cognitive component of a phobic response through 
observation of a model. It is described by Davis and Ollendick (2005, 
p. 150) as having “well- established empirical status.” It subsumes that 
learning can occur vicariously as a patient watches a relaxed model inter-
act with the feared object without any resulting negative outcome. The 
therapist instructs the child in how to copy those interactions both verbally 
and physically, with the eventual realization that an aversive outcome was 
not produced.

Immunization refers to positive modeling interactions with the feared 
stimulus which can immunize children against future vicarious fear learn-
ing. Askew et al. (2016, p. 288) observe that “fear reduction was greater 
when the fear reversal pathway matched the acquisition pathway.” The best 
prognosis can be achieved when the pathway of selected treatment (i.e., 
verbal learning, observational learning) matches the fear learning pathway 
that initiated the fear response.

Conclusion

Fears and phobias are ubiquitous in children. Some are inborn and have 
been ascribed to genetics. They are the result of ancestral influences where 
skills once needed for survival were passed down through the generations. 
They unfold at different points in a child’s development and give rise to 
fears that are characteristic of children at specific ages. Other fears develop 
through experience, either directly or indirectly. A child may personally 
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endure a frightening situation, or may vicariously witness somebody in 
distress. Each of these scenarios has the ability to impact the child and 
generate fear. When there is an excessive and persistent fear that interferes 
with daily functioning and has lasted at least 6 months, the child may be 
among the 10% of cases where a fear evolves into a phobia. The earmark 
of a phobia is that the child, at all costs, tries to avoid the dreaded object or 
situation and is consumed with thoughts about its danger.

Empirically based treatments aim to reduce or eliminate the avoid-
ance associated with those fears. They focus on physiological responses 
of fear as well as one’s thoughts and behaviors. Several empirical methods 
are available to the clinician, with most relying on exposure, relaxation, 
therapist feedback, and cognitive restructuring. Although many of these 
strategies have a verbal component, the experienced play therapist will find 
ways to engage the phobic child with playful interactions, toys as facsimiles 
of the actual feared objects, and humor. The therapist will also be in a posi-
tion to support the parent, ensuring that clinical treatment is aligned with 
home expectations. When a parent understands the rationale behind the 
chosen methods and her role in the process, she will recognize how to help 
her child take the necessary risks to extinguish the fear.
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Description of the Disorder

Obsessive– compulsive disorder (OCD) is a neurobiological disorder that 
impacts young children through adults; in the absence of treatment, it can 
be debilitating and chronic (Rosa- Alcazar et al., 2017). It is characterized 
by repetitive, intrusive thoughts of excessive worry that cause an anxious 
response, followed by a behavior engaged to give relief to those repetitive 
thoughts, a behavior the child feels compelled to engage in (American Psy-
chiatric Association, 2013). Although OCD is a neurobiological disorder 
of the child, it is also a disorder of the family (March, 2007). The pattern 
can be the basis of formed rituals that interfere with a child’s academic 
performance, their social and emotional development, play and sleep, fam-
ily gatherings, and functional activities of daily living. For many children 
and their families, these symptoms eat up valuable family time and cause 
significant emotional distress for the child, their parents, and their siblings 
(March, 2007). It is a highly stressful and emotionally disruptive expe-
rience for everyone in the child’s life— parents, siblings, extended family, 
and teachers and peers at school. Often the situation becomes worse when 
adults attempt to intervene to hurry or dissuade the ritual process. Children 
become emotionally dysregulated, and more time may be spent managing 
meltdowns than on the ritual itself. Thus, many parents become enablers, 
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accommodating the process rather than constructively aiding their child 
(Lebowitz, 2013).

OCD, an anxiety disorder, has been found in children and adoles-
cents with prevalence rates of 1–2% of the population (Rosa- Alcazar et 
al., 2017; Myrick & Green, 2012) and is compounded by genetic factors, 
environmental exposure, and the child’s own temperament (Hill, Waite, & 
Creswell, 2016). Often children of anxious parents or grandparents also 
suffering from OCD will be more likely to have the disorder. A child who 
has experienced a difficult life event— trauma, grief and loss, or vicari-
ous trauma experiencing anxiety- producing information from television or 
the Internet—can be at risk of developing OCD symptoms. Additionally, 
a child’s own temperament, being highly cautious, can be a risk factor for 
OCD (Hill et al., 2016). This chapter presents DREAM AWAY, a flexible, 
manualized prescriptive play therapy approach to treating young children 
with OCD, utilizing cognitive- behavioral play therapy (CBPT), considered 
the best practice for OCD treatment.

The most widely researched psychological treatment for OCD in chil-
dren is cognitive- behavioral therapy (CBT), which integrates cognitive 
therapy (CT) with exposure and response prevention (ERP) (Barton & 
Heyman, 2016; Farrell, Schlup, & Boschen, 2010; March & Mulle, 1994, 
1995, 1998; Myrick & Green, 2012; Strimpfel, Neece, & Macfie, 2016). 
CT involves identifying the irrational thoughts and beliefs leading to emo-
tions and behaviors (Knell, 1998); ERP refers to exposure the stimulus 
for those thoughts, imaginary or in vivo, while inhibiting the irrational 
behavioral response (March & Mulle, 1995). However, though there is 
significant research showing the effectiveness of CBT with ERP as a treat-
ment for OCD, many children and adolescents do not respond (Lebow-
itz, 2013). As many as half of the clients continue to suffer from OCD 
symptoms after participating in therapy. CBT has as its basis the verbal 
processing of beliefs, thoughts, and behaviors. It emphasizes the impact of 
irrational or maladaptive beliefs on thoughts and feelings, and the meaning 
from these beliefs that one ascribes to life events, to be at the core of the 
therapy (March & Mulle, 1998). For CBT to be effective, clients must be 
able to distinguish between what is illogical thinking and what is rational 
thinking (Knell, 1998, 2009). Young children may not be developmentally 
capable of making this distinction or able to verbally communicate their 
inner thoughts and beliefs, contributing to the lack of response to CBT by 
so many children. Knell (1998, 2009) recommends adapting CBT for young 
children into play therapy. “Cognitive Behavioral Play Therapy . . . is based 
on the cognitive theory of emotional disorders and cognitive principles of 
therapy, and it adapts these in a developmentally appropriate way. It is sen-
sitive to the developmental issues of children and emphasizes the empirical 
validation of the effectiveness of interventions” (Knell, 2009, p. 119).
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In research for evidence- based treatments, a manual format may be 
developed with prescribed goals and techniques, specific to each session or 
phase of treatment, to be used to ensure uniformity across therapists and 
to minimize variability, thus improving the reliability of outcomes. Sev-
eral manualized approaches using CBT have been developed, studied, and 
found to be valuable in the treatment of OCD in children and adolescents 
(Kendall & Hedtke, 2006a; March & Mulle, 1998). In clinical practice 
rather than in research studies, however, some variability or flexibility in 
the application of the process may be needed. March and Mulle (1998) 
identify the importance of modifying the manualized therapy to the thera-
pist’s personal style and to the developmental stage of the child to increase 
positive outcomes from the intervention. Strimpfel et al. (2016) stress the 
need to attend to the unique characteristics of each individual child client 
when engaging in CBT manualized treatment for OCD. All children have 
their own OCD symptom manifestations and symptom clusters that are 
as unique as all children are themselves. Strimpfel et al. emphasize that 
the use of manualized approaches has merit, but that flexibility in appli-
cation is also warranted. Kendall, Gosch, Furr, and Sood (2008, p. 987) 
stress “flexibility with fidelity,” utilizing clinical expertise and judgment 
to modify, expand, or otherwise enhance an evidence- based approach to 
improve the outcome for a specific client. Understanding the child and his 
or her interests and passions can enhance the outcome of the therapy while 
still following the prescribed steps of the treatment protocol.

Rationale for Prescriptive Play Therapy

Prescriptive play therapy (Schaefer & Drewes, 2016; Schaefer, 2011; Gil 
& Shaw, 2009) is an approach to play therapy that customizes a unique 
treatment from a variety of techniques and supporting theories to meet the 
child’s individual needs. It is a problem- focused intervention, specifically 
designed to address the issue that brought the child or adolescent to ther-
apy, rather than being more globally focused on improved development or 
adjustment. Schaefer and Drewes (2016) offer six core principles or tenets 
of prescriptive play therapy:

1. Individualized treatment: for both the disorder and the child.
2. Differential therapeutics: play therapy inclusive of diagnostics; 

maintaining the premise that some play therapy modalities are more 
effective for certain children and for certain disorders than others.

3. Transtheoretical approach: eclectic, pulling together three criteria 
to avoid random eclecticism: empirical evidence, clinical experi-
ence, and the desires of the client.
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4. Integrative psychotherapy: combining two or more theories of psy-
chotherapy into a unified, comprehensive intervention.

5. Prescriptive matching: finding the best therapeutic intervention 
to reduce or remove the cause of the presenting problem. It is the 
initial diagnostic assessment that is undertaken to identify, when 
possible, the specific cause of the difficulty in order to select an 
appropriate theoretical match.

6. Comprehensive assessment: to provide clear understanding of the 
client, his or her family, and the source of the problem to inform 
treatment and parents.

Prescriptive play therapy is an approach to treating OCD in children 
that can map to CBT approaches through play. The mechanisms and change 
agents of play are engaged in a CBT structure to bring about the anticipated 
change in the child.

In play therapy, we look to the therapeutic powers of play (Drewes 
& Schaefer, 2011; Schaefer & Drewes, 2013) to identify what elements to 
weave into the play to affect the desired results. The four specific thera-
peutic powers of play have multiple core elements of change (Schaefer & 
Drewes, 2015, pp. 232–233):

1. Facilitates communication
a. Self- expression/self- understanding
b. Conscious thoughts and feelings
c. Access to the unconscious
d. Direct teaching
e. Indirect teaching

2. Fosters emotional wellness
a. Counterconditioning of negative affect
b. Abreaction
c. Catharsis
d. Positive emotions
e. Stress inoculation
f. Stress management

3. Enhances social relationships
a. Therapeutic relationship
b. Attachment
c. Social competence
d. Empathy

4. Increases personal strengths
a. Creative problem solving
b. Resiliency
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c. Moral development
d. Accelerated psychological development
e. Self- regulation
f. Self- esteem

Prescriptive play therapy, a useful, pragmatic approach (Schaefer & 
Drewes, 2016), invokes the therapeutic powers of play, along with best- 
practice guidelines, for optimal treatment results for young children. Best 
practices as an overlay to the play therapy theory or technique employed 
by the prescriptive play therapist can “get the job done with an individual 
case in the most cost- effective manner” (p. 233). In this context, Schaefer 
and Drewes listed best- practice guidelines with evidence- based support for 
multiple disorders, to direct prescriptive play therapy practice. They iden-
tified CBT with ERP, utilizing the March and Mulle (1998) manualized 
approach, as the best- practice intervention for OCD.

DREAM AWAY OCD in Young Children

DREAM AWAY OCD is a process specifically combining play therapy 
theory with best practices for treatment of OCD. It allows prescriptive play 
therapists to present interventions in an accessible format, to create a treat-
ment foundation, and to clearly communicate the experience of managing 
OCD for their client families. It enables therapists to organize treatment 
plans and to enhance the process of planning for the prescriptive play ther-
apy for OCD.

DREAM AWAY is an acronym for the therapeutic activities that a 
child and their parents may engage in to manage OCD. It is prescriptive in 
that it calls upon the basic tenets of prescriptive play therapy to accomplish 
the goals of the client. We have identified a library of interventions that 
engage the therapeutic powers of play, categorized by their specific anxiety 
management technique, and we have organized them under the acronym 
DREAM.

D: Deep breaths— fun and silly diaphragmatic breathing activities.
R: Relaxation techniques— focus games, mindfulness activities, yoga 

poses, and guided imagery.
E: Exercise— cardio activities to affect regulation.
A: Alter your thoughts— playful activities to change negative, repeti-

tive thinking.
M: Manage your body— improve the mind–body connection and body 

posture through games and playful activities.
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AWAY is an acronym to help clients and their families remember the 
steps to exposure response prevention.

A: Approach it; don’t avoid it! Contradict the usual avoidance or 
enabling tactics children and parents engage in to manage OCD.

W: No WAY! Confront irrational, demanding, compelling thoughts.
A: About face! Do something other than what OCD is telling you to 

do.
Y: Yippee! You did it! Celebrate and reward efforts.

DREAM AWAY is also a mnemonic for the child, providing a way to 
enhance memory in times of OCD episodes that flood the problem- solving 
process and make choices more difficult. Mnemonics are an educational tool 
for remembering lists of information such as states and capitals, for example. 
Employing that device to enhance coping during the stress of treating OCD 
allows parents a coaching tool, as well as a memory tool for the child.

Designed as a prescriptive play therapy intervention for the child with 
OCD, DREAM AWAY OCD is an advanced play therapy process. Although 
most play therapists identify themselves as “eclectic” (Schaefer & Drewes, 
2009), training to be a thoroughly eclectic, prescriptive play therapist takes 
time and investment. A versatile, prescriptive play therapist, in reference to 
the basic tenets of prescriptive play therapy detailed above, is required to be 
versed in most play therapy theories and associated techniques, appropriate 
child development, abnormal psychology and psychopathology (potentially 
inclusive of psychological testing), and the developmental assessment of 
interpersonal relationships, attachment, and neurobiological disruptions. 
One must be trained in differential diagnosis— that is, what distinguishes 
one diagnosis or syndrome from another. For example, trauma reaction 
(posttraumatic stress disorder) in children may have symptoms similar 
to ADHD, learning disabilities, depression, anxiety, oppositional defi-
ant disorder, dysregulated mood disruptive disorder, or OCD. Therefore, 
one needs to be invested in staying current in the psychological literature. 
Finally, a prescriptive play therapist must develop keen clinical observation 
skills to take what is presented by parents, teachers, and the child, woven 
together with the knowledge, information, and experience gained in prac-
tice, to arrive at the underlying cause of the symptoms, which is at the core 
of prescriptive play therapy (Schaefer & Drewes, 2016).

Parent Involvement

At the core of prescriptive play therapy practice and DREAM AWAY OCD 
is parental involvement throughout the treatment process. It begins with an 



Obsessive–Compulsive Disorder 79

assessment process that is extended, developmentally appropriate, cultur-
ally informed, and inclusive of family members (Gil, 2011). Taking time 
to complete an exhaustive assessment of the child and the child’s family 
system, the prescriptive play therapist obtains the information appropri-
ate to complete a unique, individualized diagnosis and treatment plan that 
purports to be shorter in duration and more cost- effective overall (Schaefer 
& Drewes, 2009; Gil, 2011).

DREAM AWAY incorporates an initial parent- only consultation, a 
family dyadic assessment, a play-based assessment, and treatment plan 
consultation into the overall process. The initial consultation allows the 
therapist to collect valuable information about family history, child his-
tory, the history of specific symptoms manifested by the child, and the way 
the family currently responds to the child’s needs. In this consultation, one 
can understand the role that OCD plays in the family system and how that 
role is enabled by family members. The prescriptive play therapist explains 
the assessment process and treatment planning to the family and gives the 
rationale for the process to gain their support.

A family dyadic assessment— parent and child— following the recom-
mended assessment process from Theraplay (Gitlin- Weiner,  Sandgrund, 
& Schaefer, 2000; Munns, 2000), observes interpersonal relationships, 
attachment, OCD symptoms, and parental accommodation of OCD 
symptoms. These are identified through the Marschak interactive method 
(DiPasquale, 2000; Lindaman, Booth, & Chambers, 2000). The therapist 
observes family dyads with the child and parent(s) or larger groups, includ-
ing siblings, completing individualized, playful tasks assigned by the thera-
pist that provide diagnostic information on the cause of the child ś disorder. 
Individualization of the tasks is drawn from the initial consultation with 
the parents and the experience and training of the clinician. Creating a 
video of the assessment for review, possible supervision, and ultimate shar-
ing with the parents in the treatment planning session are useful additions.

Another phase of assessment entails nondirected play time for play-
based observation. Through the play, the prescriptive play therapist seeks 
affirmation of an hypothesized diagnosis from previous assessment encoun-
ters and assesses the child’s ability to engage in play (Stagnitti, 2013), the 
manifestation of OCD in play, and any comorbid symptomology that may 
exist. The nondirective assessment time also furthers rapport and solidifies 
the therapeutic alliance.

In DREAM AWAY OCD, the therapist develops an individualized treat-
ment plan and shares it with the parents, enlisting their cooperation and 
participation as cotherapists. Parents are the key determinant in the outcome 
of therapy with young children (Nash & Schaefer, 2010). Enlisting them as 
cotherapists ensures continued investment in the therapeutic process, prac-
tice of interventions at home, and a speedier decline of OCD symptoms.
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Unlike the manualized CBT approach, DREAM AWAY encourages an 
active cotherapist role for parents in the treatment of OCD. With younger 
clients, parents may be invited to participate actively in the playroom. With 
school- age children, parents may be included after playtime and briefed 
on progress in session and on their role for the week ahead. With regard 
to playtime, there is a parent orientation that includes specific training in 
playroom interaction, communication, and demeanor, borrowed from filial 
therapy (Guerney, 1964). Parents are also taught how to be active partici-
pants in the modeling of coping skills and anxiety management techniques 
(Knell, 2009), including emotional regulation: noting their own emotional 
state, verbalizing those feelings, and then actively modeling physical and 
emotional regulation (Dion, 2018).

Case Vignette: Jake and the Big Feelings

Jacob (Jake) was a 4-year-old male, member of a family of four with one 
younger brother. Jake was not new to therapy: he had received physical 
therapy at age 9 months to aid in learning to crawl; tubes in his ears at 20 
months due to infections; speech therapy at 3 years of age (and continu-
ing) for pronunciation and expressive language; and occupational therapy 
at 4 years of age for sensory processing disorder and fine motor skills. His 
family revealed a history of anxiety disorders from both extended fami-
lies. Parent consultation indicated a growing pattern of obsessing about 
“being frightened, refusing to return to usually visited places— school, 
tumbling, shopping, or to visit family.” He was crying more, having fre-
quent, public emotional meltdowns, and experiencing shame over his 
behavior (“Don’t tell Daddy I cried”). When parents probed Jake about 
what was upsetting him, he responded, “I can’t say it!” After the initial 
parent consultation, family dyad sessions with mom and dad, and two 
play-based assessment sessions, OCD was diagnosed. The therapist devel-
oped a prescriptive play therapy treatment plan incorporating DREAM 
AWAY and reviewed it with the parents. The therapist held an orientation 
meeting with the parents, in which they learned filial therapy techniques 
and synergetic play therapy techniques about emotional regulation for 
participating in the playroom.

The first session introduced OCD and self- regulation to Jake through 
puppets. Jake chose the pig as the client, and the therapist chose the fox 
to be the doctor. Jake became dysregulated at the “sight” of the fox (“He 
looks too scary!”) and began to inch away and tear up; the therapist asked 
Jack that if we put the fox away for today could another puppet be the doc-
tor? Jake nodded, still dysregulated, hugging his puppet and his mother. 
The therapist modeled regulation (Dion, 2018) by verbalizing the feelings 
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in the room: “I am feeling nervous about the fox puppet; I’m going to take 
a deep breath.” The, taking deep breaths, rocking back and forth sitting 
on the floor, the therapist taught Jake how to regulate. Jake began to mir-
ror the rocking gently, and when directed, he chose a boy puppet to be the 
doctor. The puppets told a story about OCD and how it made a pig feel. 
Jake joined in with excitement: “I feel that way too!” Because of this self- 
awareness, the play therapist proposed that Jake give OCD a pretend name 
(usually a second- session activity). His mother suggested “Meanie,” and 
Jake decided on “Poopyhead,” which produced a round of giggles. He drew 
a poop emoji on the art board and called it “Poopyhead.” Poop emojis were 
added to the Playbook activity sheets and deposited stickers of the same for 
use on his behavior sheets.

The first sessions involved direct teaching of anxiety management and 
self- regulating techniques, along with gentle exposure for Jake to practice 
them. His parents alternated bringing him to his therapy sessions and were 
highly coordinated in their communication with each other and with the 
play therapist. They engaged diligently in rehearsing each new skill and 
keeping track of progress. In Session 2, Jake helped identify his OCD stim-
ulus and created the hierarchy. He coined the term big feelings and spoke 
about when he felt them. Again, this surprised his parents, as he couldn’t 
talk about what troubled him before. It appeared that in the playroom he 
felt safe and confident enough to tell what was giving him big feelings. 
He identified four things that he obsessed about: scary pictures; the dark; 
being away from Mom and Dad; and going to preschool. He colored fear 
thermometers (Kendall & Hedke, 2006b) with animals marking the level 
of fear: as big as a mouse, as big as a dog, or as big as an elephant. He 
identified fear of the dark as between a mouse and a dog; fear of going to 
preschool as a dog; fear of being away from Mom and Dad as a dog; and 
fear of scary pictures in books as bigger than an elephant. Because his par-
ents had reported somatic symptoms accompanying OCD, I had the doctor 
puppet come and explain why some pigs get stomach aches when they have 
big feelings and why sometimes when they are thinking about something 
that gives them big feelings, their tummy starts to rumble, telling them that 
big feelings are coming— get ready! The doctor puppet introduced the D 
of DREAM AWAY—“deep breathing as a way of listening to one’s tummy 
and taking charge of big feelings”—with Bubble Breaths (Goodyear- Brown, 
2002), the Smell the Flowers technique (E. Moberg, personal communica-
tion, 2014), and Bunny Breaths (Gruber & Kalish, n.d.). Jake chose Bunny 
Breaths but changed them to “dog sniffs” instead. It became the metaphor 
for “sniffing out OCD.” His father picked up a dog puppet: “Let’s sniff out 
what’s going on in that tummy . . . ” and “Let’s sniff around like [their dog] 
and see if we find out what all these big feelings are about.” It made practic-
ing easy and fun at home using the family dog to sniff out OCD, and Jake 
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talked about “big feelings” without being prompted. His parents reported 
progress immediately. Jake was still emotionally dysregulated and reactive, 
but he could speak of the feelings.

The play therapist encouraged more practice with ERP and introduced 
more DREAM elements in the following four sessions: relaxation tech-
niques, exercise, and activities geared at altering his thinking. He chose 
yoga poses to practice with his mother and reading the book The Boy and 
the Bear (a guided relaxation for children) as his relaxation practice. Jake 
and his mother read The Boy and the Bear in the playroom and began 
exposure to darkness by turning off the lights with only natural light from 
a window. Jake became anxious, and we practiced relaxation with a bear 
puppet. When he was ready, he lit candles and turned off the lights. Mom 
read the story, while Jake and the play therapist each chose a puppet to be 
the boy and the bear. When we finished, Jake asked his mom to read the 
story again and then asked if they could take the book home. The book 
became the practice activity for the week, along with a link to the story for 
Jake to listen to whenever he liked.

Next session, yoga poses were chosen from two sources: Yoga Pretzels 
(Gruber & Kalish, n.d.) and The ABCs of Yoga for Kids (Power, 2010), 
both of which were child- oriented decks of cards. Jake and his parent prac-
ticed three poses—tree, dancer, and mountain— and made a routine to 
music as part of the prescriptive intervention. The therapist asked Jake to 
decide what fear he wished to work with, and he chose darkness. He began 
breathing slowly, “This is how the bear breathes,” he said. With direction 
from the therapist, he closed the blinds on the window and shared that 
made him have big feelings, “but I can handle it,” he said. He decided how 
many candles to put out, and then he turned out the lights, just briefly. 
With the lights back on, Jake and the therapist did the yoga routine, took 
deep breaths, and then repeated turning the lights out. Running to turn on 
the lights, Jake shouted with surprise, “My big feelings are gone!” Parents 
reported that by following the yoga routine, practicing breathing, and lis-
tening to The Boy and the Bear, Jake approached bedtime more easily.

Identifying cardio exercises— the E in DREAM—was next accom-
plished. Jake received a bicycle for his fifth birthday, so he decided he 
would ride his bike in their neighborhood ¨fast–fast¨ and Mom and Dad 
would run beside him. Also included in his team were mini- trampoline 
jumping and dance party with Mom for rainy days.

Altering negative thoughts—the A in DREAM—is a more complex 
topic for young children who may not be developmentally able to identify 
what they are thinking. Once Jake became involved in treatment, this was 
less and less of a difficulty for him. Jake made good use of “Poopyhead,” 
getting sharing what OCD was telling him. The play therapist implemented 
several techniques— Change the Channel (Goodyear- Brown, 2002), My 



obsessive–compulsive Disorder 83

Personal Remote (Copeland, 2013), and Talk Back to Poopyhead (Huebner, 
2007)—that Jake could use when he was flooded with negative self-talk. 
His parents were prompted to state, “I spy Poopyhead,” or “Do you hear 
Poopyhead?” They reported that after such prompts Jake would get his 
personal remote, point it at his head, and say, “I don’t have to listen to you, 
I’m changing the channel!”

At Jake’s suggestion, exposure now focused on going to preschool. 
Using both the sandtray and miniatures, he created a school setting and 
his house. The prescriptive intervention taught “magic words”—positive 
affirmations— about school, such as “School is fun”; “I like to see my 
friends and teachers at school”; “I feel safe at school.” The therapist had 
Jake’s mom announce, “Time for school, let ś go.” Jake would say his magic 
words, and they pretended drive to school in the sandtray. Jake took deep 
breaths, said his magic words, and role- played separation from Mom to 
stay at school; she left and came back for him. Jake and his mother repeated 
the intervention multiple times. Both parents reported that the next Sunday 
evening Jake announced he was having big feelings about school the next 
day. He stated that Poopyhead was upsetting his tummy and he was not 
going to let him do it. Jake went to his room, said his magic words, and lis-
tened to the bear story. His parents indicated that there was no abreaction 
and no school refusal on Monday.

Jake was ready for the final activities related to anxiety management, 
those for M— managing your body. Jake had many somatic complaints, 
mostly stomach aches, that would be excuses for avoidance. A pattern of 
sensory processing disorder (i.e., being sensory overstimulated and becom-
ing emotionally dysregulated as a result) was emerging as one trigger for 
his obsessions. Thus, it was important to have coping strategies related to 
sensory and physical management on his DREAM team and to incorporate 
sensory stimulus into the exposure activities. Jake chose Superman as his 
“power pose” (Cuddy, 2012). Not only did this give Jake the experience 
of being Superman, but it also set up a confident posture and opened his 
airways for deep breathing. Jake chose exposure activities that included 
puppets, loud noises, and other “scary” sensory inputs which allowed him 
to create his power pose, complete with cape, and manage the anxiety. 
For home practice, his parents created their own power pose and modeled 
times to “act brave so you feel brave” and to talk about what being power-
ful felt like to them. They were asked to have Jake “be Superman” before 
they gave him anxiety- producing directions, like “time for bed” or “tomor-
row we go to Grandma’s house.”

Now that Jake’s DREAM team was in place, in session he made 
DREAM cards with the coping strategies he preferred before tackling the 
most anxiety- producing stimulus, “scary pictures.” Jake identified each 
kind of scary picture and each location where he saw scary pictures. Each 
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picture was represented by a hierarchy— big as a mouse, dog, or horse. 
Work in sessions proceeded, with ERP using the least fearful picture. Jake 
got ready by choosing his anxiety management strategy from his DREAM 
cards. He approached the fearful picture; said, NO WAY! and did an about 
face to manage the emotional response. Practice at home graduated from 
returning books to his shelf and having him manage his feelings, to open-
ing the books to look at one picture, to gradually looking at the pictures 
and reading the books. Within one week, Jake was tolerating the books at 
home. We alleviated his anxiety about attending preschool story time by 
allowing him to gradually participate in story time from a distance, manag-
ing his reaction, and slowly joining the group as he felt ready.

We celebrated the end of treatment with an exchange of handmade 
gifts, blueberry cake, and his family. Jake made a “scary” picture and 
wrote, “Don’t be afraid!” on the bottom of it. The play therapist made 
him a DREAM AWAY bracelet to remind him to take his team wherever 
he went. After termination, one review session was held with Jake’s parents 
3 months later. They reported that although Jake was not entirely free of 
OCD symptoms, they were relaxed and coping as a family. They felt com-
petent and confident as parents. Jake was happier and also more confident. 
He announced his OCD in a loud voice and indicated what he was going 
to do to manage.

Empirical Support for the Intervention

DREAM AWAY integrates CBPT with nondirected play to form the basis 
of play interventions added to the manualized program, and it allows time 
for unstructured, nondirected play, often enhancing the child’s investment 
in play therapy. CBPT was developed to address the developmental dif-
ficulties children have engaging in CT (Knell, 1998, 2009). While the CT 
treatment process is goal- oriented, time- limited, and structured, CBPT 
strives to maintain a balance between spontaneous play and the teaching 
of skills and coping consistent with CBT. According to Knell (2009), this 
spontaneous– structured play balance in CBPT is a delicate dance. Unstruc-
tured play gives a wealth of information that informs and enhances the 
treatment process, without which “the therapist would lose a rich source of 
clinical information” (p. 124). However, when the play therapy is entirely 
child- driven, the therapist may lose the ability to meet identified goals 
(March, 2007). Movement toward a therapist- prescribed goal is often con-
trary to the tenets of play therapy modalities such as client- centered play 
therapy (Knell, 2009). DREAM AWAY OCD gives the child an explana-
tion of “Sometimes I choose what we play and sometimes you choose,” and 
the child decides who is first.
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Building on the CBPT premise that therapy must include active, pro-
moted generalization of learned coping strategies (Knell, 2009), DREAM 
AWAY increases positive outcomes by incorporating a Playbook of practice 
activities and promoting engagement in ERP outside of therapy. Parents are 
provided a Playbook in which they are given instructions for play-based 
practice activities each week, along with a copy of the treatment plan and 
working therapeutic agenda. The Playbook also contains worksheets for 
tracking obsessive statements and compulsive behaviors, and tools for mea-
suring the intensity of intrusive repetitive thoughts. The Playbook then 
becomes the family’s transition object for using and reinforcing skills from 
therapy in the child’s world.

The CBT manualized approach developed by March and Mulle (1998) 
is considered the best practice for treating OCD in children and adoles-
cents (American Academy of Child and Adolescent Psychiatry, 2012; 
Schaefer & Drewes, 2016). March, however, was not a fan of play therapy. 
In his book for parents, Talking Back to OCD (March, 2007), he recom-
mends that parents avoid play therapy. I believe that March was refer-
ring to a nondirective modality of play therapy where diagnostics, specific 
goals, structure, and cognitive- behavioral techniques are not necessarily 
employed. DREAM AWAY as a prescriptive play therapy intervention fol-
lows CBPT and the format of the evidence- based manualized approach 
with flexibility.

March and Mulle (1998) identified their approach, with exposure being 
the catalyst for improved coping with OCD. The therapy was manualized 
to assure compliance by children and to improve the systematic and con-
sistent application of CBT by therapists in the treatment of OCD (March 
& Mulle, 1995). Many therapists in clinical practice, including play thera-
pists, avoid using a manualized approach, even though such interventions 
are clearly delineated as best practices (Vande Voort, Suvecova, Grown 
Jacobsen, & Whiteside, 2010). They cite concerns regarding the length of 
manual- prescribed treatment and inflexibility in application. In addition, 
many play therapists balk at the prep time, effort, and required inventory of 
materials essential in the planning and execution of interventions in CBPT 
compared to other play therapy modalities. Utilizing an organized system 
of interventions and props, coupled with the flexible application of a man-
ual’s structure, DREAM AWAY addresses these difficulties and integrates 
play therapy and the CBT/ERP manualized approach.

In the March and Mulle (1998) manualized treatment, the protocol 
takes place over 16 weeks, in four steps. Each session provides for review of 
the previous week, restatement of goals, presentation of new information, 
selection of exposure “targets” and practice relapse prevention, and then 
definition of homework for the coming week. The treatment consists of the 
following (March & Mulle, 1995, p. 178):
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•• Week 1: Establish a neurobehavioral framework.
•• Week 2: Make OCD the problem; introduce map metaphors.
•• Week 3: Generate a stimulus hierarchy; identify and teach transition 

zone; anxiety management training.
•• Weeks 4–15: Anxiety management training; ERP.
•• Weeks 1, 6, 12: Parent– child sessions.
•• Week 16: Graduation ceremony.
•• Week 22: Booster session.

March and Mulle encourage assigning OCD a “nasty nickname” 
(1995, p. 178) in Week 2 to externalize the problem. The transition zone 
in Week 3 refers to the stimulus hierarchy elements where the child will 
exercise response prevention. The level of anxiety the child experiences is 
measured in subjective units of discomfort (SUDs) and projected onto a 
fear thermometer with a scale of 1–10. It is recommended that a SUD be 
obtained at each session for each exposure target as well as at home for 
each homework target.

DREAM AWAY utilizes the framework of the above manualized pro-
cess, weaves CBPT techniques into the context of the structure, and then 
individualizes the play interventions for the child. In the first session, for 
example, a doctor puppet might explain to a “client” puppet (chosen by the 
child) what OCD is and why we are talking about it, encouraging the child 
to express through the puppet ways that OCD manifests in his or her life 
(beginning stimulus hierarchy, rapport, and trust building). The child and 
play therapist then change places, the child becoming the explaining doctor 
puppet and the play therapist the client puppet: the child rehearses what 
has been taught about OCD and play therapy; the play therapist models 
for the child listing symptoms and sources of OCD. Bibliotherapy might 
be used to explain the what and why of OCD, with the parent reading and 
the therapist and child acting out the story with puppets or action figures. 
A nickname for OCD is encouraged, and then drawings can be made of 
the character, which can be used as an icon or watermark on the child’s 
practice assignments.

Anxiety management training is done in the form of playful techniques 
and follows the DREAM elements, creating a manual of interventions from 
which to choose: D—deep, diaphragmatic breathing as a first-line calm-
ing strategy for anxiety and self- regulation (Goodyear- Brown, 2002, 2010; 
Lowenstein, 2016; Shapiro & Sprague, 2009); R— relaxation of mind 
and body through play-based yoga, mindfulness, and guided meditation; 
E— cardio exercise play (running, jumping, dancing); A— alteration of 
negative thoughts with prop-based interventions (Goodyear- Brown, 2002); 
and M— management of your body and becoming a superhero against 
OCD (Cuddy, 2012).
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Anxiety management training proceeds with ERP to targets lower on 
the SUDs scale until the child has selected and mastered coping strate-
gies in each DREAM category. When the child has completed his or her 
DREAM world or DREAM team (i.e., has developed skill in each of the 
DREAM categories from which to choose an anxiety management or cop-
ing strategy), ERP intensifies with higher SUDs targets, as identified in the 
manualized approach. We refer to the child as the “boss of their world” or 
“the coach of their team,” and as such, the child determines which skills 
to employ to manage his or her response to the target. Staying in the meta-
phor and transferring responsibility to the child, parents are encouraged to 
coach the child, “I see [OCD nickname], your team needs a coach (or your 
world needs a boss).”

The playroom is an excellent resource for the imaginary or role- played 
exposure identified in the manual. Pretend situations, stuffed and minia-
ture toys, drawings, and puppets can be employed to imitate the stimulus 
object. Each exposure provides an opportunity for the child to experience 
his or her response and to identify how he or she will manage that physical 
or emotional response in the safety of the playroom. As with the manual-
ized approach, when the stimulus hierarchy is exhausted and parents are 
reporting age- appropriate coping with obsessive thoughts, hard work is cel-
ebrated and treatment is terminated.

To assist parents and children in the work outside of sessions, DREAM 
AWAY enlists the behavioral therapy technique of behavioral charts (Skin-
ner, 1938, 1951). Several playful ways to create behavioral charts that 
reward progress toward a goal are available online and in play therapy 
technique books (Goodyear- Brown, 2002; Lowenstein, 2016). Websites 
like Free Printable Behavioral Charts (www.freeprintablebehaviorcharts.
com) offer a huge selection of charts— treasure maps, stairs, superheroes, 
or animal pictures that build up visible and tangible rewards toward a 
grand prize. DREAM AWAY OCD encourages the special privileges as 
nonmonetary, goal- achieving grand prizes. Smaller ones can be positive 
reinforcements for interim achievements, set by the parent and child.

The CBT manualized approach identifies a duration of treatment of 
16 sessions after assessment and diagnosis but indicates that the number is 
dependent on the client’s needs (March & Mulle, 1995). DREAM AWAY 
mirrors the latter and is dependent on the client’s needs, with the duration 
of treatment dependent on the unique progress of the child. Utilizing tech-
niques and training from synergetic play therapy, the therapist can quantify 
each session as to change and progress toward the goal, watching for the 
child’s empowerment to manage his or her inner experience and measuring 
progress toward treatment completion (Dion, 2018).

At the end of the final phase of the CBT manualized approach, clients 
are prepared for termination and graduation. DREAM AWAY also pre-
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pares the child and the parent for discontinuing treatment by reinforcing 
exposure response prevention techniques, building confidence in the child 
that “You can do it!” and preparing parents to coach and support ongo-
ing mastery over OCD. Exposure to uncomfortable situations and events, 
in vivo and in the play room, continues with the tasks being chosen by 
the child and the playful interventions being devised by the play therapist 
and child together. In this way, integration of directive and nondirective 
techniques becomes more fluid and interchangeable as the client progresses 
toward ending treatment.

The last session marks graduation from play therapy. It is a celebration 
of the child’s DREAM AWAY OCD work; the child’s struggle and success 
are honored with food, friends, family, and fun. Children are engaged in 
planning the celebration, choosing the food, inviting friends and family, 
and determining what will be the “fun.” The play therapist is responsible 
for providing the food and the fun. The child is asked to make a farewell 
gift for the therapist. The therapist makes a gift for the child as well to 
exchange at the closing session, as a way of honoring their relationship.

Conclusion

DREAM AWAY OCD, a flexible manualized treatment program for OCD 
in young children, combines CBPT and an evidence- based manualized 
approach in prescriptive play therapy. The treatment worked well for Jake 
and his family. Combining CBPT with an evidence- based treatment, cou-
pled with parent inclusion as cotherapists, this prescriptive play therapy 
approach enhances the ability of younger children to gain control and man-
age OCD by overcoming many of the developmental issues limiting their 
ability to benefit from cognitive therapy. Through the therapeutic powers 
of play, other modalities of play therapy are efficacious in helping to resolve 
many childhood difficulties. However, as demonstrated, DREAM AWAY 
OCD combines CBPT with playful approaches to ERP, mirroring a manu-
alized treatment, in a prescriptive play therapy modality, thereby creating a 
treatment method of choice for OCD in young children.
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Description of the Disorder

Classified as an anxiety disorder, selective mutism (SM) is characterized 
by a child’s inability to speak in particular social situations where there is 
an ability to speak in other scenarios (American Psychiatric Association, 
2013). It is common for children with SM to be highly verbal with family 
at home and for those same children to be silent and incapable of commu-
nication when they go to school or in other social places or events. Studies 
that use physiological indicators to measure severity of anxiety have shown 
that children with SM have higher chronic levels of arousal than children 
with other anxiety disorders (Beidel & Alfano, 2011). Children with SM 
may not appear to be overtly anxious because of their silence, so it is often 
misunderstood. It is important to differentiate SM from trauma- related 
mutism. Children’s sudden mutism in all situations, followed by a trauma-
tizing event, does not meet the diagnostic criteria for SM (Shipon- Blum, 
2015). SM is a mechanism through which children avoid the otherwise 
overwhelming levels of anxiety they feel in specified social settings (Young, 
Bunnell, & Beidel, 2012). It is often accompanied by a variety of comorbid 
anxiety diagnoses, most commonly associated with social anxiety disorder 
or social phobia (Kristensen, 2000). Symptoms of SM are typically detected 
before the age of 5, but the disruption of a child’s normal functioning most 
often begins when the child first enters school (Muris & Olldendick, 2015).

CHAPTER 6

Play Therapy for Children 
with Selective Mutism

Lynn Louise Wonders



selective Mutism 93

Rationale for Prescriptive Play Therapy

The research suggests that cognitive- behavioral therapy (CBT) and behav-
ioral based methods are effective for treating SM in children (Campasano, 
2011), but there are not many randomized control studies available specific 
to SM (Oerbeck, Stein, Wentzel- Larsen, Langsrud, & Kristensen, 2014). 
Given a child’s cognitive developmental stage and the lack of verbal com-
munication, Stallard (2005) explains that the methods of employing a CBT 
or behavioral approach with children are typically modified to adapt to the 
child’s developmental stage and needs. The literature suggests that the inte-
gration of play-based interventions with a cognitive- behavioral approach 
is effective (Bergman, Gonzalez, Piacentini, & Keller, 2013; Busse & 
Downey, 2011) and that when young children with social and academic dif-
ficulties participate in play therapy, there is a significant decrease in social 
difficulties (Su & Tsai, 2016; Lin & Bratton, 2015, Wilson & Ray, 2018).

A number of approaches have been proposed to conduct play therapy 
based on a wide variety of theoretical orientations. The three main catego-
ries for play therapy approaches are nondirective, directive, and prescrip-
tive.

Cognitive- behavioral play therapy (CBPT) is a directive play therapy 
approach that adapts the long- established and effective theoretical orienta-
tion of CBT used widely to treat anxiety in adults. CBPT helps children 
affected by anxiety disorders by using play-based techniques and inter-
ventions that address adaptive changes to thoughts, beliefs, and behaviors 
(Knell, 1993). When children diagnosed with SM exhibit the most severe 
symptom level, however, it is beneficial to begin treatment with a nondirec-
tive, child- centered play therapy (CCPT) approach. CCPT has been shown 
to yield significantly improved treatment outcomes (Lin & Bratton, 2015). 
Finally, a prescriptive play therapy approach enables the clinician to assess 
the severity of symptoms in order to selectively choose which theoretical 
orientation and which interventions may be most appropriate in helping 
children with SM over the course of treatment. It also enables the clinician 
to utilize a combination of nondirective and directive approaches as appro-
priate for the individual child’s presenting challenges and developmental 
needs.

Assessment and Treatment Planning

A thorough assessment is crucial to ensure that the plan for treatment is 
appropriately designed for the individual needs of children with SM (Pered-
nik, 2016). At the intake phase of treatment, it is important to gather as 
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much information as possible from the child’s caregivers through behav-
ioral rating scales and consultation. The Selective Mutism Questionnaire 
(SMQ; Shipon- Blum & Stein, 2008) is a 17-item parent questionnaire that 
is useful in determining the child’s diagnosis of SM and the level of severity 
(Letamendi et al., 2008). It is also important to engage in an initial obser-
vational session with the child to determine the severity of symptoms. It is 
within the framework of the clinical inquiries of a thorough intake process 
that the therapist is able to prescriptively assess and address the needs of 
each individual child. The SM- Social Communication Comfort Scale (SM-
SCCS; Shipon- Blum, 2012) can be utilized to identify the level at which a 
child is verbally communicating. The SM-SCCS delineates four degrees of 
communication behaviors. Those degrees of communication behavior can 
be best conceptualized as a continuum of symptom severity. At the most 
extreme level of severity are children who are completely noncommunica-
tive and fail to respond and to initiate communication in any manner in 
particular social situations. The SM-SCCS provides a lens through which 
the clinician can assess the level of symptom severity at both the start of 
therapy and throughout the course of therapy so that the appropriate pre-
scriptive approach and relative interventions can be selected. The data col-
lected from the behavioral indicators in the intake process (and throughout 
therapy) are a valuable point from which to best discern how severely the 
child’s life and functioning are impaired by SM. This enables the clini-
cian to develop the treatment plan accordingly. The course of treatment for 
children suffering with SM is a challenging process requiring a complex, 
multilayered approach with many considerations (Oerbeck et al., 2014). 
While the anxiety that causes the behavioral symptoms must be addressed 
and relieved, the behavioral symptoms themselves over time can become 
learned behaviors requiring an additional layer of interventions beyond 
those used to address the underlying anxiety (Shipon- Blum, 2010).

Interventions

When a Child Is Noncommunicative in Session

The most severe presentation of symptoms is the highly avoidant behavior 
of the child who does not make eye contact and does not respond or initiate 
communication either verbally or nonverbally in specific social situations. 
The most appropriate intervention when the symptoms are this severe while 
in session with the therapist is for the clinician to begin therapy with a 
CCPT approach, providing unconditional acceptance while using tracking, 
reflecting, and returning responsibility, while the child is given the freedom 
to explore the play room and to choose how the toys and play materials will 
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be used. In the presence of the empathic and accepting therapist, the child 
has the opportunity to develop trust and connection with the therapist as 
a vital foundation (Landreth, 1991). When CCPT has been used to treat 
young children with other forms of anxiety, the literature shows a signifi-
cant decrease in worry and overall anxiety (Stulmaker & Ray, 2015).

Building a culture of trust and forging a therapeutic bond in the 
play room is most likely to occur when the therapist uses this pure CCPT 
approach with weekly or biweekly sessions (Landreth, 1991). The child 
experiences the time in the play room as a safe and eventually familiar 
place to explore, experience, and express through natural, child- directed 
play. When a child is not communicating with words or gestures, he or she 
will communicate through the language of play, which a trained play ther-
apist can observe and understand (Landreth, 1991). This child- centered 
approach provides a window through which the therapist can view the 
child’s inner world. CCPT gives voice even to the child who does not speak, 
giving the child an experience of being seen, heard, and accepted with-
out condition (O’Connor, 2000). The emotional safety cultivated through 
CCPT is needed before behavioral changes can be sought with more direc-
tive play therapy interventions.

The CCPT approach is continued until the clinician can see that the 
child is at ease in the play room, that the rapport between therapist and 
client is well established, and that the child is beginning to engage in gestur-
ing or other nonverbal forms of communicating with the therapist. These 
observations provide assurance that a firm foundation of trust and connec-
tion has been established, which is essential when treating SM at this level 
of severity.

When a Child Uses Nonverbal Communication in Session

When the child makes eye contact with the therapist and uses gestures or 
sounds to connect and communicate with the therapist, this is an opening 
to begin introducing directive play-based activities to encourage engage-
ment and communication while continuing to practice the unconditional 
acceptance, witnessing, tracking, and reflecting of CCPT. Eventually dur-
ing this phase of treatment, the child will typically begin to use whispering, 
sounds, or verbalization to communicate with the therapist as treatment 
progresses.

Inside the Talking‑Bubble

This intervention has been effective for treating children with SM using the 
metaphor of a bubble.
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1. In the talking- bubble intervention, the therapist introduces the con-
cept of bubbles with a bottle of bubble- blowing liquid, inviting the 
child to join the therapist in blowing bubbles of all sizes.

2. After blowing bubbles together, the therapist reflects aloud on how 
some bubbles are small, others are big, sometimes they can grow 
bigger, and sometimes they can be popped. The therapist animates 
the concept of an invisible bubble that belongs to the child called 
a “talking- bubble” explaining that inside this bubble a child feels 
safe, comfortable, and at ease with talking to certain people who 
are included inside the talking- bubble. The therapist explains that 
there are other people who are not included in the child’s talking- 
bubble, people to whom the child does not talk.

3. On a large piece of paper, a big circle is drawn with a title at the top 
designating the circle as the child’s talking- bubble. The therapist 
explains that inside the talking- bubble are the people the child talks 
to and then invites the child to write the names or draw pictures of 
other people who are inside the child’s talking- bubble.

This intervention allows the child to externalize the reality of the 
delineation of situations in which the child feels at ease to speak freely and 
others where the child is uneasy and remains silent. It empowers the child 
to eventually choose who will be included inside the talking- bubble. This 
intervention continues to be referenced in future sessions, reflecting on how 
the bubble size can grow as the child adds more people and one day may 
even pop when the child decides to talk freely in most social situations.

When a Child Makes Vocal Sounds or Whispers in Session

As soon as a child begins communicating with the therapist using sounds 
of any kind, the next step in treatment is to engage the child, using that 
momentum with the introduction of behavioral- based directive play 
 therapy techniques to reinforce and enhance the quality of the communi-
cation.

The WhisperPhone® Duet

This acoustical voice- feedback device can be used as an intermediary when 
a child is first beginning to connect through verbal communication with 
the therapist in session, reinforcing the verbal communication connection. 
The device allows a child to whisper into one end and be heard easily on 
the therapist’s end with a plastic flexible tube in between (https://whisper-
phone.com). The device works as follows.
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1. The device is introduced to the child in such a way as to elicit curi-
osity.

2. The therapist invites the child to hold one end and listen while the 
therapist whispers a fun message into the other end while sitting 
back to back.

3. The therapist then wonders aloud if the child would like to whisper 
something to the therapist.

4. The clinician can tell the child that this device will be available in 
the play room whenever the child may want to speak to the thera-
pist.

When a Child Speaks to the Therapist in Session

When the child is including the therapist in the talking- bubble and is com-
municating with the therapist verbally, the goal of treatment at this phase is 
to help the child generalize this ability to other situations and people. Hav-
ing now well established trust and the bond of the therapeutic relationship, 
the clinician can now safely employ more directive behavioral and CBPT 
interventions.

Superhero Superpower Skills

Using a resource that provides six Superhero Power Cards (Mendoza, 
2013), the therapist can introduce an empowering intervention that helps 
children learn and practice relaxation and self- regulation (deep breathing 
and mindfulness, ignoring others’ provocative behavior), and increase their 
self- confidence.

1. The intervention is introduced by inviting the child to share what 
superheroes he or she most admires and to reflect on their super-
powers.

2. The therapist introduces the Superhero Power Cards one at a time. 
Each card teaches a powerful behavioral skill—for example: Use 
your super breath like Superman to breathe in strength and blow 
away worries and afraid feelings; stand like a superhero in the 
“power pose” to find your bravery and confidence; and use your 
super senses to be super present here and now by naming three 
things you can see, three things you can touch, three things you can 
hear, and three things you can smell.

3. Reference the newly learned superhero power skills to help the child 
remember and access his or her superpowers to overcome fear and 
anxiety.
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When Treatment Goals Are Reached

Once a child is successfully speaking in most all social situations and has 
demonstrated an ability to self- regulate when feelings of anxiety arise, the 
course of treatment is systematically brought to a close through an appro-
priate process of termination. This process must take into consideration the 
risk of relapse, the age of the child, and the importance of having healthy 
goodbyes with appropriate closure (Vladair, Feyijinmi, & Feindler, 2017). 
A celebration of achieving the goals of therapy and emphasizing the effort 
the child has put forth is a crucial component of the termination process.

Celebration Station

Once the child has shown significant and consistent progress, it is benefi-
cial to provide positive reinforcement of the new adaptive behavioral pat-
terns reflecting the achievement of the treatment goals.

1. The therapist and child together create a colorful chart on a poster 
board with the title “Celebration Station” and decorate the outer 
edges with images or symbols of happy, joyful celebration.

2. They create 10 horizontal lines across the board. Each week over 
the final 10 weeks of therapy together, an achievement related to the 
therapeutic process on the chart worthy of celebration is recorded. 
Included can be high-five hand claps, special stickers, and maybe 
some celebratory music with dancing. At the conclusion of the final 
session, the child will take the chart home to keep as a reminder of 
all that was accomplished and of what can be done to self- soothe or 
self- empower should regression occur.

Parent Involvement

When there is parent involvement in the course of treating children with 
social phobia, children show significant and lasting improvement (Spence, 
Donovan, & Brechman- Toussaint, 2000). Social phobia (SOP) and SM are 
related disorders, with social phobia being more common in adolescence 
and SM more common among younger children (Crosby Budinger, Draz-
dowski, & Ginsburg, 2013). Treatment using CBT, behavioral techniques, 
and social learning interventions have been shown to be effective in treat-
ing social phobia (Crosby Budinger et al., 2013). It stands to reason that if 
parent involvement supports significant improvement in children diagnosed 
with SOP, then younger children with SM who have developmentally typical 
strong attachment to primary caregivers will also benefit from having par-
ents involved in the therapy. Parent involvement begins in the initial parent 
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intake consultation session. In addition to using the parent intake consulta-
tion to gather history and behavioral indicators, it is also a vital opportunity 
to provide the parents with psychoeducation about SM, the structure of the 
treatment process, and the importance of parent involvement throughout 
the course of therapy to ensure that parents are invested in the therapeutic 
process (Nock, Kazdin, & Kazdin, 2001). It is most advantageous for the 
therapist to meet with parents for consultation sessions after every four play 
therapy sessions to review progress in session, in school, and at home.

Case Vignette: Sienna

Sienna was 4 years old when her parents brought her to therapy after notic-
ing that she refused to talk to anyone other than her mother, father, sister, 
and one of her grandparents who lived with the nuclear family. Sienna was 
in preschool, and her teachers expressed concern during the parent– teacher 
conference about her readiness for kindergarten. When Sienna attended 
birthday parties, she was completely socially withdrawn and eventually 
began expressing to her parents that she didn’t want to go to parties any-
more. In school she did not speak or communicate with either the teachers 
or the students. During recess, she sat by herself coloring, ignoring her 
peers’ invitations to join in the playtime. Sienna’s parents reported that she 
was verbose and openly expressive without reservation with her family at 
home.

In Sienna’s intake observation session, she avoided eye contact with 
the therapist, showed no affect, and did not respond to or initiate commu-
nication. She walked around the play room looking at the toys but did not 
interact with the therapist at all as the therapist used tracking and reflec-
tion. According to the SM–SCCS (Shipon- Blum, 2012), Sienna’s stage of 
symptom severity, at Stage 0, was the most extreme. The therapist knew it 
would be very important to use a pure CCPT approach in the beginning 
of the therapy process; given Sienna’s age and stage of development, parent 
consultation sessions were scheduled for every 4 weeks, with brief phone 
consultations every 2 weeks throughout the course of treatment. The thera-
pist developed regular consultation schedules with Sienna’s teachers so that 
the teachers, therapist, and parents were all operating from a common plan 
and framework in order to best support Sienna’s progress along the way.

The therapist provided CCPT for Sienna for 13 weekly sessions in the 
office play room, two sessions on site at Sienna’s preschool, and one home 
visit. The home and school visits occurred in the second month of treatment 
to best assess whether there would be any difference in how Sienna related 
to the therapist in those environments. After 13 weekly CCPT sessions, 
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Sienna began making eye contact with the therapist, smiling and nodding 
or shaking her head in response to the therapist’s statements. At this point, 
the therapist introduced CBPT-based interventions, including the talking- 
bubble and facilitative, interactive activities such as board games, gross 
motor games, and puppet play to encourage the connection and rapport 
the therapist had established. Sienna smiled and nodded when introduced 
to the idea of the talking- bubble and she delighted in the bubble- blowing 
activity. The therapist and Sienna observed it as a ritual to blow bubbles at 
the beginning of every session for the rest of her time in treatment, which 
provided a connective theme. At Session 25, Sienna whispered nervously to 
the therapist, patting her arm as they entered the play room. She whispered, 
“I want to tell you something.” The therapist pulled out the WhisperPhone 
Duet and introduced how it works. Sienna responded by taking the Whis-
perPhone and using it to whisper to the therapist, “I’m almost ready for 
you to be in my talking- bubble– but not yet!” The therapist responded 
with delight and celebration and assured her that the therapist would wait 
until she was ready. In the next two sessions, Sienna regressed and did not 
want to communicate or interact with the therapist at all, so the therapist 
reverted to a CCPT approach to give Sienna the space and time she needed 
to process. In the 28th session, Sienna ran into the play room and grabbed 
the WhisperPhone, motioning for the therapist to join her. Using the device, 
she told the therapist in a whisper that she was ready for the therapist to be 
included in her talking- bubble. Sienna began talking to the therapist inter-
actively, still whispering but both initiating and responding. The therapist 
allowed a few more sessions to progress using CCPT so as not to push her 
too quickly, risking another regressive incident. By the time the therapist 
and Sienna reached the 31st session, Sienna was speaking to the therapist 
as comfortably as she did with her parents, sister, and grandmother. A deep 
trust had been forged, and the summer break from school had begun. In 
order to help her transition to kindergarten, the therapist decided it was 
time to introduce a more directive level of CBPT since she was now speak-
ing with her comfortably and consistently.

Over the following 10 weeks of treatment, the therapist provided age- 
appropriate psychoeducation, puppet role play, and Superhero power skills 
to teach Sienna relaxation skills, recognizing and externalizing her scared 
feelings and strategic coping skills. The therapist began a graduated expo-
sure intervention beginning with Sienna rehearsing the practice of speaking 
to people outside of her talking- bubble through use of the puppets, then in 
the mirror in session, and eventually recording her practicing on a video so 
that she could watch and listen to herself speaking to the imaginary outside 
person. After six sessions of this activity, the therapist and Sienna agreed 
on a goal for Sienna to say “Hello” to at least one person outside of her 
talking- bubble each week.
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By the time kindergarten started, Sienna appeared to feel equipped 
and ready with only minor signs of anxiety. The therapist met with her new 
teacher to bring her onto our team and prepare her with some suggestions 
for how to help Sienna feel at ease. The therapist continued to see Sienna 
on a weekly basis. Reports from teachers and parents indicated that Sienna 
was managing her anxiety well. They reported that she was at times very 
quiet but managed to speak to ask questions and respond when needed.

In October, the therapist began a 10-session termination process, 
building Sienna’s Celebration Station each week to provide positive rein-
forcement of her achievements. Together the therapist and Sienna created a 
plan in the event of regression or relapse. Sienna graduated from therapy 2 
weeks before the Christmas holidays. At a check-in consultation with her 
parents 3 months after termination, the parents reported that Sienna was 
doing very well with no relapses and appeared to be a happy, well- adjusted 
child with friends, parties, and positive reports from school.

Empirical Support for the Interventions

SM is considered a difficult disorder to treat in therapy. The most recent 
literature addressing the treatment of SM in children is relatively limited, 
with very few randomized control- led studies specific to SM, with those 
studies having very small sample sizes (Oerbeck et al., 2014). The litera-
ture prior to 2006 supports the use of behavioral and cognitive- behavioral 
interventions, with multimodal therapeutic interventions also showing 
promise. (Cohan, Chavira, & Stein, 2006). The little research that has 
been done specific to SM suggests that CBT and behavioral- based meth-
ods are effective in helping children suffering with SM (Campasano, 2011). 
Given the levels of severity of symptoms in children who are diagnosed 
with SM (Klein, Armstrong, Skira, & Gordin, 2017) and the literature 
showing that young children with anxiety benefit from CCPT (Stulmaker 
& Ray, 2015), it stands to reason that a substantial case can be made for 
the use of CCPT when the symptom severity is most extreme in young 
children. CCPT has been shown to yield significantly improved treatment 
outcomes (Lin et al., 2015) and specifically has been shown to be effective 
in helping preschool- age children with somatization (Schottelkorb, Swan, 
Jahn, Haas, & Hacker, 2015) which often occurs with underlying anxiety. 
According to a controlled trial, children with anxiety who were provided 
CCPT showed a statistically significant decrease in symptoms of worry and 
anxiety, while children in the control group experienced increases in levels 
of anxiety and worry (Stulmaker & Ray, 2015). The studies done show that 
children unable to speak in particular situations were able to speak in those 
same situations after having been treated with cognitive- behavioral ther-



102 applications for internalizing DisorDers

apy (Mendlowitz & Monga, 2007). The literature suggests that integrating 
play-based interventions with a cognitive- behavioral approach is effective 
(Bergman et al., 2013; Busse & Downey, 2011; Oerbeck et al., 2014).

Conclusion

SM can be a complex and difficult disorder to treat, but a prescriptive play 
therapy approach offers the therapist a broader selection of intervention 
options that can match up with the individual needs of each child tied to the 
severity of symptoms presented at every stage of the treatment process. Par-
ent participation and inclusion in the treatment process are very important 
to ensure that the parents, therapist, and child are working as a team and 
are on track with the goals of treatment and the practices and strategies.
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Description of the Need for Intervention 
Following Disastrous Events

Tragic events befall children somewhere on earth every minute of every day. 
Over the past two decades, 8,154 natural disasters have affected millions of 
children globally (Ritchie & Roser, 2018). During the past 10 years, human 
conflict has resulted in the deaths of 2 million children, the homelessness of 
6 million youth, and the injuries of 12 million young survivors (Danziger, 
2015). Today, more than 250 million children live in areas impacted by 
violence (UNICEF, 2018). As a result, 40 million children and adults have 
become internally displaced, and over 25 million have become refugees 
(UNHCR, 2018). Additionally, many children in stable living conditions 
are also at risk of harm. In 2017, 11,000 terrorist- related attacks, includ-
ing 65 in the United States, resulted in 26,445 fatalities (Roser, Nagdy, & 
Ritchie, 2018).

When disaster or terrorism impacts their communities, play therapists 
may find themselves suddenly called upon to assist young survivors. Early 
intervention protocols for disaster relief/humanitarian aid with children 
commonly encourage the use of play. Yet, there is surprisingly little agree-
ment as to the purpose of the play (e.g., diversion method, amusement 
source, communication tool, or psychological intervention) or the best- 
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practice standards when using play in early intervention settings. Further-
more, there is little guidance in acute intervention protocols to help inter-
ventionists distinguish helpful from unhelpful play. This chapter addresses 
these underexplored areas to assist play therapists as they intervene with 
children during the immediate aftermath of disastrous events. First, his-
torical approaches to postdisaster intervention are reviewed. Then, we 
propose guidelines and practical strategies to aid interventionists as they 
provide developmentally and evidence- informed play-based interventions 
to young survivors immediately following disaster, terrorism, and other 
tragic events. We conclude by summarizing research in this area as well as 
the prevailing wisdom about how to avoid potentially harmful interven-
tions. This chapter is an outgrowth of the authors’ collective work with 
thousands of child survivors on five continents following a varied range of 
tragic events. Even so, we meekly acknowledge that scientific understand-
ing evolves, best- practice standards change, and within each child we find 
a teacher who adds to our repository of knowledge.

Rationale for Using Play in Early Interventions

History of Early Psychological Intervention

For decades after mental health treatment programs became commonplace 
in community and hospital settings, psychological intervention efforts were 
largely absent from sites where disaster and terrorism survivors received 
assistance. However, in the 1980s and 1990s, psychological intervention 
programs sprang from numerous organizations and agencies. These acute 
intervention protocols were designed not only for individuals directly 
exposed to disaster or terrorism but also for the staff who assisted them 
and/or for emergency services personnel (e.g., first responders). At that 
time, psychological interventions reflected the widely held belief among 
mental health professionals that expression of experiences, thoughts, and 
feelings was beneficial or even curative, irrespective of the setting or the 
recency of the distressing event. One popular intervention, critical incident 
stress management (Mitchell, 1983) and the subsequent critical incident 
stress debriefing (CISD; Mitchell & Everly, 2001), was originally developed 
for first responders but later used with other trauma- exposed individu-
als. The intervention was believed to benefit participants by their detailed 
recounting of the event in a group comprised of others who experienced the 
same event. The intervention was typically held soon after the event and 
was thought to reduce or prevent psychological trauma symptoms while 
increasing a sense of group cohesion.

This era’s initial assumptions about expression- based, early interven-
tion fit well with play therapy’s long tradition as a developmentally sen-
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sitive means for children to communicate and process their experiences. 
Concurrently, awareness of children’s postdisaster play was increasing, 
with published accounts of kidnapped and then rescued children playing 
scenes of the crime they survived (Terr, 1979) and children using broccoli to 
depict the trees of Hurricane Hugo (Saylor, Swenson, & Powell, 1992). The 
expanded recognition of children’s posttraumatic play manifested itself in 
humanitarian aid organizations, where children were often provided play 
space as well as art and play activities during the wake of disastrous events. 
Within these programs, interventionists with various levels of education, 
training, and experience in child development and play therapy offered 
acute interventions. With more than a dozen theoretically distinct forms of 
play therapy, interventions were delivered in vastly different ways with vary-
ing goals and outcomes. At the time, the research guiding these interven-
tion practices was primarily anecdotal or quasi- experimental. Thus, some 
interventionists in acute intervention settings used approaches similar to 
those they might use in longer- term psychotherapies, where children were 
encouraged to symbolically express their postdisaster experiences and/or 
emotional responses through play with as little therapist direction as pos-
sible. In contrast, directive play activities were offered by other interven-
tionists, who tended to focus on adaptive functioning and coping instead of 
expression- or retelling- oriented interventions.

Following a period of widespread dissemination and use of expres-
sive- or debriefing- type interventions, research findings caused disaster 
mental health practices to shift away from the use of debriefing- oriented 
approaches. Despite generally high satisfaction levels with participation in 
debriefings, most studies found no effect on or increases in trauma symp-
toms (Rose & Bisson, 1998) among adult debriefing participants. Although 
little research had been conducted on debriefing interventions for children, 
CISD’s research findings led to the widespread conclusion that early venti-
lation of feelings and emotions may be harmful and retraumatizing. Also, 
several anecdotal accounts raised questions about the possible iatrogenic 
effects of some expressive arts and play-based early interventions (e.g., Bis-
son & Cohen, 2006; Kim, 2011; Pfefferbaum & Shaw, 2013). Concerns 
were related to the indiscriminate application of interventions to all chil-
dren (i.e., including highly distressed and asymptomatic youth), the focus 
on emotional expression rather than coping or soothing, and the timing 
of the interventions. For example, some children who received play or art 
interventions during the immediate aftermath of disastrous events were 
reported to show signs of increased physiological arousal or distress and/
or insufficient coping resources to counter the stress associated with their 
participation in the intervention. Furthermore, follow- up mental health 
resources were not always readily available for young survivors. So, upset-
ting content expressed immediately following tragic events may have been 
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left unresolved at a time in the postdisaster recovery period when individu-
als’ psychological resources were required to address basic needs and cope 
with the changed circumstances of their lives. Equally important, children 
who faced ongoing danger, deprivation, chaos, or tumult may have found 
expression- based interventions less helpful than coping- based interven-
tions. As Bisson and Cohen (2006, p. 587) summarized, “The problem 
with some acute psychological interventions is that children are asked to 
talk about what happened . . . when there is no evidence that either screen-
ing for [high] distress or risk factors has occurred.”

During the same era when postdisaster intervention practice was 
evolving, Kaduson, Cangelosi, and Schaefer (1997) proposed the prescrip-
tive eclectic approach to recommend that play therapists match therapeutic 
interventions, elements, and techniques with the individual needs of young 
therapy clients. This chapter is an offshoot of their approach, as we seek to 
tailor interventions to each child’s unique characteristics and concerns, as 
well as to the acute intervention environment.

Contemporary Approaches to Postdisaster 
Psychological Assistance

In time, early interventions came to be regarded as distinct from thera-
peutic interventions. Initial interventions are typically designed to focus 
on practical, immediate- term issues and may be provided by paraprofes-
sionals. Also, early interventions may be single- or extremely short-term 
encounters, and therefore should not rely on intervention techniques that 
take several weeks or months to benefit survivors.

In response to the need for an effective, safe initial postdisaster psy-
chological protocol, the Psychological First Aid: Field Operations Guide 
(PFA; Brymer et al., 2006) was developed and is now widely regarded 
as “the first, and most favored, early intervention approach” (Shultz & 
Forbes, 2014, p. 1). Based on expert consensus and principles extracted 
from existing research evidence, the PFA is an evidence- informed, but not 
yet evidence- based, intervention. Developed for use with both adults and 
children, eight core intervention modules are identified, with brief notes 
summarizing how to apply these components to children and adoles-
cents. The eight core actions are as follows: (1) contact and engagement; 
(2) safety and comfort; (3) stabilization; (4) information gathering related 
to survivors’ needs and concerns; (5) practical assistance; (6) social sup-
port; (7) coping; and (8) linkage to collaborative services. Despite the lim-
ited amount of research that has directly assessed the PFA’s effectiveness 
(Dieltjens, Moonens, Van Praet, De Buck, & Vandekerckhove, 2014; Fox 
et al., 2012; Shultz & Forbes, 2014), the PFA has been actively propagated, 
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is used in many parts of the world, and holds distinction as the most widely 
accepted protocol of its kind.

In the PFA and similar protocols, play is assigned a role in interven-
tion with children, but the precise role, function, and parameters of play 
have yet to be articulated. Fittingly, the PFA has been described as a set of 
principles with variants rather than a detailed manual. The descriptions of 
these principles leave gaps in technical guidance, and a number of issues 
that commonly occur in postdisaster settings remain unaddressed (e.g., 
how to notify children of the disastrous event when caregivers are unavail-
able or seek assistance to do so, or how to assist overwhelmed caregiv-
ers meet the needs of their distressed children rather than merely advise 
them to do so). This chapter addresses these and other areas by proposing 
practical strategies for implementing some of the PFA’s core actions with 
children during the immediate aftermath of disastrous events. In contrast 
to the PFA’s set of principles with variants, here the focus is on a set of 
variants with principles, derived from both the PFA and the prescriptive 
play therapy approach.

Proposed Play‑Based Early Intervention Strategies

Overview

The intervention recommendations presented here align with three of 
Schaefer’s (1993) therapeutic factors of play (stress inoculation, stress man-
agement, and the enhancement of positive emotions). Therapeutic factors, 
called powers of play, have been described as the “specific targeted aspects 
within treatment in which play initiates, facilitates, or strengthens the 
therapeutic effect” (Drewes & Schaefer, 2016, p. 36). Later, Schaefer’s 20 
hypothesized powers of play are grouped into four fundamental categories, 
and the three factors used in this chapter are placed together in the category 
called fostering emotional wellness (Drewes & Schaefer, 2016).

This chapter is not intended as a comprehensive guide to early inter-
vention; rather, it addresses selected issues common in postdisaster psy-
chological intervention settings. Play therapists providing postdisaster 
interventions should refer to Baggerly’s (2006) recommendations to adhere 
to incident command structures, maintain one’s own affect regulation, 
develop hardiness and flexibility, emphasize survivors’ normalcy and resil-
ience rather than pathology, and provide a “safe space” for children. It is 
also essential to ensure that children are as physically safe and comfortable 
as possible. Medical issues should be treated, and biological needs should 
be addressed to the fullest extent possible. Finally, it is important for inter-
ventionists to be mindful of the fact that survivors receive many types of 
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resources and services during the aftermath of disastrous events; psycho-
logical interventions may not be prioritized as the most important.

Specific Intervention Strategies

Death or Tragedy Notification

The information a child receives about a tragic event, as well as the infor-
mant’s demeanor, commingle to shape children’s understanding about 
what has occurred and the recovery trajectory. Yet, caregivers sometimes 
show reluctance to disclose tragic events to their children, or they provide 
misleading and/or confusing explanations (e.g., a deceased relative may be 
described as being on a long work trip or a mass shooting may be described 
as a loud party). This reluctance usually stems from the caregiver’s desire to 
spare his or her child emotional pain, the caregiver’s own use of avoidance- 
based coping, and/or the caregiver’s sense of guilt that the child was not/
could not be protected from suffering. In these cases, it is important to 
bear the family’s cultural norms and practices in mind, and then, to gently 
acknowledge to the caregiver that large-scale disastrous events or intense 
parental distress almost always seep into children’s awareness. With some 
caregivers, interventionists can inquire about the pros and cons of open 
communication with children and provide guidance about how disclosure 
is a powerful opportunity to teach children that they can face and survive 
adversity. Interventionists can offer caregivers guidance, psychological sup-
port, or the opportunity to rehearse the notification. Some caregivers prefer 
to have the interventionist notify the child, either in the caregiver’s presence 
or without the caregiver. In cases where a caregiver wishes the interven-
tionist to disclose the event, it is useful to explore the caregiver’s concerns 
to determine whether the issue can be resolved so that the caregiver can 
remain present during the notification (e.g., making a plan with the care-
giver for how to answer a child’s question or what to do if the caregiver 
becomes overwhelmed with emotion). However, in our experience, there 
are many equally compassionate ways to disclose tragic events to children, 
and it is rarely productive to press emotionally drained caregivers to dis-
close when they strongly prefer not to do so. In these cases, interventionists 
can outline the content of the intended notification to the caregiver prior to 
meeting with the child and then refocus caregivers on how they can assist 
the child following the notification. Figure 7.1 provides a sample script of 
a notification to a child.

As presented in Figure 7.1, the notification has four primary compo-
nents. The first component, the four Rs, involves the following subsections: 
rare, reveal, reassure, and reason. To begin, provide a framework for under-
standing the event so that children understand that the event is rare, almost 
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I. Rare, Reveal, Reassure, Reason

Rarity
Today, something happened that does not usually happen. Briefly (i.e., in one 
or two sentences) describe event.

Reassurance
You are safe now/in as safe a place as I/we could find. [If true] Your family/
friends are safe. [Alternate] A lot of people are working hard to try to keep you/
as many people as possible safe.

Attribution
The [event] is not your fault at all. It happened because [brief, developmentally 
appropriate explanation].

Pause to allow the child time to absorb the information and/or spontaneously 
ask questions.

II. Immediate Effect on Child, Others, Community

Now, [anticipated effects—for example, You/your family will stay here until you 
have a safe place to live; You may feel confused/sad/scared/upset/nervous; 
Your parents might feel sad/scared/upset/nervous; People might talk or cry 
about this a lot].

III. Questions and Clarification: Ask, Repeat, and Correct

Ask: Do you have any questions about this?
Respond honestly but age appropriately (i.e., simply for younger children and 
more elaborately for older children).

Repeat: When helpful but not if contraindicated (i.e., the child is 
overwhelmed, extremely upset, cognitively disorganized, or does not want to 
speak), ask children to repeat what they heard you say and/or what they had 
already heard from others.

Correct: Confirm children’s accurate depictions and correct any 
misunderstandings.

IV. Coping and Normalization

Coping
After sufficient time has lapsed, assess whether it is appropriate to provide 
a brief discussion of soothing/coping techniques. For example, No one can 
undo what happened, but doing [ ] might make you feel better and/or You can 
help [caregivers, siblings, direct survivors] by [ ].

Normalization
Remember, it is okay/normal to have strong feelings right now.

FIGURE 7.1. Tragic event child notification script.
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never occurs, or is not expected to happen to the child regularly. Then, 
briefly disclose, or reveal, the event using developmentally appropriate ter-
minology while providing an accurate but understandable attribution, or 
reason, for the event (e.g., “Something didn’t work well in his mind, and he 
didn’t understand that he was hurting people” or “Deep under the ground, 
some parts of the earth moved, and that made your house fall down”). 
Next, offer realistic reassurance of safety or relative safety, but avoid offer-
ing unrealistic or untrue reassurance. For example, children can be told by 
an adult, “I will do everything possible to keep you safe,” but safety can 
never be assured with absolute certainty. Afterward, briefly explain the 
impact of the incident on the child, family, friends, and/or community (e.g., 
“You may miss the way things used to be, many buildings fell down,” or 
“Many people will cry about the people who died”). Of course, interven-
tionists should modify the script based on the individual circumstances of 
the tragedy, environmental context, family, and child. After providing the 
four Rs and discussing the immediate effects of the event, interventionists 
should provide an opportunity for the child to ask questions. When pos-
sible, the interventionist should leave the child with practical methods of 
coping tailored to the event and its aftermath. Throughout the conversa-
tion, avoid extreme, negative language (e.g., “awful,” “horrific,” or “hope-
less”) and maintain the perspective that hardships, even particularly pain-
ful ones, can be survived.

Caregiver Reassurance Strategies

In the PFA, caregivers are encouraged to provide comfort and reassurance 
to their children, but not all caregivers have the psychological resources or 
preexisting parenting skills to adequately meet their children’s heightened 
needs during the immediate aftermath of tragic events. In these cases, it 
may be more practical to identify high- likelihood/high- impact caregiver 
strategies (i.e., comforting strategies already included in caregivers’ reper-
toires) that can be easily employed to reassure children. To structure this 
intervention, overwhelmed caregivers can be asked about their use of the 
following strategies: (1) verbal reassurance; (2) physical affection or close 
physical proximity; (3) provision of comforting materials (e.g., a comfort-
ing blanket or toy); (4) privileges (e.g., temporarily sleeping near caregivers, 
or spending extra time with people who comfort the child); (5) verbaliza-
tion of a hope-based trajectory (e.g., “We will get through this and find a 
way to feel better in the future”); and (6) adherence to daily routines. From 
among these or other types of reassurance, caregivers can identify two or 
three strategies they are likely to use and their children find helpful. Other 
ways caregivers can promote their children’s adjustment include explicitly 
pointing out steps adults have taken to enhance safety, modeling effective 
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coping, and noting aloud their own use of helpful coping strategies (e.g., 
“I felt really sad today and that is okay/normal. After a while, I decided I 
wanted to think about something happier, so I thought about how lucky we 
are to have each other.”). Finally, encourage caregivers to play with their 
children, explain children’s ability to process their experiences through 
play, prepare caregivers for the possibility that disaster- related themes may 
appear in their children’s play, and help them recognize signs that indicate 
a need for more intensive psychological assistance.

Play‑Based Strategies to Foster Emotional Wellness

In the remainder of this chapter, we present several play-based, early inter-
ventions to foster emotional wellness. Our interventions are presented as 
three types. The first type, voiceless interventions, involves the use of highly 
visible activities or materials readily available to survivors and designed to 
promote helpful cognitions, adaptive coping, and hopefulness without the 
explicit aid of an interventionist. These interventions may be particularly 
helpful in the immediate aftermath of tragic events, when both children 
and adults often have difficulty verbalizing their needs and reactions. These 
interventions are also useful in cases where survivors might feel uncom-
fortable being directly approached by an interventionist. The second type, 
interventionist- directed techniques, calls for young survivors to engage in 
structured activities with interventionists. The final category, spontane-
ous play, is presented with specific suggestions for a prescriptive, tailored 
response to children’s play in acute intervention settings.

Voiceless Interventions

HOPE WALL

In this activity, the label “reasons I can/have to get through this” is affixed 
to a chalk board, wall, or other identified space. A written notice should 
invite both children and adults to participate by writing or drawing the 
people, pets, spiritual or philosophical beliefs, or personal skills/experi-
ences that provide a reason to keep going, despite the hardships they face 
(e.g., “because my sister needs me”; “because my Dad would want me to”; 
“to care for my pet”; or “because I am strong in many ways”). Materi-
als (e.g., writing implements, sticky notes) should be readily available for 
survivors to contribute their own statements to the wall. Participation is 
voluntary, but even those who do not participate are likely to benefit from 
exposure to the varied sources of courage others have posted on the hope 
wall. The wall also provides a natural entry point for conversation between 
survivors and interventionists.
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KNOWING TREE

In this psychoeducational intervention, a drawing or picture of a tree is 
placed atop and attached to a blank sheet of paper the same size. The fore-
ground page with the picture of the tree contains “window” squares drawn 
at various points in the tree branches. Each window is cut on three of its 
four sides, such that it opens (i.e., it is attached by the fourth side of the 
square). On the forward- facing side of each window, a question or state-
ment is written to reflect a concern children often have following disas-
trous events. Responses to these questions are written (i.e., prior to the 
intervention activity) on the sheet of paper in the background, behind the 
window, so that when the window is opened, the answer is revealed. Tying 
a piece of thread to each window not only makes it easier to pull open, but 
also generates additional enticement for children to explore the knowing 
tree’s psychoeducational content. Windows might contain questions such 
as “Will I always feel this scared?”; “Is it my fault?”; or “Is it normal to feel 
this way?” Answers revealed when the windows are opened might include 
“There are many things you can try to feel better”; “It is not your fault”; 
and “It is normal to feel the way you do.”

COPING BOX

This activity can be created from a wide array of materials, ranging from a 
simple cardboard box to an elaborately decorated wooden treasure chest. 
When opened, the coping box reveals a variety of coping/sensory- based 
materials, such as kinetic sand, squishy balls, cotton balls, play dough, 
items with fragrant smells, bubbles, music boxes, and other content likely 
to provide instant soothing and distraction. Multiple coping boxes, each 
containing different types of materials, can be placed in different locations 
in the intervention area for easy access by those in need of soothing activi-
ties.

COPING PUPPET SHOWS

Puppetry can be an effective tool for helping children develop and enhance 
coping skills. Using puppets, interventionists can portray a story about a 
character who seeks advice about his or her posttraumatic reactions. Other 
puppets are introduced into the narrative, sequentially explaining how to 
use various but specific coping skills and tips (e.g., how to use positive 
imagery, relaxation techniques, social support, and helpful cognitions/
behaviors). When the circumstances are conducive to an interactive puppet 
show, puppets can encourage children to practice the coping skills at the 
same time the main character learns each technique.
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Interventionist‑Directed Activities

COPING ROAD

Following disastrous events, survivors often feel powerless and ruminate 
on how they wish the past could be altered. In this cognitive intervention 
strategy, survivors have the opportunity to refocus their efforts on their 
sense of agency (i.e., what they can change or do). First, a “road” can be 
created with chalk or construction paper used as stepping stones. A special 
symbol or piece of paper represents the tragedy, which is identified along 
the road but is not discussed in detail. Shortly thereafter, the road divides 
into two paths. The interventionist prepares the survivor for the interven-
tion by saying that this pathway is like time. It moves in only the forward 
direction. Next, the interventionist and survivor stand on a “step” or point 
on the road past the place where the tragedy is symbolically depicted, and 
the interventionist points out that the disaster has already happened, so 
it cannot be changed. What remains in the survivor’s power, however, is 
the choice to act and think in ways that lead to feeling better or worse. 
The paper “steps” of the “better” path can be completed with pictures or 
labels of methods in which the young person can engage in adaptive cop-
ing behaviors. When it is encouraging to do so, survivors can be invited to 
imagine a time much further ahead on the road when recovery efforts have 
progressed. Of note, this intervention is designed for those likely to benefit 
from a cognitive restructuring strategy, and it may not be suitable during 
the first hours or days following tragic events.

COPING MENU

From a selection of sticky notes or index cards with pictures and/or labels, 
young survivors can select strategies that they believe would help them. 
After selecting a strategy/behavior for each category of the coping menu 
(see Figure 7.2), they affix it to the corresponding section of the coping 
chart. Young survivors can practice using the selected strategy with the 
interventionist, teach their caregivers the techniques they have selected, and 
take the coping menu with them for future use.

PHYSIOLOGICAL SOOTHING SESSIONS

With increased physiological arousal common in the initial postdisaster 
period, interventions that provide opportunities for soothing are critically 
important to young children. For youth whose caregivers are available, fre-
quently scheduled “soothing sessions” can be helpful in restoring a sense 
of calm. For example, children’s favorite soothing experiences (e.g., being 
rocked, sung to, having a story read, or swaddled) can be provided. Follow-
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FIGURE 7.2. Coping menu. Created by Samara Shelby- Nishita.

Feeling Better 

Things I Can Do By 

Myself To Feel Better 

Things I Can Do With 

Someone Else To Feel 

Better  

Fun Things I Can Imagine 

I Am Doing  

Something I Can Tell 

Myself To Feel Better 
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ing tragic events, children may wish for soothing methods commonly used 
by younger children. When caregivers are not available, interventionists 
can assist children select and use blankets, subdued lighting, soft music, 
large boxes in which to sit quietly, or other materials that might provide 
a comforting experience. Scheduling these soothing sessions several times 
each day gives children frequent opportunities to experience a calm state, 
despite the hardships surrounding them.

Spontaneous Play

Although posttraumatic play is more widely discussed as a maladaptive 
phenomenon, it is common, developmentally typical, and can be a helpful 
tool in children’s processing of adverse experiences. In one study, a major-
ity of traumatized children were found to spontaneously use play in an 
attempt to process the event (Cohen, Chazan, Lerner, & Maimon, 2010). 
In helpful posttraumatic play, children use symbolic materials to titrate 
and self- regulate their depictions of events, affect, and cognitions. Adap-
tive posttraumatic play feels gratifying to children. In contrast, unhelp-
ful posttraumatic play is repetitive, static, and/or compulsive, and is usu-
ally experienced as unfulfilling (see Gil, 2017, for a thorough discussion 
of healthy vs. toxic play). When children play themes of the tragic event 
in acute intervention settings, interventionists must make choices about 
whether to allow, interrupt, redirect, or facilitate coping/problem solving/
hope within the play. Commonly used protocols recommend that adults 
recognize, tolerate, normalize, voice the feelings expressed during the play, 
and/or redirect the posttraumatic play (e.g., PFA for Children II [Øllgaard, 
2017]; and PFA, [Brymer et al., 2006]). For example, the interventionist 
or caregiver is advised to explain to the child, “You’re drawing a lot of 
pictures of what happened. Did you know that many children do that?” 
and/or “It might help to draw how you would like your school to be rebuilt 
to make it safer” (Øllgaard, 2017, p. 122). However, there is no guidance 
for differentiating helpful from unhelpful play of the adverse event, and 
the manualized instructions are not tailored to these distinct types of play. 
Table 7.1 summarizes and adapts the work of several authors to present 
key distinguishing factors for each type of posttraumatic play. This is writ-
ten specifically for application in acute intervention settings where post-
traumatic play during the first hours and days following disastrous events 
is likely to involve elements that may seem more pathological in clinical 
settings. These include frequent thematic references to the event, morbid 
content, a relatively restricted range affect or numbness, and less sophis-
ticated, organized, or integrated play narratives. In early intervention set-
tings, these features of posttraumatic play are typical, expected, and not 
necessarily indicative of unhelpful posttraumatic play.
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TABLE 7.1. Helpful and Unhelpful Posttraumatic Play

Characteristics of helpful posttraumatic play

Content •• Tragedy-related or non-tragedy-related themes

Pattern/narrative 
development

•• Children externalize their memories, selecting what and when 
to remember

•• Meaning is developed from chaos
•• Adaptive outcomes emerge
•• Flexibility is present (e.g., new characters, play narratives begin 

or end differently)

Affect •• Variable and consistent with the themes depicted
•• General sense of relief or gratification from outcomes or 

symbolic expression of experiences expressed in the play 
narrative, even if they are difficult experiences

•• Reenactments or problems depicted in play narratives involve a 
sense of gratification, soothing, or relief.

Physiological •• No excessive physiological arousal

Characteristics of unhelpful posttraumatic play

Content •• Persistently morbid at a level that supersedes the child’s 
experience of the event (though play narratives that involve 
themes of recent traumatic events are common and often 
helpful).

Pattern/narrative 
development

•• Repetitive and/or literal
•• Inflexible, static, rigid, mechanistic, absent new solutions or 

outcomes, and compulsive or driven in nature
•• Extremely disorganized or chaotic
•• Unproductive, lacking in resolution, reenactment without 

soothing, or reenactment with overwhelming reexperiencing

Affect •• Ungratifying, devoid of pleasure,
•• Does not decrease anxiety
•• Affect involving anxiety, inflexible sadness, or desperation
•• Abrupt shifts and/or sudden avoidance

Physiological •• Intense or shallow breath
•• Yawning
•• Exaggerated startle response

Note. Data from Cohen, Chazan, Lerner, and Maimon (2010); Findling, Bratton, and Henson 
(2006); Gil (2017); Schaefer (1994); and Terr (1981).
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When the type of play is identified, an intervention response can then 
be formulated. Figure 7.3 provides an algorithm for suggested intervention 
decisions based on the characteristics of the child’s play. First, intervention-
ists should identify whether play is developmentally typical (e.g., enjoyable, 
no themes of the traumatic event), atypical (e.g., developmentally delayed), 
or posttraumatic. Developmentally typical play without trauma themes 
requires no intervention, but joining or inviting caregivers to participate in 
child- directed play can provide comfort and enhance adult–child relation-
ships. Developmentally atypical play without trauma themes may be mani-
fested when numbness or fear are the predominant influences steering chil-
dren’s play but may also indicate a neurodevelopmental disorder or mental 
health issue. In cases where a child’s history, behaviors, quality of play, 
and parental interactions raise questions about possible neurodevelopmen-
tal, maltreatment, or mental health issues, a referral for follow- up contact 
with the appropriate agency and/or mental health care may be appropriate. 
Many children in disaster relief settings have histories of adverse events, 
diagnosed or undiagnosed mental disorders, and environmental stressors. 
At times, the interventionist may be the first person to recognize and link 
survivors to agencies where assistance and/or assessment can be provided 
to child and/or family.

When a child’s play is developmentally typical but themes of the adverse 
event are present, the interventionist should differentiate whether the post-
traumatic play is helpful, potentially helpful, or unhelpful. Those engaging 
in unhelpful play can be encouraged to participate in soothing, grounding, 
or coping activities instead. For youth whose posttraumatic play possesses 
both adaptive and unhelpful qualities, techniques proposed by Gil (2017) 
may be beneficial. These suggestions include verbalizing descriptive state-
ments that may cause a shift in posttraumatic play, asking children to give 
characters a voice to deepen their expression of thoughts and feelings, or 
changing the sequence of the play by asking children to start at a mid-
point to break the pattern of the narrative. As another set of strategies, we 
suggest several “What can be done?” interventions. For example, a child 
engaging in posttraumatic play can be asked, “Can anything be done to 
make this [scene/play narrative/world] better/safer today?” After this ques-
tion is asked, many children explore potential solutions to the scenario 
they are depicting in their play. If the child responds that nothing can be 
done, we then ask whether anything can be done to make the characters 
in the play more comfortable, even if nothing can be done to make things 
better/safer today. Often, children offer soothing elements to the characters 
in their play and derive vicarious comfort from their ability to soothe the 
characters. Again, if the child responds that nothing can be done, he or 
she can be asked whether “we [the interventionists and child] can tell them 
[the characters] we know they are sad/scared/confused but that they [the 
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FIGURE 7.3. Posttraumatic play decision tree.
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characters] are not alone. Even if the child once more indicates that the 
characters cannot receive this reassurance, the interventionist can speak 
directly to the characters, saying “Okay, not much can be done today, but I 
will remember you and I won’t give up hope. I have seen a lot of things get 
better and I believe that you will get through this.” When unhelpful play 
persists, children should be encouraged to engage in soothing, grounding, 
or coping activities instead. The interventionist should also consider mak-
ing a referral for follow- up mental health care. On the other hand, when 
children engage in adaptive posttraumatic play, interventionists can high-
light the characters’ or child’s ability to find solutions, survive hardships, 
demonstrate strengths, or cope well with adversity.

Caregiver Involvement

It is generally agreed that when children receive individual interventions, 
parallel attention to parental concerns and psychoeducation can be ben-
eficial (Pfefferbaum & Shaw, 2013). Similarly, it is usually beneficial to 
provide coping- based and hope- enhancing interventions to caregivers as 
well as children. As described throughout this chapter, practical play-based 
strategies that help caregivers communicate about the event, provide realis-
tic reassurance, facilitate coping, and instill hope can be easily implemented 
in early intervention settings.

Empirical Support for the Intervention

The research on disaster interventions for children has made consider-
ably less progress than the research on disaster interventions for adults. 
In a comprehensive review of child disaster mental health interventions, 
Pfefferbaum et al. (2014) found that a variety of approaches (e.g., debrief-
ings, exposure, humanistic therapy, and eye movement desensitization) 
have been used to address children’s disaster- related reactions, but the 
most commonly used intervention techniques were cognitive behavioral in 
nature, including relaxation, coping, social support, and psychoeducation. 
Pfefferbaum and colleagues found insufficient data to assign superiority 
to any approach, and several programs used more than a single method of 
intervention. The absence of clear findings from extant research on early 
interventions for children highlights how little is known about effective 
early intervention strategies.

Few rigorously designed studies exist of play-based, disaster- related, 
immediate- term interventions of children. Among those that involved ran-
domized controlled trials (RCTs), the play-based intervention was often 
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used as the control condition and was rarely explicitly described. Yet, mul-
tiple quasi- experimental studies and clinical descriptions of postdisaster 
play-based interventions for children appear in the literature (e.g., Aiello, 
2012; Cohen et al., 2010; Cohen, Pat- Horenczyk, & Haar- Shamir, 2014; 
Das & Mohanty, 2018; Ohnogi, 2010; Shen, 2002; Wolmer, Laor, & 
Yazgan, 2003), and play-based interventions are widely practiced in the 
field.

In the absence of strong research support, other sources of information 
must serve as the basis for conclusions about best practices for postdisaster 
intervention with young survivors. From these sources (e.g., clinical wis-
dom, common practice data, research extrapolated from somewhat simi-
lar populations, and expert consensus) some themes emerge. First, there is 
widespread agreement that early interventions should foster resilience, cop-
ing, and adaptive functioning. Second, there is also strong consensus that 
interventionists should avoid retraumatizing children by exposing them to 
information and emotions they may not be able to process or integrate. Thus, 
play-based interventions with children should not require them to draw or 
play the traumatic event during the initial postdisaster period (Pfefferbaum 
& Shaw, 2013). Third, there is general acceptance that nontrauma- specific 
interventions, such as relaxation and stabilizing activities (e.g., singing, art, 
storytelling, and playing), have a prominent role in early intervention (Bis-
son & Cohen, 2006). Fourth, recommendations to use play appear in most 
widely disseminated intervention protocols. In addition to being engaging 
and comforting to children, play also provides a developmentally sensitive 
vehicle for teaching and learning coping skills. Unhelpful posttraumatic 
play should be addressed or diverted, but self- initiated, adaptive play may 
facilitate the processing of disaster- related experiences.

Conclusion

In every disaster or terrorism intervention setting where children have 
access to toys, they play. Despite its ubiquity, the full potential of chil-
dren’s play in disaster relief settings has not been harnessed. Intervention 
protocols remain undetailed or ambiguous about the specific uses of play, 
and there is little research to guide practice. With this chapter, we hope to 
contribute to the play-based intervention literature by promoting greater 
consonance between common practice standards and real-world realities. 
Early interventions are typically brief, but they are not necessarily fleet-
ing. Using the prescriptive approach to play-based interventions, we have 
safely and effectively reduced countless children’s initial distress, bolstered 
their coping skills, and facilitated or intervened in their play in ways that 
empowered and galvanized them to begin their postdisaster recovery.
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Introduction and Presenting Problems

“My 6-year-old son is clingy and has been wetting the bed”; “My 8-year-
old daughter is having difficulty sleeping”; “My 12-year-old son is doing 
terribly in school.” These are just a few presenting problems commonly 
seen among children referred for play therapy during or after parental 
divorce. The breakup of the family can bring about regressive behaviors, 
hinder mastery of developmental tasks, and increase the risk of numerous 
social, emotional, cognitive, and behavioral difficulties.

Experiencing parental divorce often sets in motion enormous changes 
in children’s lives. These changes can include the absence of one parent 
while living with the other, adjustment to moving between two households, 
the permanent or semipermanent loss of one parent, witnessing of paren-
tal anger or distress, ongoing parental conflict, added responsibilities, and 
increased emotional, social, and financial stressors in the home. Further 
complicating children’s attempts to cope with these changes is the fact that 
they are also frequently faced with economic challenges, repartnering/
remarriage, and relocation, which can result in loss of friendships and other 
significant relationships. Because children lack the cognitive and emotional 
skills needed to understand and negotiate these changes, they often struggle 
to make sense of them alone, resulting in a sense of loneliness, isolation, 
and confusion.

Researchers agree that children’s reactions to parental divorce begin 
when one parent physically leaves the home. However, despite the differ-
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ence between the legal date of divorce and the breakup of the family, the 
terms are commonly used interchangeably in the literature. This chapter 
also uses the terms divorce, family rupture, and breakup of the family inter-
changeably.

Historical Overview

Before the late 19th century, the incidence of divorce in the United States 
was rare and could only be based on adultery and desertion. However, after 
the suffragettes earned the right to divorce, women ended marriages for 
financial and emotional reasons as well, and so the number of broken mar-
riages slowly rose until the 1950s, when it declined for the first time. With 
the women’s movement in the 1960s, people were less compelled to stay in 
unhappy marriages in order to protect children from emotional turmoil. 
Divorce was seen as an opportunity for personal growth for parents as well 
as their children. This thinking was encouraged in the media and among 
scholars who argued that children were resilient and would be better off if 
their parents left unhappy marriages. In addition, “no fault divorce” bills 
allowed one spouse to end a marriage for any reason. In the decade that 
followed, approximately 50% of children born in the 1970s experienced 
parental divorce as compared to approximately 11% of children born in the 
1950s (Wilcox, 2009). While statistics now vary depending on geographic 
location, ethnic background, and socioeconomic status, it is estimated that 
approximately 46% of children in this country experience parental divorce 
before the age of 17. Because a large number of divorced parents remarry, 
and 40% of these remarriages also end in divorce, this population of chil-
dren may experience multiple losses and struggles (Anderson, 2014).

Effects of Divorce on Children

Researchers have found that while most children adjust well to divorce 
without intervention, others experience social, emotional, academic, and/
or behavioral difficulties following the family breakup (Amato, 2002; 
Emery, 1999; Kelly, 2012). Divorce has been associated with declines in 
reading and math scores, social skills, self- control, and increased internal-
izing and externalizing difficulties, such as anger, delinquent behaviors, 
anxiety, depression, self-blame, and separation/abandonment fears (Amato 
& Anthony, 2014; Fagan & Churchill, 2012; Hetherington & Kelly, 2002). 
In addition, it has also been found that children of divorce have difficulties 
with intimate relationships in adulthood (Hetherington, 1999).

Psychotherapists who work with children from divorced families have 
noted specific themes and struggles with this population. These include 
shame and worry about being different from peers; confusion about what 
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to tell others; loyalty to one parent and fear of potential rejection; frustra-
tion and anger related to moving between two homes; discomfort with the 
nonprimary parent; fear the nonprimary parent will not provide adequate 
care; a perception of one parent as caring and competent and the other 
as not; becoming responsible for his or her own well-being and that of a 
fragile parent; loneliness; and concern for one or both parents, which may 
contribute to the child hiding his or her own feelings (Jordan, 2016).

Adjustment Factors

Children’s adjustment to parental divorce is quite variable due to the count-
less influences inherent in this major change. To understand each child’s 
unique needs, it is important to consider each individual child’s age and 
stage of development, family dynamics, economic and social issues, and 
functioning prior to the breakup.

Age and Developmental Considerations

Age at the time of parental separation has a significant influence on chil-
dren’s abilities to understand and master the challenges brought about by 
divorce. Some researchers have found that preschoolers are at greater risk 
for difficulties because their limited cognitive abilities makes it difficult to 
understand the complexities of the family breakup (Wallerstein & Kelly, 
1980). Children’s thinking prior to the age of 7 is influenced by perceptions 
rather than reality, magical thinking, and egocentrism. They believe they 
can control their world and feel responsible when things wrong. Therefore, 
divorce commonly results in a sense of guilt and confusion as well as with-
drawal or acting- out behaviors. In addition, young children rely on wishful 
thinking to cope with the losses associated with divorce and hold on to 
hope for a reunion much longer than do older children. Erik Erikson (1963) 
explained that preschoolers struggle with mastering a sense of initiative 
or, conversely, develop a sense of guilt, depending on the influences of the 
environment. Instead of exploring the world and pursuing age- appropriate 
activities, children of divorce may become clingy, experience separation 
anxiety, and have difficulties transitioning from one parent to another. The 
disruption of divorce during this age may cause these children to revert to 
an earlier, more dependent stage of development associated with a sense of 
security. Common presenting problems include separation anxiety, crying 
at bedtime, sleep problems, bedwetting, soiling, whining, tantrums, and 
thumb sucking.

By the age of 7, children begin to reason logically and their under-
standing of the world is less egocentric. However, their thinking is concrete 
and literal, and they are not yet able to reason abstractly. This can cause 
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them to draw incorrect conclusions and not fully understand answers given 
to their questions. School- age children of divorce frequently worry about 
the unknown, wonder who will take care of them, and fear their parents 
who have stopped loving each other will stop loving them as well. Because 
their ability to name and express feelings and thoughts is still quite limited, 
they may internalize or externalize their grief and confusion. According to 
Erikson, it is at this stage that peer relationships and academic achievement 
become an important source of the child’s self- esteem. If children gain a 
sense of pride in their accomplishments and are encouraged and acknowl-
edged for their initiative, they begin to feel competent and confident in 
their abilities. However, if this initiative is not encouraged or is thwarted by 
the divorce, the child will feel inferior and experience self-doubt. School- 
age children who become preoccupied with loss and family concerns often 
show signs of depression and anxiety as well as behavioral difficulties. 
They fall behind or withdraw from age- appropriate academic and social 
activities, feel disempowered, and suffer from low self esteem.

Whereas parental divorce tends to intensify young children’s depen-
dence and regressive tendencies, the opposite tends to occur with older 
children and adolescents. The more independent- minded adolescent may 
react with anger, depression, anxiety, guilt, and a loss of trust. The latter 
may result in a premature flight toward adulthood, rebellion, and coun-
terdependent behaviors stemming from an attitude that they are on their 
own. In addition, some adolescents attempt to take control of their lives 
by behaving distantly and defiantly (Dong et al., 2004; Oliver, Kuhns, & 
Pomeranz, 2006).

Family Dynamics

In her review of research, Kelly (2012) found that family processes fol-
lowing divorce are strong predictors of risk versus resilience. Important 
aspects of family dynamics include quality of parenting, parent– child rela-
tionships, level of conflict between parents, economic resources, and social 
support (Amato, 1994; Kelly, 2012; Lamb, 2012). Lamb’s meta- analysis of 
research showed that children benefit when parents adjust to the divorce 
well enough to provide loving, emotionally responsive parenting with rea-
sonable age- appropriate discipline. However, when parents become preoc-
cupied with their own losses and emotions, engage in ongoing conflict, or 
are unable to manage single parenting with social and work demands, the 
child is left without affection and the support needed to negotiate the many 
changes associated with divorce (Hetherington, 1999).

Children also benefit from positive relationships with both parents and 
knowing that their parents have found a way to get along. However, when 
parents are embroiled in anger toward their former spouse, ask children to 
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deliver hostile messages, or talk badly about the other parent in front of the 
child, profound stress and loyalty conflicts, and long-term ramifications 
occur. In one study, young adults whose parents had low conflict after 
divorce were less depressed and had fewer emotional symptoms than those 
who experienced high levels of parental conflict (Zill, Morrison, & Coiro, 
1993).

Economic and Social Issues

Divorce often contributes to financial struggles or intensifies challenges 
that already existed in the family. Custodial parents may have to work 
longer hours, resulting in less contact, increased stress, and greater respon-
sibilities for children at home. In addition, financial restraints may make it 
impossible for children to participate in sports, lessons, and organizations 
that give pleasure. In some cases, families may be forced to move, creating a 
series of additional changes and disruptions. Relocation may interfere with 
relationships between children and the noncustodial parent and extended 
family, and may take them away from friendships. At a time when chil-
dren need supportive relationships most, they are forced to adjust to a new 
neighborhood, new school, and numerous changes and losses. Still another 
loss/adjustment occurs when parents date, cohabitate, and remarry. Chil-
dren may experience confusion, loneliness and isolation, and anger. This 
situation commonly stirs family conflict, which can further complicate 
children’s adjustment.

Functioning Prior to Divorce

Children’s functioning prior to parental separation, the quality of parent-
ing they received before the breakup, and the amount of conflict and vio-
lence they witnessed during the marriage play a significant role in adjust-
ment (Kelly & Emery, 2003). Risk factors including developmental, social, 
emotional, cognitive, learning, and psychiatric challenges that were present 
before the breakup will affect the child’s adjustment. To best understand 
the effects of divorce, a thorough assessment must be conducted. Impor-
tant factors to consider include the child’s temperament, pattern of coping 
with challenges, affect and behavioral regulation, self- perception/esteem, 
relationships with family and friends, social skills, academic achievement, 
psychiatric vulnerabilities, and prior history of losses and trauma.

Parent– child relationships prior to the divorce are also important fac-
tors to consider. Attachment theory has shown that children who are pro-
vided a strong bond with a loving, responsive caretaker develop a secure 
base, enabling them to cope with losses and separations. Children with a 
solid sense of self and a feeling of security in their relationships with par-
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ents are better able to negotiate the family breakup. It is also important for 
children to see that the divorce benefits the family, especially with regard 
to the level of parental conflict. Divorce makes sense, and children benefit 
most when conflict diminishes and parents become more emotionally avail-
able after the breakup.

Rationale for Psychodynamic Play Therapy

A psychodynamic approach to treating children of divorce incorporates 
psychoanalytic theories of child development, including the work of 
Erik  Erikson, Anna Freud, Margaret Mahler, John Bowlby, and Mary 
 Ainsworth. Like other forms of therapy, the immediate goal of treatment 
is to alleviate emotional, behavioral, and adjustment- related issues and to 
help children return to their former level of functioning. However, psy-
chodynamic psychotherapy also aims to address deeper issues, including 
strengthening ego resources to improve coping, reducing a harsh superego/
conscience, mastering developmental challenges, fostering spontaneity and 
joy, promoting resiliency and resourcefulness, and containing anger, rage, 
and impulsivity.

In her seminal 25-year longitudinal study, Wallerstein (1983) found 
that children’s adjustment to parental divorce was dependent on their mas-
tery of five essential psychological tasks: understanding the significance of 
the divorce; disengaging from the crisis and resuming usual activities; cop-
ing with related loss, dealing with anger and resolving guilt and self-blame; 
accepting the permanence of the divorce; and achieving hope regarding 
future relationships. Given this broad range of issues, treatment requires 
an in-depth understanding of the whole child and how the circumstances, 
changes, and challenges of divorce affect their relationships, sense of self, 
functioning, and adjustment. Play therapists are faced with several simul-
taneous goals when working with children of divorce. These include help-
ing them understand and resolve feelings, thoughts, and conflicts; helping 
them return to their developmental track; and providing psychoeducational 
guidance to parents to help them minimize stressors. This chapter demon-
strates the effectiveness of psychodynamically oriented play therapy, along 
with psychoeducational parent counseling, for meeting these needs.

Step‑by‑Step Details of the Intervention

The model of psychodynamic play therapy discussed in this chapter entails 
three overlapping phases of treatment: assessment, treatment, and termina-
tion.
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Assessment

Treatment begins with an initial intake with parents, without the child 
present. This session is designed to take a developmental history; gain an 
understanding of family and social dynamics before and after the divorce; 
and gain a preliminary understanding of the child’s social, emotional, 
behavioral, and academic functioning, as well as his or her needs, readiness 
for play therapy, and any possible factors that may impede treatment. In 
addition, the therapist uses this session to establish an alliance with parents 
and to assess factors that contribute to the child’s presenting problem, such 
as level of parental conflict.

Following the parent session, the therapist meets with the child for 
several play assessment sessions. Two are commonly sufficient, but in some 
cases, additional sessions may be needed. During this time, a therapeutic 
alliance is established, the needs of the child are further assessed, and a 
treatment plan is developed. Useful techniques for assessing the inner world 
of children include D. W. Winnicott’s squiggle game (Berger, 1980), the 
Color-Your-Life technique (O’Connor, 1983), Pounding Away Bad Feelings 
(Cangelosi, 1997a), the Before and After Drawing technique (Cangelosi, 
1997c), as well as use of the sandtray and other drawing or play activities 
that foster free expression.

A second meeting with parents is then scheduled to discuss recommen-
dations for treatment. Because each child is unique, each treatment will 
be different, depending on factors such as presenting problems, when the 
divorce occurred, the amount of change and turmoil brought about by the 
divorce, and the amount of parental conflict present. In general, children 
are seen for individual play therapy once a week, and psychoeducational 
parent counseling sessions are scheduled one to two times per month.

Treatment

Everything that happens in the lives of children of divorce is beyond their 
control— the decision for parents to break up, the living and custody 
arrangement, ongoing parental conflict, moving, changing schools, and the 
many other forced adjustments brought about by the family breakup. In the 
midst of this whirlwind of change and readjustment, psychodynamic play 
therapy offers an opportunity for children to play out their feelings in a safe, 
accepting atmosphere, centered around his or her needs. In this treatment 
model, children are encouraged to use the session however they wish— 
building a world in the sandtray, creating with art materials, choosing a 
game. By following the child’s lead, the therapist gains an understanding 
of the child’s feelings, thoughts, conflicts, and needs, as well as his or her 
coping skills and way of relating. The therapist joins the child by engaging 
in a play dialogue, asking what he or she should do or say. In this way, the 
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therapist establishes him- or herself as someone who is genuinely interested 
in the child— someone who is safe and emotionally attuned to the child’s 
inner world. This process enables the therapist to gradually and sensitively 
intervene in ways that help the child replace problematic defenses, symp-
toms, thoughts, perceptions, and behaviors with healthy, age- appropriate 
coping skills. This is achieved by introducing play materials and, when 
necessary, providing information and/or ego- enhancing ideas or sugges-
tions to improve the child’s understanding of his or her feelings, thoughts, 
or problematic situations. For example, if a child’s play reveals anger about 
having to leave one parent to be with the other, the therapist would point 
out that the doll is angry about only being with one parent at a time. The 
therapist would also validate the child’s feelings by noting that many kids 
feel that way. These kinds of ego- supportive interventions support healthy 
adjustment, strengthen coping skills, and help the child achieve a sense of 
competence, hopefulness, and mastery.

Termination

Termination is an integral part of psychodynamic play therapy and can 
affect children’s feelings about the entire therapeutic relationship. The sen-
sitive handling of this phase of treatment is particularly important for chil-
dren of divorce because they endure many losses and separations, which 
they do not have a say in. Therefore, it is crucial that they have a distinctly 
different experience when saying goodbye to the therapist. In contrast to 
being a passive recipient of change and loss, termination provides an oppor-
tunity for children to choose how and when therapy ends. A period of 
several weeks are set aside to prepare for the ending of treatment in a new, 
emotionally corrective way. During this final phase of treatment, the thera-
pist helps the child integrate and consolidate the lessons and coping skills 
they learned in treatment and works to empower the child to cope with 
difficulties that may come up in the future.

Some child analysts adhere to the adult philosophy for termination, 
where a final break is made at an agreed- upon date. However, this author 
follows the viewpoint proposed by Anna Freud in which treatment is 
ended but not the therapeutic relationship (Cangelosi, 1997b). Anna Freud 
believed that development is a process that determines children’s needs, and 
therefore, children may need to return for treatment at a later date. For this 
reason, she argued that it is important not to sever the tie to the therapist. 
She wrote:

To make an absolute break from a certain date onward merely sets up 
another separation, and an unnecessary one. If normal progress is 
achieved, the child will detach himself anyway, in the course of time, just 
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as children outgrow their nursery school teachers. The analyst can allow 
this detaching process to occur by reducing the frequency of visits, and 
often this is suggested by the child. The analyst then becomes a benign 
figure in the background for the child. The analyst can thereafter be vis-
ited and remembered on certain occasions, and should be available for this 
kind of contact. (in Sandler, Kennedy, & Tyson, 1980, p. 243)

Parent Involvement

After decades of study, researchers have highlighted that divorce is 
not simply a single event, but rather a process extending over time that 
involves myriad changes and challenges for children. Decades of empirical 
research have shown that several specific stressors of the divorce process 
can increase the risk of psychological difficulties over time. These stressors 
include inadequate preparation for the initial separation, ongoing parental 
conflict, loss of the noncustodial parent and/or other important relation-
ships, loss of social and economic opportunities, and changes related to 
remarriages (Kelly & Emery, 2003). Researchers have further found that 
reducing these stressors may lessen the risks and struggles associated with 
parental divorce. With regard to divorce, Amato’s (1994) review of research 
showed that children’s adjustment to divorce depends on several key fac-
tors: the amount of parental conflict following the divorce, the quality of 
the child’s relationship with the noncustodial parent, the custodial parent’s 
emotional adjustment and parenting skills, and the extent of financial and 
social stressors affecting the family. For these reasons, involvement with 
parents is an essential component of psychodynamic psychotherapy.

Case Vignette: Sam

Sam was 8 years old when his mother brought him for counseling. His 
parents had separated 4 months earlier, after which he had become increas-
ingly anxious, insecure, and clingy. In the weeks prior to the initial intake, 
he complained of frequent stomachaches and would work himself up so 
much when separating from his mother that he would hyperventilate. The 
separation was a contentious one, so Sam’s parents chose to meet separately 
for the initial parent sessions.

Assessment

The therapist first met with Sam’s mother, who was very concerned about 
her son’s anxiety. She shared that Sam was an only child who had always 
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been quiet and insightful. He tended to have a hard time talking about feel-
ings but expressed relief when his parents separated because he did not like 
the fighting. Mom shared that although periodic disagreements with Sam’s 
father had continued since the breakup, they only occurred via phone mes-
sages and emails and Sam was not aware of them. She was keenly aware of 
not wanting the breakup to affect Sam.

Sam’s symptoms developed gradually over the months prior to the 
intake. He had more and more difficulties with transitions when leaving 
for school, going to after- school activities, and leaving for bimonthly week-
end visits with his father. His teacher was informed of his difficulties and 
was having great success distracting him when he arrived for school, which 
decreased his anxiety. However, this was not the case with his after- school 
activities or visits with his father. In these situations, Sam’s anxiety would 
intensify. On several occasions, just before the intake, he refused to go to 
after- school activities and had to leave his father’s apartment just a few 
hours after arriving for a scheduled visit.

Sam’s mother described him as an easygoing child who presented with 
no behavioral difficulties. He was an excellent student and curious learner, 
and he preferred quiet activities such as reading, puzzles, and building toys 
rather than sports. While this kept him apart from more athletic boys at 
school, he got along with everyone and always managed to find ways to 
enjoy his free time. Sam lived with his mother in the home where he had 
grown up. She reported that they had a close relationship, but that Sam had 
never experienced separation anxiety prior to the marital breakup. Her 
parents and siblings lived in the same town and visited often. Sam’s father 
also lived locally with his brother, Sam’s uncle.

Before meeting with Sam, the therapist also met with his father, Mr. 
K, who was also concerned about Sam’s anxiety. However, he felt that Sam 
needed to simply adjust to the divorce and cope with being away from his 
mother. Mr. K shared that his parents had divorced when he was 6 years 
old and that he did not have any difficulties with the change. He did not 
understand why Sam was having such a hard time. Nonetheless, he was 
concerned that Sam’s symptoms were interfering with their visits, and he 
wanted to help his son overcome his difficulties. Although open to therapy, 
he was not able to reflect about Sam’s internal experience of the family 
breakup.

During the initial session, Sam separated easily from his mother. He 
presented as a very appealing, though anxious, child who was comfort-
able meeting with the therapist and eager to receive help. He willingly 
spoke about his feelings of panic and shared that he gets so upset he stops 
breathing. The therapist felt that Sam was asking for help and his suffer-
ing was so extreme that an intervention was needed to help him regulate 
and self- soothe. Therefore, she introduced a picture book about stress and 
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anxiety and practiced bubble breathing with him. Sam caught on quickly 
but remained very serious throughout this fun activity. There was a sad-
ness in his eyes, which became increasingly apparent when he chose to 
create a sandtray later in this session. He assembled a battlefield of soldiers 
versus significantly larger aliens. Themes of aggression and extreme pain 
unfolded. Soldiers were buried and screamed for help. Similar themes were 
seen in Sam’s sandtrays in the following session. This time, Sam shoved an 
army figure in the sand and shouted that he was drowning and could not 
breathe. The desperation in Sam’s voice was very disturbing to witness and 
showed the intensity of his panic and sense of powerlessness.

Feedback Session and Recommendations

Sam was immersed in his play during both assessment sessions but was 
able to shift easily when the session was over. The organization of his play, 
together with his awareness of his problems, his ability to express his wor-
ries, and his responses to interventions were strong indications that he had 
good ego strength. His initial presentation revealed he felt powerless, was 
flooded with anxiety, and struggled for a sense of mastery. Sam’s interest 
in play and in creating worlds in the sandtray were strong indications that 
play therapy was an ideal treatment to help him overcome his difficulties.

During the parent feedback sessions, the therapist recommended 
weekly play therapy for Sam and bimonthly meetings for each of his par-
ents to help them foster his adjustment. She also recommended that Sam see 
his pediatrician to rule out any medical reason for his symptoms, particu-
larly his stomachaches, which had become worse over time. The treatment 
goals set out for Sam were to continue establishing rapport and trust with 
Sam and his parents; to provide a safe place for Sam to express, under-
stand, and master his sense of powerlessness; to help Sam self- soothe and 
manage his anxiety; to help Sam’s father understand and empathize with 
Sam’s feelings; and to better understand Sam’s relationship with his mother 
and help him cope with separating from her.

Treatment

Throughout the beginning phase of treatment, Sam continued to create 
battle scenes in the sandtray. Initially, his play was replete with themes of 
drowning, sinking in quicksand, and being buried. He consistently identi-
fied with the figure being defeated and was flooded with a sense of pow-
erlessness and despair. During this phase of therapy, Sam also continued 
to have difficulty during weekend visits with his father. His panic when 
separating from his mother had become so intense that he was unable to 
stay over at his father’s house at all. In Session 6, two large monster fig-
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ures stomped on a soldier, and Sam shouted, “I can’t take this! There’s no 
hope now!” As his level of anguish peaked, the therapist pointed to the 
other miniatures and asked if the soldier needed a backup. Sam rummaged 
through a pile of figures and eventually found a rather small, but “mighty,” 
robot who proceeded to zap the monsters with his radar capabilities.

In the following sessions, Sam brought several action figures to his 
sessions and used them, along with the mighty robot, to construct new 
battles. However, now the encounters were more balanced and fair because 
each superhero was about the same size and had different, but equal, pow-
ers and vulnerabilities. Because of this equality, both sides won and lost, 
and there was less anguish when defeat occurred. Around this time, Sam 
had completed a series of medical tests which showed that his stomach-
aches were not due to a physical problem. With this knowledge, he seemed 
relieved and more open to discussing why his anxiety about staying at his 
father’s house continued. Using the feeling chart, Sam identified several 
emotions, including, nervous, angry, and worried. He reported that he had 
not spent a lot of time with his father prior to the divorce and felt their 
visits were awkward. His father wanted to go fishing and watch sports on 
TV, which were activities that did not interest Sam. Eventually, Sam also 
expressed annoyance that his father did not already know this about him. 
In an attempt to empower Sam, the therapist asked if he ever made sugges-
tions for fun things to do with his father. He responded that he was afraid 
to do so because he did not want to hurt his father’s feelings or make him 
mad. Apparently, Mr. K scheduled weekend visits with so many preplanned 
activities that there was no room for Sam to have a voice about how to 
spend their time together. Sam’s uncle often accompanied them, which 
made Sam feel outnumbered and uncomfortable expressing his needs. By 
this point in treatment, Sam often shared these feelings spontaneously. He 
had become more open to discussing his emotions and experiences and he 
now looked forward to using therapy to get things off his shoulders. How-
ever, despite identifying anger as an emotion associated with visiting dad, 
he was not yet able to discuss this emotion openly.

In the weeks that followed, battles in the sandtray had come to a halt. 
Sam brought new toys to his sessions, and themes of competence and mas-
tery followed. He brought Pokémon cards to several sessions and discussed 
each character’s powers as well as things that disempowered them. He 
brought a maze game and demonstrated an uncanny ability to anticipate 
moves. Finally, Sam brought elaborate Lego constructions which he had 
assembled, and the therapist highlighted his patience and problem- solving 
ability. Sam’s overall anxiety, insecurity, and clinginess with his mother 
had subsided by this time. However, he refused to participate in after- 
school activities and continued to have stomachaches during weekend visits 
with his father, which made it impossible for him to sleep over.
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At this point in treatment, it was unclear whether Sam actually experi-
enced stomachaches or if he was using them to avoid anxiety- provoking sit-
uations. In one session, he told the therapist he did not mind spending days 
with his father but didn’t understand why he had to stay entire weekends. 
He complained that his father’s apartment, which was shared with Sam’s 
uncle, was loud and uncomfortable. Sam felt that weekend visits pulled him 
away from his life, and he became anxious each time he described his over-
night visits. He noted that being in the apartment made him miss his home, 
and he worried his father would think he was being a baby if he asked to 
call his mother. Sam further felt that his father didn’t understand him and 
frequently told him to be strong.

It was no surprise why Sam’s feelings resulted in so much anxiety, 
despite his attempts to use the deep breathing and mindfulness activities 
the play therapist had taught him. Furthermore, it was clear that more 
work was needed to help Mr. K adjust his parenting style. Sam’s stom-
achaches provided a temporary solution around the unbending nature of 
their visits, which gave him a reason not to stay over and provided a break 
from his sense of helplessness. While this was clearly not the most desir-
able coping mechanism, it significantly reduced Sam’s internal suffering 
and level of anxiety. Using the defense of avoidance was helping his ego to 
cope better, and he became lighter and more interested in age- appropriate 
activities. In his discussions with the therapist, Sam became aware that this 
was just a temporary solution. Treatment focused on helping him recognize 
when this defense surfaced in order to prevent it from being overused and 
to replace it with more proactive behaviors. Stress was placed on exploring 
healthy ways to deal with problems and uncomfortable feelings. Simultane-
ously, parent counseling with Mr. K focused on listening to Sam’s desire for 
shorter visits in order to decrease his sense of powerlessness and improve 
the father– son relationship.

Six months into treatment, Sam’s interests and confidence increased, 
and he was more open to trying new things. Among these was his willing-
ness to try swimming lessons and to join a board game club after school. 
He made a friend who shared his interest in building, and together they 
attended an after- school Lego class together. Sam continued to use his ses-
sions to get things off his shoulders, but there was significantly less anxi-
ety and turmoil in his play and conversation. He walked and talked more 
confidently and typically chose competitive games such as checkers and 
chess. Interestingly, Sam was comfortable not only teaching the therapist 
new strategies but winning, which he often did by a landslide. However, 
this was done in a lighthearted, nonboasting way.

When summer approached, Sam decided to attend a Lego camp with 
his friend, and his mother reported that he wanted to come to sessions 
every other week. The therapist used this opportunity to let Sam know 
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that therapy was his place where he could express anything he needed. 
She hoped this would provide an emotionally correcting experience given 
Sam’s history of not feeling heard by his father. The therapist also hoped to 
reinforce Sam’s use of assertiveness rather than retreat and avoidance. Sam 
continued bimonthly sessions for an additional 7 months. During this time, 
less and less anxiety was noted. He had settled into a comfortable visiting 
pattern with his dad, which included a short dinner during the week and 
one long day together every weekend. In addition, Sam’s father had pur-
chased a video game system that became a mutually enjoyable activity for 
them to share. As the months passed, Sam became so busy and symptom 
free that he decided to stop treatment. However, he did not want to stop 
forever and requested to return if needed.

During the termination phase, the therapist encouraged Sam to make 
a list of the many things he accomplished during treatment. In each of the 
three last sessions, Sam added to the list, which ultimately included 33 
items. The therapist’s favorite was number 8, “I can breathe!” She gave 
Sam a bottle filled with sand from the sandtray as a goodbye gift (an idea 
that she heard about from her colleague, Robin Bottino) to remember the 
work he had done in therapy and, more importantly, his personal power. 
Approximately 18 months after treatment ended, Sam returned for several 
sessions to process his father’s upcoming wedding. He showed no signs of 
anxiety, had a closer relationship with his father, and had internalized a 
sense of competence and confidence. Sam was involved in several after- 
school activities and made several like- minded friends.

Work with Parents

The therapist initially met with Sam’s mother two times per month to help 
her empower Sam to separate more easily. She was very responsive and 
consistently went out of her way to help him branch out and gain a sense of 
comfort, confidence, and autonomy. After several months, these meetings 
took place less often and were used mainly to exchange information and 
help her understand her son’s needs.

The therapist’s work with Sam’s father involved two monthly consulta-
tions throughout the treatment. Despite having an authoritarian parenting 
style, he was very motivated to be close to his son. Over time, he was able 
to see that they had different personalities, interests, and ways of coping. 
Although he did not fully understand Sam’s feelings, he was able to see that 
not making adjustments with the visitation plan would ultimately distance 
them further. It took many sessions, but this awareness enabled him to 
change to an arrangement consisting of shorter, more frequent visits with 
Sam, which ultimately gave them more quality time together. Sam’s mother 
saw the benefits of this arrangement and willingly cooperated. Over time, 
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Sam spent more time with his father because their relationship had become 
more comfortable. Although he did spend entire weekends at his father’s 
apartment, Sam and his father, as well as his mother, were happy with the 
agreed- upon arrangement.

Empirical Support for Psychodynamic Psychotherapy

Empirical research shows increasing evidence that demonstrates the effec-
tiveness of psychodynamic psychotherapy for treating both adult and child 
populations. Shedler’s (2010) landmark publication entitled “The Efficacy 
of Psychodynamic Psychotherapy” showed evidence from a variety of ran-
domized controlled studies that effect sizes for psychodynamic therapy 
are as large as those reported for other forms of therapy that have been 
endorsed as “empirically supported” and “evidence based.” In addition, 
Shedler found that patients who receive psychodynamic therapy not only 
maintain therapeutic gains but often continue to improve after treatment 
ends.

In her review of 59 studies, Gaskin (2012) found strong support for 
the use of psychodynamic psychotherapy for treating a wide variety of pre-
senting problems, including depressive disorders, somatic symptoms and 
some anxiety, and somatoform and personality disorders. In addition, a 
smaller number of studies showed that psychodynamic psychotherapy is an 
effective approach for treating eating disorders, posttraumatic stress disor-
der, and some substance- related disorders. Gaskin noted that meta- analysts 
and researchers have reported medium, large, and very large (exceeding 
two standard deviations) effect sizes for improvement on primary outcome 
measures and that these improvements remain beyond the termination of 
therapy.

A number of studies have demonstrated that psychodynamic therapy 
is an effective treatment for children as well. Fonagy and Target (1996) sys-
tematically reviewed 763 records at the Hampstead Clinic and found signif-
icant improvement in children’s levels of anxiety and depression. Children 
treated for conduct problems with once or twice per week psychodynamic 
psychotherapy responded less well but improved with greater frequency of 
sessions. Furthermore, in their review of a vast number of research studies, 
Midgley and Kennedy (2011) found that when direct comparisons were 
made, psychodynamic treatment of children and adolescents appeared to 
be equally effective as comparison treatments. Children with a variety 
of emotional and behavioral difficulties showed significant improvement 
with both internalizing and externalizing problems when provided with 
psychodynamic play therapy. Most impressively, they found that psychody-
namic treatment may have a different pattern of effect compared to other 
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treatments. For instance, depressed children who received family therapy 
improved more quickly, while improvements for those receiving individual 
psychodynamic therapy were slower but more sustained, with some chil-
dren continuing to improve beyond the termination of treatment. Thus, 
in contrast to therapies that bring about quicker changes, psychodynamic 
psychotherapy has been found to have a “sleeper effect,” benefiting chil-
dren after treatment has ended. In addition, Midgley and Kennedy’s review 
showed that when age groups are compared, younger children benefit more 
than older ones. In general, children with emotional or internalizing disor-
ders seem to respond better than individuals with behavioral/externalizing 
disorders.

Conclusion

Parental divorce brings about countless changes and losses in children’s 
lives. Effective treatment must address a wide variety of social, emotional, 
and developmental issues, while simultaneously focusing on family dynam-
ics that can hinder adjustment. Given the unique, multifaceted needs of 
these children, psychodynamic play therapy combined with parent counsel-
ing is an ideal modality of treatment.

This approach addresses psychological functioning beyond observ-
able behavior, which is crucial when working with children of divorce who 
often conceal or disguise their internal pain to avoid worrying (or bur-
dening) their parents. For some children of divorce, the therapy session is 
the only time when their needs come first and their deepest emotions are 
acknowledged. Most importantly, the psychodynamic play therapist does 
not tell them how to think, feel, or readjust, but instead shows patience and 
respect and empowers them to gain a sense of mastery.

Psychodynamic play therapy allows children to express their emo-
tional struggles and perceptions of the family breakup in a disguised, non-
threatening way. Using the metaphor of play allows the therapist to respond 
in a sensitive, ego- enhancing manner so that a sense of empowerment can 
be achieved and healing can take place. In addition, the therapist’s under-
standing of the child’s inner world and background in child development 
can be extremely helpful when counseling parents. Psychodynamic play 
therapists are in an ideal position to translate the child’s inner struggles 
and developmental needs to parents to help them understand how to foster 
their child’s adjustment.

Empirical studies have shown that adults and children who receive psy-
chodynamic psychotherapy not only maintain therapeutic gains, but also 
continue to improve after treatment ends. This is of great importance for 
children of divorce who, in many cases, are faced with long-term stressors 
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stemming from the breakup of the family unit. Integrating psychodynamic 
principles with play therapy further serves to restore hope, joy, and a sense 
of personal well-being.
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Description of the Problem

In the last two decades, a great deal of research and clinical work has 
focused on children who are sexually abused by family members or other 
caretakers as well as older children or people in positions of authority 
in children’s lives. There appears to be a consensus on the major effects 
of childhood sexual abuse and the long-term consequences of untreated 
early trauma. In fact, the Adverse Childhood Experiences (ACE) study has 
revolutionized the way many people think about the dangers inherent in 
allowing sexual abuse to go unrecognized, unreported, or untreated in chil-
dren’s lives (Felitti et al., 1998). The findings consistently point to what the 
National Child Traumatic Stress Network (NCTSN) proposes as typical 
target areas that are most affected by these adverse childhood experiences 
(NCTSN, 2012). Those target areas include behavioral and emotional dys-
regulation; depression; dissociation; biological and cognitive issues; attach-
ment; and self- esteem. Of course, these are merely symptoms of a variety 
of emotional conditions manifested in many ways (NCTSN, 2012). Studies 
find that most abused children have varying degrees of fear and anxiety, 
anger, sadness, and identity confusion or lowered self- esteem. In addition, 
many sexually abused children experience the events as traumatic, that is, 
non- normative events that produce an overwhelming sense of helplessness 
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and loss of control, and they may struggle with long-term somatic, psy-
chological, sensory, neurological, psychiatric, and medical challenges (van 
der Kolk, 2014). van der Kolk (2005) states that dissociating is the great-
est predictor of the development of posttraumatic stress disorder (PTSD) 
symptoms in young children. He purports that this diagnosis does not 
fully function for abused/traumatized children and suggests developmental 
trauma disorder in its place.

There is little consensus among researchers and clinicians, however, 
about how to treat the issues associated with child sexual abuse. Lanktree 
and Briere (2016) may have a powerful and innovative proposal based on 
their work with high-risk children in the past decade. They suggest that 
clinical focus be placed on assessment and that subsequent assessment 
findings guide the treatment approach. Lanktree and Briere (2016) go 
on to suggest a robust prescriptive approach in which the symptoms are 
lined up with what the research indicates is the appropriate treatment of 
choice. Thus, clinicians must be well versed in a variety of approaches 
and techniques, relying on their clinical judgment as well as some hard 
assessment data to reach conclusions about how to present and promote 
treatment.

Another layer of significant work includes clinical attention to the 
work of Bruce Perry (2006) and his neurosequential model of therapy 
(NMT). He suggests that many techniques are inherently effective treat-
ment tools; however, they must be offered based on what part of the child’s 
brain is over- or underdeveloped and in need of stimulation (Perry, 2006; 
Perry & Dobson, 2013). So, most clinicians favor individualized treatment 
plans, based on the needs of specific children and their families instead of 
manualized protocols that are delivered to all children whose families seek 
out treatment.

In the play therapy field, a schism emerged between the child- centered 
and more “directive” therapists. However, most child therapists who spe-
cialize in play therapy seem to be moving toward delivering services along a 
continuum of therapist- led and child-led activities, attending to the theories 
that underlie those approaches.

Schaefer (2001) has pioneered the use of prescriptive therapy with chil-
dren and continues to advocate for this approach as consistent with quality 
service delivery. Instead of privileging the theories or techniques, he sug-
gests that clinicians be conversant enough with the scientific literature to 
discern which treatment approaches have been found effective with specific 
problems (Schaefer, 2001). Schaefer and Drewes (2013) wrote a seminal 
book that requires all clinicians to dig a little deeper and know what play 
therapy has to offer what children, under what circumstances, and how 
and why it works, always informed by a good assessment and target prob-
lem areas.
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Rationale for Prescriptive Play Therapy

Sexually abused children are as diverse as can be and have never really fit 
into a “profile.” Thus, a singular approach to treating all sexually abused 
children will not follow. Each child and family will have unique experi-
ences, needs, strengths, and vulnerabilities that can never fit into a “one-
size-fits-all” approach. Target areas help us to assess for specific clusters 
of problems, systemic and contextual issues, family strengths and vulner-
abilities, and children’s individual learning styles, internal and external 
resources, or what is commonly understood as resiliency.

A prescriptive approach allows for this matching of child/family and 
specific vulnerabilities to treatment approaches based on goal- setting. 
Thus, this particular problem with all its layers of complexity requires a 
tapestry of carefully selected interventions.

Step‑by‑Step Details of the Intervention

As mentioned above, because sexual abuse occurs in a family system 
(whether or not the abuse itself occurs by a family member), the whole 
family is often traumatized, and individual reactions can be initially self- 
serving and less than useful to children. Parents, for example, may feel 
guilty, be ashamed and angry at their child’s disclosure, and may express 
disbelief or disappointment that they were not informed sooner. Although 
this response is understandable, it often ends up creating more difficulties 
for children who need as much comfort and support as they can get, espe-
cially when they get up the nerve to tell a trusted family member.

After an initial intake with parents or caregivers, in order to both learn 
about the situation and how it came to light, parents are given specific 
coaching on what to say or do with the child who has disclosed abuse, as 
well as how to handle the situation with other children and extended family 
members. When cases involve extended family members, more confusion 
and uncertainty can come into play. When the abusers are trusted fam-
ily friends, who were befriended or entrusted with their children’s care, 
the level of responses becomes multilayered. Parents will need very specific 
coaching and will require additional services for their own processing of 
the abuse.

Sexually abused children are initially seen alone. At the Gil Institute 
for Trauma Recovery and Education (GITRE), children are often self- 
conscious in the presence of parents or siblings and may check them con-
stantly for their own emotional reactions. There have been many children 
who try to cheer up their parents or try to recant their stories once they see 
their parents unhappy or scared.
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The initial sessions with children are assessment- based, trust- building, 
 and supportive. A combination of child- centered approaches along with 
parental information- sharing is very important at the outset, so that chil-
dren know that it’s okay to “show or tell” their thoughts and feelings 
about the abuse and the abuser. This is often done by clinicians verbal-
izing to child clients what they know from what the parent shared and 
telling the child that the clinician works with children who have been 
inappropriately touched or with children who have had something hap-
pen to them that was confusing or difficult. This genuineness with the 
child aids in beginning a therapeutic relationship built on unconditional 
positive regard, congruence, and trust. Building trust is part of all good 
therapy. When working with abused children, building trust is impera-
tive, as broken trust is inherent in child maltreatment and building it with 
the therapist sets the foundation for all things to follow. Building trust 
requires the therapist to be attuned, patient, and emotionally present, 
willing to be tested and challenged at every turn, or able to tolerate being 
ignored or painfully avoided.

Over time, clinicians watch as children either play out their abuse or 
find a way to “show” what they are unable to speak. They may also blurt 
out their truths without apparent provocation or suggestion. They may 
tease the clinician with feigned interest in specific topics, or they may ask 
the therapist to help them do some of the work they know is needed in the 
forms of talking, expressive arts, or play activities. In any case, the clini-
cal posture is to let the child lead the way and/or find a way to gradually 
introduce difficult material.

Just as there are consensus areas in terms of target treatment areas, 
there is agreement that sexual abuse treatment always includes attention 
to three major areas: building trust and establishing safety, addressing the 
traumatic memories directly, and helping the child with coping strategies 
so that children can continue to manage whatever trauma- associated prob-
lems surface as they get older. Most clinicians who specialize in this area 
recognize that children process the traumatic memories at their own devel-
opmental level and may return to reorganizing and integrating material 
differently as they mature. Thus, a 4-year-old who is sexually abused may 
feel confused or scared and may have sensory experiences of pain and/or 
pleasure. However, when this child turns 11 or 12, there may be a cognitive 
reevaluation of what that early experience was. The child may now real-
ize that what happened was unique, and he or she might feel concurrent 
embarrassment or shame. He or she may also realize that what occurred 
was something sexual and not simply an innocent game. The child might 
recognize that he or she did not have control and was manipulated. All 
these insights can occur because the child’s perceptual and cognitive abili-
ties have grown according to their developmental level.
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Parent Involvement

Levels of parental involvement vary greatly among professionals who work 
with sexually abused children, but at a minimum, psychoeducation seems 
to remain in the forefront. Most of the time, clinicians must provide infor-
mation to parents about what to expect in their child, how to respond 
to them, how to manage the feelings/thoughts they are having, and what 
resources are available. There are tons of nagging questions about why 
children didn’t tell sooner, why parents couldn’t somehow detect there was 
a problem, concerns about children’s behaviors, their adult sexuality, and 
so on. The clinician must meet these questions with great compassion, for 
they often come from a place of intense fear and/or guilt that the parent 
might now hold.

While therapists encourage psychoeducation, they are also keenly 
aware that often parents have their own histories of physical and sexual 
abuse and idiosyncratic ways of coping with difficult emotions; family 
bonds may be tested during these challenging situations. Thus, we encour-
age parents to participate in group therapy with other parents of abused 
children, and we suggest individual therapy to address the impact of abuse 
on themselves and other members of the family. Nonabused children are 
often neglected and must be included in some form of psychoeducation or 
treatment.

Case Vignette: Tony

Tony was brought to therapy by highly anxious parents who noticed a vari-
ety of changes in their 7-year-old immediately after he started school. They 
said that Tony used to be their “happy, outgoing, obedient” child, quite the 
contrast to his 4-year-old sister, Ana, who seemed demanding and cranky 
all the time. Tony’s father, Mark, stated that he was with his son in the 
hammock reading him a book when Mark asked if it was okay for someone 
to “kiss his pee pee.” Mark was quite startled by his son’s question and sat 
up abruptly, asking “What are you talking about Tony?” Mark regretted 
that he reacted so poorly because he thinks that his reaction might have 
caused Tony to shut down and not want to talk to him anymore. Mark then 
said that he took Tony inside by the hand and told him to repeat what he 
had asked to his mother. At that point, Tony clung to his mother and cried.

Tony’s mother, Linda, said that she comforted him and sat him on her 
lap on the rocking chair, as they had a habit to do before he went to sleep 
each night. She explained that Daddy wasn’t angry, just worried. Tony kept 
repeating that Dad was “mad” and that he was “in trouble.” By then, his 
father had whispered what Tony had said to him, and his mother gently 
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began to reassure her son. Eventually, Tony was able to say that “someone” 
had touched his penis and had kissed it. Tony said that he didn’t like it and 
told him to stop, but he wouldn’t. He would not say who had done this, but 
he seemed very distressed and embarrassed to talk to his mother. In addi-
tion, he was worried about his father being angry at him. So, before Linda 
went to sleep, she encouraged Mark to go in and talk to his son and let him 
know that rather than being mad at him, he was proud that he had talked 
to his parents.

Following this disclosure, they noticed that Tony was clingy, unable to 
sleep through the night, and had developed the habit of biting his nails and 
pulling his hair—so much so, his mother confided, that he had started a 
small bald spot on his head. And there was one last disturbing fact: Mark 
had walked into the bathroom to find Tony putting a rubber band around 
his penis. Mark said that it looked “tight and painful,” and he took it off, 
telling Tony not to do that again. This time, he hugged Tony first before 
correcting his behavior.

The play therapist talked to the parents about meeting with Tony indi-
vidually to get to know him a little and to see if the play therapist could 
figure out what was on his mind. They told the play therapist that Tony was 
usually pretty self- confident and should be able to meet and come into the 
session alone. The play therapist told them that they could come in if that 
arrangement was more comfortable for Tony, but they should find a way to 
leave when Tony looked okay to them. The therapist also told his parents 
to tell Tony that he would be meeting with a play therapist who works with 
children, and that many of the children the therapist works with have had 
problems with being touched in their private parts. Linda and Mark shared 
with Tony what a therapist was, but they neglected to say that this therapist 
worked with sexually abused children. When the play therapist asked Tony, 
he seemed to know about counseling. The play therapist added that thera-
pists at this office worked with many children who had been touched on 
their private parts. Tony seemed stunned when the play therapist said that. 
The therapist added that at some point, he could say or show whatever he 
wished about what had happened to him, since his parents know that it was 
on his mind. However, the play therapist emphasized that the therapist’s 
first job was to get to know him a little and make sure he felt comfortable.

As the play therapist showed Tony around the play therapy office, Tony 
seemed cautious but curious. He asked if he could draw or paint with the 
paints set up at the easel. He drew the shape of a tear drop and painted the 
inside with various dark colors that eventually turned into a muddy brown. 
The play therapist noted how carefully he stayed within the shape he had 
drawn and how central it was on the page. The play therapist didn’t inter-
rupt his painting, and Tony seemed quite invested in what he was doing. 
At times, he would stop and look around the office without moving from 
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his position in front of the easel. The play therapist sat to one side and was 
in his peripheral view. Tony asked a few questions, one of which seemed 
particularly important: “Do you ever see boys like me?” The play therapist 
responded that she sees “lots of boys your age.” “Yeah, but, are they like 
me?” The play therapist said, “I’m not sure what you’re asking. Like you in 
that someone has touched your private parts, or like you in that you like to 
paint, or like you in that you speak Spanish and English?” He responded, 
“the touching part.” The play therapist reassured him that many boys his 
age who had someone touch them on their private parts came to this office. 
The play therapist added: “You can say or show as much or as little as you 
want about how you think or feel about the touching, any time you want.” 
When he left the office he said quietly, “maybe next time.” The play thera-
pist said “Sure.”

Tony wanted to leave his painting in the office, and he seemed to melt 
into his mother’s arms when he returned to her in the waiting room. As he 
was leaving with his mom, the play therapist told them both that Tony had 
done a good job finding something he liked to do and that the play thera-
pist worked with lots of other children who have had someone touch their 
private parts. Mom thanked her and they left. Tony’s mom called midweek 
to say that Tony was asking daily when he could come to the play therapy 
office again.

Working with sexually abused children is unpredictable. There are so 
many defensive strategies that can be at play: Some children find it nec-
essary to blurt things out almost immediately, and other children avoid 
the topic fiercely. In treating the children who blurt things out (and this 
includes telling stories, playing out themes, drawing pictures, etc.), it’s best 
to follow their lead as they seem to make a gradual release of the secrets 
they have carried. With those who avoid, we eventually start “tickling the 
defenses” and encourage their willingness to face the difficult feelings and/
or thoughts that they find unbearable (Gil, 2010). Still others find that play 
is their first language, the language of trauma release, and they are able to 
show what has happened to them using miniatures. The task of the assess-
ment is to understand each child’s unique defensive strategies and to under-
stand the kind of impact the abusive experiences have had, starting with 
how the events were perceived, what meaning the child has made of them, 
and how the child is coping with what’s occurred. Many sexually abused 
children carry some guilt about doing or not doing something. In addition 
to assessing the negative impact of abuse, clinicians are encouraged to look 
for positive and resilient signs of how children have coped and how they 
have tried to help themselves.

Over the next 10 sessions, Tony developed comfort and trust. As 
his parents shared, he seemed eager to come to see the play therapist. In 
therapy, he had developed predictable routines. The one issue that seemed 
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constant in Tony’s behaviors in the clinical setting and in interactions with 
others as reported by his parents was his fear and anxiety. It appeared that 
Tony was frightened that something bad was going to come of his telling 
that he had been touched. So, he held on to the abuser’s identity carefully. 
One of the ways Tony manifested anxiety was an increased sense of need-
ing control in his various settings. Thus, in his new school, he had asked to 
sit in the front row, next to his friend Daman. He also pushed his mom to 
get him to school early, and on every dropoff he reminded his mom to be 
on time picking him up. In the play therapy office, he always started with 
drawing, moved to a board game, and then spent some time in the sandtray. 
He always asked how many minutes he had left and seemed to organize his 
time very well. At the same time, he never appeared relaxed. He was always 
a little on edge. In fact, he had a heightened startle response, and, as work-
men hammered next door, he started to count the number of hammer hits 
or the seconds between hammering noises.

Because of his high anxiety, the play therapist developed a plan that 
included introducing cognitive- behavioral techniques, long recognized as 
an effective method for reducing anxiety (Sawyer & Nunez, 2014). The 
first step was to meet with Tony and his parents to share the assessment and 
what the treatment plan would be. Tony listened quietly as the play thera-
pist told his parents that it was a joy getting to know Tony better. The play 
therapist shared that Tony was a worrier and that worrying all the time 
could begin to feel heavy and uncomfortable. The play therapist shared 
a book with them called The Huge Bag of Worries about a little girl who 
has a worry and it keeps getting bigger and bigger, so big in fact, that the 
girl found it impossible to carry it all by herself. The play therapist told the 
parents that she and Tony would be working on “shrinking his worry” and 
that she would be asking him to share what he learned with them, and to 
practice some of the worry- busting ideas they learned in therapy at home. 
Tony asked if he and the therapist would still get to play, and the play thera-
pist told him, “Yes, half the time you can decide what you want to do, and 
half the time I will bring an idea or activity designed to work on the worry 
problem.” “Half and half?” he asked. The play therapist reassured him and 
told him he could decide each time whether to do the play time or the worry 
work time first. He seemed satisfied, and so did his parents.

Tony’s treatment goals for his worry problem included helping him to 
become less uneasy when he went to bed at night, to increase the number of 
hours he slept, and to express his specific worries as a way of beginning to 
shrink them. The play therapist mentioned to the parents that from time to 
time they would be asked to join the session for family therapy as well since 
they would need to know specific ways to help Tony with his worries. In 
this first session, as homework the play therapist asked Tony and his family 
to mark down the size of the worry problem each day after school and each 
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day as he went to sleep. The sheet of paper had worry faces that started very 
small and got very large (see Figure 9.1). Tony and his parents were given 
their own sheets so that they could circle how big the worry problem was, 
and they were not to show each other what they had circled. When the play 
therapist first reviewed the sheets, it was clear that the parents seemed to 
be reading Tony’s cues accurately and that the three of them seemed happy 
that most of their sheets matched.

This task was specific to affect identification and affect modulation. 
Later, the play therapist would follow up on the concept, so that if they 
marked a worry feeling at level 5, they would try some interventions to see 
if the feeling could shrink to level 4½. The parents quickly learned to rock 
Tony in the chair, give him a massage on his back, or have him draw a pic-
ture of his worry feeling, as ways to shrink it a little. They especially loved 
using Biodots (2001) and seeing what color the worry problem was when 
it was a 5 and how they could change the color by relaxing, breathing, or 
reading a book.

During one of the worry problem work times, the play therapist asked 
Tony to do a family play genogram (Gil, 2016). The play therapist encour-
aged him to think of “all the important people in his life, both at home 
and outside.” Once the play therapist was sure all the important people 
who spent time in his life were included, he was asked to pick miniatures 
to show his thoughts and feelings about everyone, including himself (see 
Figure 9.2). Tony took this task seriously. He was very purposeful in his 
choices, often taking quite a bit of time to pick miniatures and sometimes 
replacing them in favor of something else. In his mind, he was limited to 
one object (which is not necessarily in the directive for the activity but dem-
onstrated his control issues).

FIGURE 9.1. Affective Scaling Worksheet— Worried. Created by Jennifer Shaw.

1 2 3 4 5

What size is your worried feeling?
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As can be seen in Figure 9.2, there is only one wild animal selected, 
and an aggressive one at that. It’s pointing in the direction of the family. 
It’s also interesting to note that Tony opted to put a fence encapsulating the 
animal, which suggested his need to keep this figure separate from the oth-
ers. When the play therapist told him to “say a little about the miniatures 
he had chosen,” he spoke about all of them, except that animal. When the 
play therapist pointed that out to him, he simply shrugged his shoulders 
and only said, “That one’s name is Miguel.” This remained a curiosity, 
so the play therapist asked the parents about this person and his relation-
ship to Tony. His parents initially described a close and friendly relation-
ship, noting that this was Tony’s 10-year-old cousin who had lived nearby 
“forever” and that they spent many holidays and vacations together. The 
boys shared a love for soccer and video games, and they spent much time 
playing and laughing. Tony’s father noted, as a postscript, that “now that 
I think about it, Miguel doesn’t come around as much right now and when 
I’ve suggested to Tony that he go play at his cousin’s house, he’s refused . . . 
nothing big, he just does something else.”

It’s important to remember that as clinicians, we are not detectives, nor 
are we investigators of crimes. Especially in cases where a potential abuser 
has not been named, we as clinicians can sometimes find ourselves sud-
denly pressured to assume a detective role because we want to protect chil-
dren from harm, respond to parental anxiety, figure out who harmed them, 
and bring justice to the situation. Seeking supervision and/or consultation 
with colleagues can help identify and relieve this countertransference. It’s 
imperative to assert the clinical role and to keep from compromising the 
therapeutic relationship by taking on the investigative posture. Needless 
to say, once clinicians do develop a suspicion of child abuse, reporting to 
Child Protective Services is necessary and required.

FIGURE 9.2. Family play genogram.
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Empirical Support for the Intervention

The treatment of choice for anxiety, as well as anxiety related to child sex-
ual abuse, is cognitive- behavioral therapy and trauma- focused cognitive- 
behavioral therapy (Cohen & Mannarino, 2015). Because of that, the play 
therapist selected a number of playful cognitive- behavioral techniques that 
invited Tony to reveal more about the sources of his anxiety. Eventually, 
Tony was able to state that he was holding a secret about Miguel, on a 
scale of 11+++++ that he didn’t feel comfortable telling anyone. The play 
therapist told Tony that was fine, that it happened to lots of people, and 
that in their “work time,” they would look a little at secrets. Tony and the 
play therapist read a book called Woody and Willy, a book about a bear 
and a boy spending time together and getting to know each other. The boy 
eventually confides that he has been touched inappropriately on his private 
parts and talks about the difficult feelings he has had as a result. Tony lis-
tened very attentively.

After the book reading, the play therapist brought out some art materi-
als and talked about secrets as “layers.” On the first piece of construction 
paper, the play therapist wrote “Secret” and then had Tony select colors, 
explaining that each one was a wall that kept the secret from getting out. 
He seemed to enjoy working on a color scheme with the darker colors closer 
to the secret and the top color as yellow. “Wow, the top color is yellow,” 
the play therapist said, and Tony replied, “Yeah, sunshiny day.” Given that 
they were now engaged in cognitive- behavioral play therapy, the play thera-
pist said, “Seems like the closer to the secret, the darker the colors, and the 
farther away from the secret, the more sunshiny. Sounds like leaving the 
secret behind might make for a sunshiny day.” Tony was pretty smart and 
remarked, “Or keeping it buried makes you feel more sunshiny.”

The play therapist then told him that they should take a look at all the 
walls that were keeping this secret buried, and she started to write head-
ings on each page. The headings included: “Things I say to myself about 
the secret,” “How I feel about the secret being buried/brought to the light,” 
“Who might help me move some of these heavy walls,” “Ways I can make 
the walls lighter,” and “How many walls do I actually need.” Tony added 
the headings: “Things my friends would say” and “Trouble that would 
happen if I told.” They had laid out their work: to explore his defensive 
strategies, to try to provide options to his rigid thinking, and finally, to 
prepare a “construction plan” for removing the heavy walls.

Tony was able to follow this metaphor easily and with great enthu-
siasm. He brought some new pieces of paper to add that were transpar-
ent. The heading was, “If someone could see the secret, what would they 
see,” and finally, “The person most upset if the secret comes out is. . . . ” 
His answer was “Miguel,” written in the faintest pencil, barely visible to 
the eye. The play therapist’s clinical intuition had been that Miguel was 
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involved in some way, and finally, Tony felt brave and safe enough to tell 
his mother that Miguel was the one who had kissed his penis and that it 
happened “lots of times.” The play therapist made a child abuse report to 
the police, since the abuse had occurred in Miguel’s house. Fortunately, 
this report went to a very experienced and well- trained juvenile officer, 
who recognized that Tony was in treatment, that his parents had done the 
right thing to believe him and get help, and that Miguel was still in fact a 
child, who likely needed help himself. Thus, this case could be viewed from 
a clinical rather than a criminal lens. Miguel’s parents were devastated, but 
they were willing to get their son help (see Gil & Smelser, Chapter 11, this 
volume).

Conclusion

Sexual abuse of children is a serious national concern with many long-
term consequences (Dube et al., 2005). Children need treatment in order to 
ameliorate the impact of these experiences, many of which are quite trau-
matic. In the last few decades, a consensus has emerged on impact areas as 
well as treatment goals and interventions (van der Kolk, 2005; Perry, 2006; 
Schaefer & Drewes, 2013). Those interventions are delivered in a variety 
of ways depending on the clinician’s theoretical orientation. However, pre-
scriptive play therapy relies on the research to determine the efficiency and 
desirability of specific approaches to target symptoms, many of which have 
been isolated and studied. At the same time, any consideration of treatment 
of young children must be provided in a reasonable way, taking into con-
sideration their strengths and vulnerabilities in the areas of cognitive and 
linguistic factors. In addition, the neuroscientific community has provided 
another lens in which to consider the child’s current brain functioning, in 
order to consider what sequence to provide interventions (Perry, 2006).

The case example in this chapter references an assessment process 
that allows for the establishment of safety and development of trust, fol-
lowed by the identification of the target problem area. Once that target 
area is identified, the research literature is consulted in order to design play 
therapy interventions that deliver an evidence- based approach. Since the 
child’s symptoms clustered around anxiety in this case example, a trauma- 
informed cognitive- behavioral approach was selected and provided utiliz-
ing play therapy techniques.

Parents and caregivers play a significant role in the health and recovery 
of their children. As a result, conjoint sessions and homework assignments 
are selected to share information to all family members and to include non-
offending parents/caregivers in the healing process. Parents’ follow- through 
is critical to provide repetition of clinical lessons.
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Description of the Disorder

Attention- deficit/hyperactivity disorder (ADHD), one of the most com-
monly diagnosed neurobehavioral disorders in children, consists of devel-
opmental delays or deficiencies in at least two types of neuropsychological 
abilities. These two dimensions are inattention and hyperactive– impulsive 
symptoms. The disorder is also classified as neurodevelopmental because 
the scientific evidence for the substantial role of neurological and genetic 
causes in ADHD is now overwhelming and irrefutable (Barkley, 2016). 
ADHD is considered to be neurodevelopmental because it is primarily the 
result of a delay or lag in specific mental abilities. The deficits are largely 
due to delays and/or dysfunction in the maturation of the brain areas that 
underlie those abilities. Barkley (2016, p. 1) states that “such brain mal-
development seems to arise largely from genetics but can also occur as a 
consequence of damage or other disruptive influences experienced by the 
child or teen at any time during development but most often during prena-
tal brain formation.”

Controversy surrounding ADHD, as well as our understanding of 
the disorder, continues to evolve. Although ADHD was once character-
ized primarily in terms of overactive and inattentive behavior, and later by 
marked impulsivity, it can also be described by deficits in executive func-
tion ( Barkley, 2012) and motivation (Sonuga- Barke, 2005). Challenges with 
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activity level, attention, and impulsivity are viewed as behavioral manifes-
tations of problems in the capacity for self- regulation and corresponding 
deficits in planning and successfully completing goal- directed activities.

ADHD is one of the most prevalent mental disorders diagnosed in 
children, affecting about 3–5% of children globally (Frank- Briggs, 2013). 
A study by the Centers for Disease Control and Prevention (2011) reported 
that approximately 11% of U.S. children ages 4–17 (6.4 million) have 
received a medical diagnosis of ADHD. This constitutes an increase from 
7.8% in 2003 and has raised concerns about the overdiagnosis and over-
medication of children by some medical practitioners (Schwarz & Cohen, 
2013). Although psychostimulants continue to be the most dominant treat-
ment implemented, the use of medication for ADHD actually decreased 
from 15% of visits (to the pediatrician or psychiatrist) in 2003 to 6% in 
2010, and the management of ADHD in the community has shifted away 
from pediatricians to psychiatrists.

Behaviorally, the symptoms of ADHD are dimensional because they 
reflect the extreme end of a continuum of normal or typical human ability 
in inattention and hyperactive– impulsive symptoms. The fifth edition of 
the American Psychiatric Association’s (2013) Diagnostic and Statistical 
Manual of Mental Disorders (DSM-5) provides a consistent set of criteria 
used to confer a diagnosis of ADHD. The diagnosis requires that the symp-
toms must occur often for over 6 months and to a degree that is excessive 
for their age. It includes six or more of the following summarized symp-
toms in inattention and/or hyperactivity and impulsivity to be present.

Inattention can include failure to give close attention to details, leading 
to careless mistakes; difficulty sustaining attention in tasks or play activi-
ties; frequent failure to listen when spoken to directly, to follow through on 
instructions, and to finish schoolwork, chores, etc.; difficulty in organizing 
tasks and activities (e.g., difficulty in managing sequential tasks and in 
keeping materials in order; being messy and disorganized); avoidance, dis-
like, or reluctance to engage in tasks that require sustained mental effort; 
repeated loss of things necessary for tasks or activities; tendency to be 
easily distracted by extraneous stimuli; and, often, forgetfulness in daily 
activities.

Hyperactivity and impulsivity can include the child’s frequent ten-
dency to fidget with or tap hands or feet or squirm in his or her seat; leave 
his or her seat in situations when remaining seated is expected; run about 
or climb in situations at inappropriate times; be unable to play or engage in 
leisure activities quietly; be “on the go,” acting as if “driven by a motor”; 
talk excessively; blurt out an answer before a question has been completed; 
find it difficult to wait his or her turn; and interrupt or intrude on oth-
ers. Additionally, symptoms need to have been present prior to age 12; are 
present in two or more settings; and interfere with or reduce the quality of 
functioning.
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As can be seen, the constellation of symptoms that make up ADHD is 
quite varied, and the presentation can change over time, making it one of 
the most complex disorders with which to work. Based on the nature of the 
symptoms, three types of ADHD can be diagnosed applying the DSM-5 
criteria: combined presentation, predominantly inattentive presentation, 
and predominantly hyperactive– impulsive presentation. The symptoms of 
ADHD affect children’s interactions in all areas of their environment and 
result in an inability to meet situational demands in an age- appropriate way 
(Imeraj et al., 2013).

Other Treatment Approaches

Treatment for ADHD exists in many different types of approaches. The 
most common treatments are medication therapy, behavior modification, 
cognitive training, cognitive- behavioral therapy, and family systems ther-
apy. In addition, over the last 20 years, play therapy has become a viable 
treatment alternative.

Medication Therapy

Psychostimulant medication, the most common treatment for children with 
ADHD, is given to more than 600,000 children annually. Numerous stud-
ies clearly demonstrate medication- induced, short-term enhancement of 
the behavioral, academic, and social functioning of the majority of chil-
dren being treated (Barkley, 2012). Many families, however, report behav-
ior problems resulting in negative interactions during unmedicated after- 
school hours, as well as side effects (insomnia, loss of appetite, increased 
anxiety, and exacerbation of tics (Barkley, 2012). Because children may 
still experience low self- esteem, poor social skills, and depression, other 
approaches are necessary to supplement the medication. Many researchers 
now agree that the combination of two treatments is superior to either given 
in isolation (Pelham & Murphy, 1986; Abdollahian, Mokhber, Balaghi, & 
Moharrari, 2013).

Behavior Therapy

Cumulative evidence now attests to the effectiveness of behavior therapy 
treatment for a variety of problematic and nonfunctional behaviors, such as 
talking out of turn, getting out of one’s seat, and off-task behavior (Mash 
& Barkley, 2003). Common interventions include (1) positive reinforce-
ment and stimulus control (Mischel, 1974); (2) reinforcement of competing 
responses (Kazdin, 1975); (3) time-out (Forehand & Baumeister, 1976); 
(4) prompting and fading (Craighead, Kazdin, & Mahoney, 1981); and 
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modeling (Cohen & Przbycien, 1974). The methods of behavior modifi-
cation are particularly well suited to achieving these behavioral deficits. 
Many techniques for this form of treatment can be applied to children with 
ADHD- related deficits (Barkley, 2016).

Compared with pharmacological approaches, behavior therapy has 
a number of advantages as a single treatment for children with ADHD 
(Hersen & Barlow, 1976; O’Leary & O’Leary, 1972). It does not produce 
the negative side effects often found with pharmaceutical treatment. It 
also focuses on antecedent and consequence events, which could result in 
greater understanding of the elicitation and maintenance of problem behav-
ior. However, many studies have shown that behavior changes observed 
during treatment have tended not to persist or do not generalize beyond 
conditions under which the contingencies have been operative (Kazdin, 
1975). Barkley (2016) reiterates that concern, but he recognizes (1) inter-
nalized, self- generated behavior; (2) externalized sources of motivation, 
often artificial, which must be arranged within the context at the point of 
performance; and (3) compensatory, prosthetic forms of motivation, which 
must be sustained for long periods. If the external motivation is removed, 
the behavior will not be further sustained, and the individual will regress 
to more erratic goal- directed behavior with less ability to sustain actions 
toward tasks and goals.

Cognitive Approaches

The lack of generalization and maintenance evidenced by the behavioral 
approach prompted the development of alternative and more cognitively 
based treatment options. Much of the research was focused on problems 
associated with children with ADHD (Camp, Bloom, Herbert, & van 
Doorninck, 1977; Kendall & Finch, 1978; Meichenbaum & Goodman, 
1971). Cognitively based techniques, such as self- instruction training and 
problem- solving skills training, constitute special procedures that may also 
be useful in maintaining and generalizing behaviors.

There is a growing body of research that is exploring the efficacy of 
self- instructional programs with children (Wulfert, Block, Santa Ana, 
Rodriguez, & Colsman, 2002; Meichenbaum, 1977). However, children 
with ADHD have behaviors, which, to an important extent, are the result 
of cognitive deficiencies. In the treatment of children with ADHD, cognitive 
training has more face validity than perhaps any other therapeutic modality.

Cognitive‑Behavioral Approaches

With many successful specific treatment approaches in both the cognitive 
and behavioral therapies, an effort was made to investigate the efficacy 
of cognitive and behavioral interventions together. Again, the goal was to 
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reduce or eliminate maladaptive, inappropriate behaviors and to establish a 
more efficient, adaptive mode of response. To accomplish this goal, children 
need to develop self- control skills and reflective problem- solving strategies. 
It was thought that this would help in the acquisition and internalization 
of skills and would provide the child with the means for self- regulation of 
behavior (Reid, Trout, & Schartz, 2005; Meichenbaum & Asarnow, 1979).

Some researchers have found that traditional cognitive- behavioral pro-
grams may be less effective with children who exhibit severe behavior prob-
lems (Bugental, Whalen, & Henker, 1977; Sprafkin & Rubenstein, 1982). 
It is quite common for children with ADHD to not listen, fail to comply 
with instructions, or be unable to maintain instruction compliance over time 
(Barkley, 1990). As a therapist attempts to train children to use the methods, 
ADHD children may become bored and refuse to engage in the treatment. 
Therefore, to overcome these difficulties, presenting the training in a playful, 
nonthreatening environment would increase children’s participation.

Rationale for Prescriptive Play Therapy

Play therapy has grown over the last 20 years and is used most often as the 
treatment of choice for children. Play is their language, and within a play 
therapy session, children are free and open to learning more. Cognitive- 
behavioral play therapy can incorporate the cognitive and behavioral tech-
niques used but in a fun, nonthreatening format. Because the interventions 
are interesting and playful, children with ADHD comply and engage in 
their own treatment.

Over the last 20 years, the efficacy of play therapy with children with 
ADHD has been reported clinically and empirically, and play therapy is 
increasingly being recognized as a helpful tool to use for this population 
(Barzegary & Zamini, 2011; Bratton et al., 2013; Kaduson, 1993; Ray, 
Schottelkorb, & Tsai, 2007). The therapeutic powers of play, such as facili-
tating communication, self- regulation, and direct and indirect teaching 
(Schaefer & Drewes, 2014), can help children with ADHD identify and 
communicate their problems through play and to participate more fully in 
treatment. A vital aspect of using play therapy is that the child is actively 
engaged, practicing, and developing needed skills in treatment. Play ther-
apy treatment for children with ADHD focuses on remediation of skill 
deficits and also allows children to work through any related psychological 
issues, such as anxiety and poor self- esteem. The play therapist facilitates 
this psychological work by keeping the child focused on his or her own 
play, simultaneously working on important issues and skills, without dis-
traction. Another vital aspect of successful intervention is parent educa-
tion and consultation. This collaborative effort permits more therapeutic 
engagement to occur directly with the child.
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In addition, play therapy allows the therapeutic powers of play to assist 
in healing psychological difficulties in the context of a caring relation-
ship. Many children who experience years of negative feedback, negative 
reinforcement, and an inability to meet the reasonable demands of fam-
ily, friends, and teachers because of such skill deficits, will certainly be 
affected. Play therapists must be aware not only of the core symptoms of 
this disorder, but also of the significant secondary impact they have on 
both the child and family members (Barkley, 2012; Kaduson, 2000). Play 
therapy gives children a safe place where they are accepted as they are, and 
it allows them the freedom to learn coping mechanisms and to feel the self- 
confidence they need.

It has been documented that cognitive- behavioral treatment can result 
in positive outcomes for children with ADHD (Antshel, Faraone, & Gor-
don, 2014; Raggi & Chronis, 2006; Harris, Friedlander, Saddler, Friz-
zelle, & Graham, 2005; Kaduson, 1997b). However, cognitive- behavioral 
play therapy adds the important aspect of play to the tasks or techniques 
(Abdollahian et al., 2013; Kaduson, 1997a). Since play has been empha-
sized as being a necessity in the lives of children in general (Yogman, Gar-
ner, Hutchinson, Hirsch- Pasek, & Michnick Golinkoff, 2018; Ginsburg, 
2007), it clearly follows that incorporating it into the treatment of children 
would enhance the outcome.

Play is intrinsically motivating, so that external motivation may not 
be needed. Children with ADHD have many impulsive behaviors, and they 
need help to attend and stay on task. Pleasure is inherent in any activity 
that is playful, which sustains children’s attention and can satisfy the inner 
desire of children (Schaefer, 1993). Additionally, play is about the process 
and not the goal. With ADHD children focusing on the process, they are 
open to learn, to problem- solve, and to experience. The pleasure and posi-
tive feelings of play allow children with ADHD to experience more positive 
feelings to counter the negative environment impact of teachers, parents, 
siblings, and peers telling them to stop, pay attention, and behave (Kadu-
son, 1997b). Furthermore, play allows children with ADHD to be actively 
involved in their own treatment through play. Children with ADHD tend 
not to complete tasks and may go from one activity to another, but during 
a play period, children are able to stick to a task with the help of the play 
therapist and to experience a sense of accomplishment. Lastly, play has an 
“as-if” quality, which means that children’s play is carried out as if it was 
real life. This is extremely beneficial to children with ADHD because they 
can work through problems, make mistakes, try out solutions, all without 
the critical eye of others. Play incorporates specific factors (causal agents 
of change specific to a particular therapeutic approach). These factors are 
also known as the therapeutic powers of play, and they transcend culture, 
language, age, and gender (Schaefer, 2004). So it is important for the play 
therapist to know what theoretical approach would increase the clinical 
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effectiveness of treatment (Prochaska & Marcus, 1995). In addition, the 
more therapeutic powers of play in one’s repertoire, the better able the play 
therapist will be to eclectically select the one(s) with the best empirical 
support for treating a particular disorder (Schaefer, 2014). For children 
with ADHD, the following therapeutic powers are especially important in 
strengthening the impact of the play interventions.

Step‑by‑Step Details of the Intervention

Facilitating Communication

Play is the natural language of the child, and it is often the easiest way for 
children to express difficult thoughts and feelings from either the conscious 
or unconscious. Perhaps it is for this reason that play enables children 
with ADHD to communicate thoughts and feelings that they are aware of 
but cannot express in words directly. In addition, children’s play helps to 
uncover unconscious wishes and conflicts, which may be the underlying 
reasons for the inappropriate behavior patterns (Kaduson, 1997b). Because 
the play is “as if” it were real, children with ADHD express themselves 
freely and open up in any games or techniques created that are fun.

Feeling Word Game (Kaduson, 1997a)

Materials: Eight pieces of copy paper, marker, and a bag of bingo chips. 
This game is used easily either at the intake session of children with ADHD 
or after the occurrence of some situation that has not yet been talked about.

The play therapist can introduce this new game to play with the child. 
Ask the child for feelings that a 9-year old child would have (if the client is 
9 years old; always use the age of the child). As the child lists feelings, the 
therapist writes them down on separate pieces of paper. The therapist must 
get the feelings happy, sad, mad, and scared. If the child doesn’t spontane-
ously give them, then the therapist must push to get them. It is very rare to 
have a child supply the word scared, so the therapist usually brings up that 
word so that it is on the table for the game. Generally, feeling words listed 
by a 9-year-old might be confused, frustrated, worried, or tired, as well 
as many others. If one of the feeling words is very specific (e.g., excluded), 
then the therapist can make the second or third story about that. While 4- 
to 6-year-olds can only play with the four basic feelings (happy, sad, mad, 
and scared), children 9 years of age and above can work with eight feelings. 
When all eight feelings are written, the therapist begins the introduction:

“Suppose I said a story like this: I go to the mall to buy a new toy, park 
my car, go in and buy the toy, and when I come out, my car is missing. 
Then I would feel happy to have my toy [putting chips down on that 
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paper], feel mad that I didn’t know where my car was parked [putting 
a larger number of chips to represent intensity on that paper], and 
maybe I would be happier because I do have the toy (adding chips to 
the happy paper again), and maybe confused [if the child used that as 
a feeling word] because I didn’t know where I parked it. I think that is 
how I would feel.”

As the therapist is placing the chips on the paper, he or she should look 
at the child to see if both therapist and child are agreeing with the feeling 
choices before moving on to the next feeling. Most children will nod or tell 
you another feeling you can have. The therapist then introduces another 
story for the child about something that has opposite feelings involved, 
such as “You are playing soccer. You kick three goals, but your team loses.” 
Then the child puts down his or her feelings about that story. The play 
therapist does not ask why when the child places the chips, but may lead 
the child and ask “because?” . . . so that the child lets the therapist know 
what he or she is thinking.

Next it is the child’s turn to make up the story, and the child projects 
his or her issues into the story. The play therapist must put the feelings he or 
she would suspect the child would have under those conditions (once again 
making sure to look at the child to make sure there is agreement on what 
the play therapist is expressing).

Lastly, the play therapist does another story, but this one is almost 
exactly like an issue that the child is having or had earlier. The story must 
be somewhat different from what really happened, so that it is not person-
ally recognizable. If the child asks, “Is this story about me?” the play thera-
pist should say, “No, I am making up a story.”

In addition to enhancing verbalization of feelings (both conscious and 
unconscious), direct teaching can be done through other game formats to 
allow children with ADHD to experience success in maintaining on-task 
behavior as seen by the next intervention.

Beat the Clock (Kaduson, 1997a)

Materials: Kitchen timer, bingo chips, drawing materials, blocks, and some 
easy reading books. The child is introduced to the task at hand (building 
a tower out of blocks, drawing a picture, coloring in stencils, or reading a 
book). The play therapist begins this technique by saying:

“We are going to play the game Beat the Clock. First I will give you 10 
poker chips. Now I am going to give you a piece of paper with a design 
on it. You must color the design and keep your eyes on the work the 
entire time. If you look up, distracted by anything around you, you 



attention‑Deficit/hyperactivity Disorder 169

will have to pay me one chip. Each time you get distracted or ask ques-
tions or do anything except color the picture, you will give me another 
chip. We will have three trials, and when you have accumulated 25 
chips, then you may pick from the Treasure Box.”

On the first trial, the therapist will find the child’s baseline ability. 
Therefore, the therapist uses a second hand on his or her own watch to 
time the child. When the therapist has to take away the fourth chip, she 
will tell the child that time is up and that the child has beaten the clock. 
The length of time the child can attend before taking away the fourth chip 
is the baseline.

The therapist remains nonintrusive for the first and subsequent trials, 
except that the therapist does focus on giving a lot of positive reinforcement 
using words that are usually used against the child (concentrate, attention, 
focus) in a positive framework (“You are really concentrating,” etc.). After 
several or more sessions of training (depending on the severity of the inat-
tentiveness), the child will increase his or her attention span to 5 minutes 
per timing. At this point, the therapist will begin to create distractions 
to make sure that the child is trained enough to do this time span during 
homework or in a classroom.

Fostering Emotional Wellness

While various forms of therapeutic play help children develop better aware-
ness of and control over distressing feelings, it is most helpful for children 
with ADHD because of the cathartic effect and positive emotions that they 
experience while in play therapy. Catharsis involves the release of pent-up 
negative affect such as anger, which then results in lessening the negative 
affect. Many children with ADHD have a lot of anger from frustration, 
feeling incompetent, and from the constant feelings of never doing it cor-
rectly. In order to release this anger, another technique that can be used 
frequently with school- age children and older is the “Splatz.”

Splatz (Kaduson, 2015)

Materials: Whiteboard and Egg Splat Balls (Oriental Trading Company). 
This technique is easily introduced by the play therapist with school- age or 
older children in the second session of the treatment. The therapist tells the 
child that it is time to get his or her “mads” out—mad about school, about 
home, about anything. First, the therapist shows the Egg Splat Balls and 
describes that they look like eggs, but are rubber, with water inside and 
a rubber yolk. Then the therapist illustrates how to use the Splat Balls by 
making an anger statement (e.g., “I hate mean people”) and then throw-



170 applications for externalizing DisorDers

ing the Splat Ball against the whiteboard. Children are then encouraged to 
take a Splat Ball and do the same thing— saying what they hate. Based on 
the children’s throwing ability, the therapist will throw similarly but with 
slightly more force, illustrating how the ball looks when it hits the white-
board (looking like a fried egg). Then the child does the same thing, but 
also must express what makes him or her angry during the throw. Because 
children with ADHD are corrected much of their daily lives, some will be 
hesitant to do this if they feel that something might not be correct. The 
therapist must become silly when throwing, reducing any anxiety the child 
might have about it. If a child gets stuck and says, “I don’t know what I 
hate” or something similar, the therapist can prompt the child with “What 
do you hate that your mother [or any other person] does?” That usually 
opens up the child to feel the freedom of being able to say whatever he or 
she wants to say. The positive affect created by this release is seen almost 
immediately. If the Splat Ball breaks and the water goes all over the room, 
the therapist (while putting paper towels down on the water for safety to 
avoid slipping) reinforces how that anger is broken apart now, and the child 
can throw the ball (without the water in it) onto the ceiling so that the 
“mads” stay here in the playroom and the child can leave without that feel-
ing (this is clearly the therapist’s choice since it will stay on the ceiling and 
sometimes stain the corkboard).

Increasing Personal Strengths

Self- regulation is extremely difficult for children with ADHD. While 
much research has been done evaluating self- regulation (Reid et al., 2005; 
Mischel, Shoda, & Rodriguez, 1989), strategies have also been created 
to help teach self- regulation, usually in school curriculum of preschools 
(Bodrova & Leong, 2007). However, when it comes to school- age children, 
the impulsivity can still be a problem, and self- control is difficult for chil-
dren to understand (Barkley, 1997) unless they can feel what it is like to 
have self- control. Techniques in play therapy can provide that experience 
for children. One such technique involves the game Rebound.

Rebound (Mattel)

The therapist can bring the game board to the floor and encourage the child 
to take some practice slides with the ball- bearing game pieces. It is easy for 
the therapist to see when children are able to have self- control in this game 
because they must slow themselves down significantly to get into the target 
area. During the practice, the therapist will comment and praise whenever 
self- control is exhibited. This reinforces the appropriate move for the game 
in order to score points. Every time the game is started, the therapist tells 
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the child to practice so that reinforcement can be consistent, along with 
having the child feel what it is like to have self- control. The therapist must 
play this game very well in order to win or lose at will. Then the therapist 
can keep the game even with the child winning at the end most of the time. 
This will help the child to practice more and to feel more competent while 
playing.

Parent Involvement

To facilitate the healing of children, parents must be trained in how to 
understand and manage their children’s behavior and how to be the advo-
cate they need. A multimodal approach also includes education of the 
parents regarding the facts about the diagnosis and treatment of ADHD. 
Parent training is conducted on a weekly basis, incorporating medication 
referrals (when indicated), classroom interventions, teacher consultation, 
social skills training, as well as the individual play therapy.

Parents need to have the support as well, and with that comes the 
responsibility of the play therapist to educate parents about what is within 
the range of normal with regard to certain behaviors. Most healthy children 
exhibit many of the behaviors listed in DSM-5 at one time or another. Cer-
tainly, not all preschoolers have the ability to listen to a story from begin-
ning to end or to finish a drawing they started. That is normal behavior 
for preschoolers. They have a short attention span and aren’t able to stick 
to a task for long periods of time. Being different isn’t ADHD. The same is 
true about hyperactivity. Young children are generally very energetic and 
can easily wear their parents out before they get tired themselves. And chil-
dren can become much more active when they are tired, hungry, anxious, 
etc. Every child is unique with differences that should not be compared to 
others and then diagnosed based on what they see. Normalizing what their 
child can and cannot do will help lower the expectations of the parents, 
and many times the result is a more reasonable parenting style (Kaduson, 
1997b). Therefore, the positive parenting program (Kaduson, 1997b), with 
modifications if necessary, helps keep the parents involved and enhances 
the relationship between parent and child.

Empirical Support  
for Cognitive‑Behavioral Play Therapy

It has been documented that cognitive- behavioral treatment can result in 
positive outcomes for children with ADHD (Antshel et al., 2014; Raggi & 
Chronis, 2006; Harris et al., 2005; Kaduson, 1997b). However, cognitive- 
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behavioral play therapy adds the important aspect of play to the tasks or 
techniques (Abdollahian et al., 2013; Kaduson, 1997b). Since play has been 
emphasized as being a necessity in the lives of children in general (Yogman 
et al., 2018; Ginsburg, 2007), it clearly follows that incorporating it into 
the treatment of children would enhance treatment results.

Case Vignette: Bob

Bob, age 9, was referred for therapy after being diagnosed with ADHD 
(combined type). He had the core symptoms of ADHD: inattentiveness, 
hyperactivity, and impulsivity. Since he was athletic, he had been success-
fully involved with group sports (soccer and basketball), and it was only 
when he started fourth grade that his symptoms seemed to interfere with 
functioning.

Cognitive- behavioral therapy had been utilized for Bob’s treatment 
over the last 2 years. However, his participation in it had become a problem. 
He no longer wanted to see his therapist and was no longer benefiting from 
treatment. Since Bob had made some progress in the beginning, cognitive- 
behavioral play therapy was the treatment of choice, for it allowed him to 
have fun and to practice skills that he had not mastered yet, namely, self- 
control and anger outbursts. This model provided a framework for Bob’s 
active participation by addressing issues of control, mastery, and responsi-
bility for his own behavior changes (Kaduson, 1997b; Knell, 1993). Using 
cognitive- behavioral play therapy to enhance verbalization of his feelings 
and to teach self- control were the goals of treatment based on information 
that had been gathered from parents and the prior therapist. Most impor-
tant in the treatment goals was the effort to engage Bob in play to keep 
him feeling positive and enjoying his treatment. In fact, during his intake, 
he was amazed that a therapist could have such “cool” toys to play with. 
Bob began playing with transformers and racing cars as a way of ground-
ing himself in the playroom. When he experienced difficulty attending to 
whatever he chose to play with, the therapist would contain his play by 
asking him something about the items he was playing with. When he was 
playing with the cars, the therapist used some interpretation through the 
cars as the metaphor, illustrating how some of the other cars could not keep 
up with the energy of his car (rather than saying the slower cars wanted 
to play with him but he was too fast). He fully enjoyed this portion of his 
sessions, and similar metaphors were discussed each week. In addition to 
his spontaneous play, cognitive- behavioral play therapy techniques were 
directly introduced. Even when this was done, it was in a game format, and 
he happily joined and participated.

The first technique presented was the Feeling Word game to teach Bob 
the interrelationship of thoughts, behaviors, and emotions. Bob was asked 
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what feelings a 9-year-old would have, and it was clear that at first he was 
not sure. He said that 9-year-olds could feel happy, mad, frustrated, and 
sad. Bob was prompted to include scared since he did not identify that feel-
ing, and then he added, confused, bored, and tired. Through this game, 
it became clear that Bob had a lot of irrational thinking about his world, 
including feelings about having to win at sports all the time in order to be 
considered a good player, doing whatever was asked of him or he would not 
be loved, and getting A’s in school to show how smart he was. Rather than 
immediately working on his irrational thinking, metaphorical stories were 
used to illustrate for Bob that modifications in his emotional response and 
behaviors would be desirable. Bob could easily role-play his parents talk-
ing to him, as the play therapist played his role of being the child. Through 
several role-plays, Bob began to understand that his parents could have per-
ceived some of his behavior differently than he had thought before. Since 
his parents were doing the parent training, the slow change of their reac-
tions to his behavior could be seen in the play therapy sessions as well.

To enhance his expression of feelings and to allow for his anger to be 
released, Splatz was introduced in the third session. Bob took immediately 
to this technique and was freely expressing things that he hated (e.g., feel-
ing stupid, never being good enough, feeling that people would wait for him 
to make mistakes, not understanding what was required of him, always 
feeling left out). After he broke the first Splatz and the water sprayed all 
over, he laughed much more and began to open up more each week. He 
was able to express his need for self- control, and that was illustrated when 
the game Rebound was brought out. He loved playing it but found it dif-
ficult in the beginning. Using the pieces as a metaphor, he was able to put 
silly comments on each piece as he and the therapist played (e.g., “There 
goes the slow poke,” “Oh, oh, too fast for the scoring zone”). This helped 
him stay focused on doing what he had to do to win the game over several 
weeks, and he commented that he felt self- control when he was winning. 
The therapist used self-talk and self- monitoring (cognitive- behavioral tech-
niques) during the game by saying aloud her own thought process about 
what she was planning, when she took her turn, and then praising herself 
for success (Gawrilow, Gollwitzer, & Oettingen, 2011). By the fifth week 
of treatment, Bob began using these techniques too.

In addition to self- control, Bob had mentioned that he could not stay 
focused on homework because it was so boring. The therapist introduced 
the Beat the Clock game and spoke about on-task behavior (Harris et al., 
2005). While the game is usually started with a simple drawing to color, 
Bob wanted to try to do easy math problems while he kept his eyes on his 
work. By participating in the goal making, Bob was more engaged in mak-
ing himself successful. Over several sessions, he had increased his on-task 
behavior baseline of 2 minutes to 6 minutes, and he brought in some of his 
real homework from school to play the game. This gave him a lot of confi-
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dence, and he even wanted his parents to time him at home. Including his 
parents in a positive feeling that he felt responsible for achieving, enhanced 
their relationship with him as well.

Each session would incorporate a technique to enhance verbalization 
of feelings (Color Your Heart, Stamp Stories; Kaduson, 1997a), as well as 
the self- control game (Rebound) and Splatz. Several of Bob’s disclosures 
showed that he had a lot of trouble when stressed because he didn’t know 
what to do to calm down. He had tried to count to 10 and take deep breaths, 
but nothing seemed to work. He was open to trying to do it with the play 
therapist, which made it more fun. Bob was beginning to take responsibil-
ity for some of his actions, and he was finally feeling that he could control 
some of his actions that he initially thought others were responsible for 
creating. This shifted his perception of his parents and teachers to a more 
positive one (Wiener et al., 2012).

Along with Bob’s parents’ shift in attending to the positive behaviors 
he exhibited and his own realization that he could have self- control and 
express himself, Bob’s behavior began to become more positive, and the 
family was more willing to try other interventions that might assist Bob in 
school and at home. Bob was much more comfortable with himself, and 
he began to feel more confident in school. He continued to have to work 
within the limitations of ADHD, but now he would ask for help when 
needed and would take more personal responsibility for making himself 
successful.

Conclusion

ADHD continues to be one of the most frequently diagnosed disorders 
in children. While there are several ways to treat this disorder, a multi-
modal approach seems to be the most successful. Inherent in this approach 
is cognitive- behavioral play therapy, for it is rich with empirically proven 
techniques and enhances those techniques with the play that each and every 
child needs and wants. The therapeutic powers of play continually engage 
children in treatment, enhance their verbalization of feelings, and help 
them to self- regulate and foster positive relationships that can counter the 
world that is so critical of who they are.
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Description of the Problem

Children with sexual behavior problems have been referred for clinical 
interventions with great frequency and consistency in the last 20 years. 
Adolescent sex offenders have been widely recognized and treated in spe-
cialized programs for even longer. However, children with sexual behav-
ior problems are treated without uniformity, and few treatment programs 
exist solely for young children, some as young as 3 years of age (Chaffin, 
Letourneau, & Silovsky, 2002; Friedrich, 2007). This age group appears to 
perplex professionals and the lay public alike. It is the most likely popula-
tion to receive a continuum of responses, ranging from ignoring problem 
behaviors in the hopes they will resolve alone to punitive responses to view-
ing child sexual behavior problems as predictive of adolescent and adult 
sexual offending behaviors (Chaffin et al., 2006). Thus, these child clients 
receive the most indiscriminate interventions, and parental guidance can be 
misguided, personalized, and misinformed (Silovsky, Niec, Bard, & Hecht, 
2007; Friedrich, 2007; Gil & Shaw, 2014). This area is worthy of rigorous 
attention by child and play therapists— those most likely to be consulted 
about any childhood behavior problems.

Most child- serving professionals who provide therapeutic services 
have likely received phone calls from parents, educators, or others regard-
ing this particular problem area. Even those who specialize in childhood 
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trauma and who work with victims of child sexual abuse may feel sty-
mied regarding these particular sexual behavior problems and may view 
them as requiring specialized services, often separating victim from victim-
izer therapies (Silovsky, Swisher, Widdifield, & Burris, 2012; Gil & Shaw, 
2014). The problem is that specialization in this area has not grown in tan-
dem with the actual need itself; thus, many communities are still uncertain 
about how to proceed with these inquiries for clinical attention. There is a 
paucity of services for parents who want to help their children or are being 
asked by others to get their children help.

This ambivalence about childhood sexual behavior problems may 
stem from the underlying topic area: childhood sexuality and the multi-
tude of thoughts, feelings, and reactions that are elicited in professionals 
and parents alike (Friedrich, 2007). Interestingly, even the youngest child 
with problematic sexual behaviors can elicit fear and confusion in others— 
feelings that render parents and/or professionals confused about what 
direction to take.

Sexual behavior problems in children range from noncontact types of 
behaviors, such as focused attention on issues of sexuality (e.g., children 
who make explicit sexual drawings or use inappropriate or provocative 
language) to behaviors like public and/or excessive masturbation or insert-
ing objects in the vagina or anus. There are few firm guidelines about what 
is and is not normative, so parents and others constantly worry that some-
thing may or may not be appropriate or expectable (Gil, 1993; Friedrich, 
2007; Hagan, Shaw, & Duncan, 2008). Rather than relying on external 
information that may or may not be accurate, it is more useful to think 
of things along a developmental continuum. For example, if a 4-year-old 
child touches himself in public, parents might remove his or her hand from 
the private parts, put something in his or her hands, or redirect the child’s 
attention. These responses may be sufficient to decrease or eliminate the 
behaviors if they are repeated a few times. When children do not respond 
to limits, become angry and defiant, and persist in acting inappropriately, 
clinical assessments may be warranted (Gil, 1993; American Academy of 
Pediatrics, 2016). Since there is a typical general trajectory for childhood 
sexual development (a general rule of thumb is that interest increases with 
age and as physical changes occur), parents and others must always gauge 
the behavior in comparison to that of peers and try to provide guidance 
and/or limits when appropriate (Gil & Shaw, 2014; American Academy of 
Pediatrics, 2016). Parents will typically need guidance on how to address 
specific sexual behaviors, however, since they often report feeling uncer-
tain and awkward about what to say or do. If children’s behaviors are not 
responsive to redirection, limits, or alternatives, persistence could suggest 
a range of other possibilities: namely, exposure or experience. These might 
include the child’s exposure to inappropriate images, TV shows, or wit-
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nessing sexual behaviors by others, and/or a child’s direct experience with 
inappropriate sexual behaviors initiated by others, that is, the child’s own 
sexual abuse (Gil, 1993; American Academy of Pediatrics, 2016). In addi-
tion, sometimes the family’s boundaries about sexuality are too loose or 
too constricted. A well- trained clinician can assess this gamut of reasons 
for sexual behaviors. Good clinical assessments will also rule out medical 
needs. Urinary tract infections, for example, can cause intense itching, and 
thus, children will pay inordinate attention to their genitals, touching or 
rubbing themselves in private or public.

In summary, non- normative sexual behavior problems do not occur 
in a vacuum. A high percentage of children who exhibit inappropriate 
sexual behaviors are likely to have experiences with or exposure to some 
form of sexual information. These behaviors include explicit knowledge 
of sexual acts (those that are beyond their developmental knowledge base) 
and/or mimicking learned behaviors and/or using threatening or aggres-
sive interactions in order to secure cooperation (Gil & Shaw, 2014). When 
these behaviors occur without parental guidance and/or with/without peer 
encouragement, this can add another layer of complexity. In addition, direct 
experience with child sexual abuse can cause children to develop trauma- 
based behaviors— distress signals that are in fact a call for help. Given that 
contemporary use of technology makes graphic images more accessible in 
children’s environments, it becomes important to develop clinical clarity 
about contextual/familial issues in the child’s environment that might be 
contributing to sexual acting out.

Rationale for Prescriptive Play Therapy

Treating sexual behavior problems in children requires knowledge of a 
diverse group of youngsters such that a “one-size-fits-all” approach would 
not be sufficient (Hackett, Masson, Balfe, & Phillips, 2013). This specific 
behavioral problem is fraught with challenges regarding identification 
and responsiveness. Often, parents who feel uncomfortable about how to 
respond, simply do not respond at all. In addition, these behaviors can 
elicit a range of responses from others, including those who have histories 
of sexual abuse. An adult mother with a history of her own victimization 
may view her young son as threatening or scary and may begin to perceive 
the behavior from the lens of victim/victimizers (Gil, 1993; Gil & Shaw, 
2014). Parents may feel hesitant to let others know that their children are 
struggling with this type of behavioral issue and/or may experience varying 
degrees of guilt and shame (Gil, 1993; Gil & Shaw, 2014). These emotions 
can contribute to parental over- or underfunctioning (i.e., parental ability 
and willingness to provide careful supervision, monitoring, and concrete 
verbal and behavioral interventions).
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In addition, clinicians who assess this specific problem behavior may 
also have a range of idiosyncratic thoughts and feelings about young chil-
dren’s sexuality and sexual behavior problems specifically. Based on those 
responses, the clinician may favor early intervention with the child, the 
child and his or her parents, the child and his siblings, as well as consid-
ering the different settings that the child may frequent: school, day care, 
neighborhood children, etc. Given the uncertainty about how to proceed, 
the scarce, but consistent, literature provides a foundation for selecting 
child and family interventions. The research on this topic area suggests that 
children do better with a cognitive- behavioral approach (whether or not it 
includes play-based techniques) and, in addition, that parental education 
is required to optimize the impact of services (Gil & Shaw, 2014). There 
is consensus among researchers in the arena of sexual behavior problems 
that treatment should cover three areas: attention to trauma, involvement 
of caregivers, and psychoeducation and cognitive- behavioral techniques to 
manage the sexual behavior problems (Gil & Shaw, 2014). A prescriptive 
approach allows clinicians to cover all of these treatment areas in ways that 
specifically meet the needs of the child and the child’s family.

Step‑by‑Step Details of the Intervention

Likely taking the format from the rich history of sex offender treatment 
programs, most approaches to treating sexual behavior problems are 
group-based (Chaffin et al., 2006; Friedrich, 2007). Providing interven-
tions within a group format offers destigmatization, gives children oppor-
tunities to share with peers (which might be less intimidating than indi-
vidual therapy with an adult), and allows children to relate to others who 
have similar issues (Yalom, 2005; Gil & Shaw, 2014). The group approach 
somewhat normalizes the behavior and allows children to learn together.

Most group programs are time- limited and gender- specific, and work 
in gradually increasing age groups (Friedrich, 2007). In addition, all groups 
tend to focus on teaching children about boundaries, affect identification, 
and modulation; expressing difficult emotions; learning what is and is not 
appropriate in terms of physical boundaries and social skills; and recog-
nizing triggers for the problem behavior as well as self- soothing and redi-
recting behaviors (i.e., “What do I say or do when I feel specific feelings, 
have specific thoughts, or get uncomfortable physical sensations?”) (Pith-
ers, Gray, Busconi, & Houchens, 1998; Bonner, Walker, & Berliner, 1999; 
Chaffin et al., 2006). These programs emphasize self- regulation, includ-
ing the child keeping him- or herself out of potentially high-risk situations 
(unique to each child). Almost always, helpers and coping strategies are 
identified and practiced. When behavioral concerns arise, group members 
discuss how to keep a problem behavior from growing in the future (Gil & 
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Shaw, 2014). Thus, a certain modicum of self- control is encouraged, even 
in the youngest children. Also, play therapists work diligently to help even 
the youngest child understand what leads them to thoughts about touching 
others and what alternative behaviors can be employed to avoid problem 
behaviors (Gil & Shaw, 2014). Because children with sexual behavior prob-
lems can be as young as 3 years of age (up to 11 or 12), we recommend that 
the group process (with lessons to be addressed) be offered by integrating 
play therapy with cognitive- behavioral therapy (Cavett & Drewes, 2012; 
Malchiodi, 2014). More specifically, because these youngsters may have 
experienced their own victimization, an integrated play therapy approach 
will provide a continuum of directive and nondirective interventions (Gil, 
2006; Malchiodi, 2014).

These authors suggest an assessment process that allows for child- 
centered play therapy so that children can gradually show or tell what 
might be on their minds and establish a sense of safety with the clinician 
and setting. This approach also facilitates children’s use of a reparative 
process called posttraumatic play (Gil, 2017). However, many children 
experience shame about their problem behaviors and require some direct 
messages from the clinician as well as more directive ways of addressing 
behavioral alternatives, so that the problem behaviors can subside. Thus, 
cognitive- behavioral play therapy (Knell, 1995, 2015) is most desirable 
with this population during treatment.

Parent Involvement

As mentioned earlier, it is imperative that parents feel competent and ade-
quate about their responses to young children with sexual behavior prob-
lems (Gil, 1993; Gil & Shaw, 2014). Most of the time, parents want very 
concrete help, including what language to use when talking to their children 
and the type of consequences to set for sexual behavior problems. Parents 
need to be confident that they are delivering interventions in a nonpunitive 
way, so that children are more likely to feel care and respect. Therapists 
are well advised to help parents recognize that their child has a behavioral 
problem like any other and to differentiate between the behavior and the 
person. Parents will also need help honestly facing whatever emotions or 
reactions are triggered by the child’s behavior and finding a way to decrease 
negativity and increase positive interactions with their child (Gil, 1993; 
Gil & Shaw, 2014). Clinicians are well advised to help parent– child dyads 
establish or reinforce positive attachment behaviors, and some activities are 
designed to promote secure attachment.

Because childhood sexuality is a complex topic that requires a range of 
services depending on children’s ages, developmental stages, or gender, it’s 
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important for parents to have opportunities to hold candid and problem- 
solving discussions that clarify what behaviors are appropriate or inappro-
priate (Gil, 1993; Chaffin et al., 2006; Gil & Shaw, 2014). Parents need to 
know how to be nonjudgmental with a child who engages in inappropriate 
behaviors. Kindness is a prerequisite for play therapists and parents when 
working with children with sexual behavior problems. The second prerequi-
site is clarity in setting limits, with the ability to teach alternative behaviors.

Case Vignette: Miguel

Ten-year-old Miguel was referred to one of us (Gil) as a result of his prob-
lem sexual behaviors1 when his 7-year-old cousin, Tony, made a disclosure 
of child sexual abuse.2 Miguel’s parents, Cynthia and Matt, were initially 
skeptical about the possibility that Miguel would have been guilty of such 
wrongdoing, but after talking to Miguel numerous times, Miguel broke 
down and confessed that he had touched his cousin, “but only one time,” 
and only after Tony asked him to do it.

Parents Cynthia and Matt attended the intake session and seemed 
somewhat embarrassed, but they were mostly concerned about their son. 
They described him as a “good boy, quiet and studious.” They described 
cousin Miguel’s relationship to Tony as “very close,” and they were sur-
prised that there had been any problems between them. Their early ques-
tions concentrated on Miguel: specifically, would he be in trouble with the 
law, would he be labeled a sex offender at his age, would he have to go to 
court, and did this mean that he was homosexual? Given the fact that Matt 
was Latino, this therapist (Gil) could see the look of grave concern when he 
asked that question. Mother added her own questions about this behavior 
being predictive of a life-long problem, and whether there was any reason 
to believe that someone had molested Miguel. These questions are typical 
of parents when they are confronted with their child’s sexual behaviors.

Subsequently, the first clinical responses are quite important since 
they set the context for treatment going forward. After the questions were 
answered and basic psychoeducation was provided, a description of assess-
ment and treatment was given.

1 One of us (Gil) developed a program called Boundary Project (Gil, 1993; Gil & Shaw, 
2014) to serve children with sexual behavior problems. The program includes a group 
therapy format for children and a collateral parental group. This family- based pro-
gram can be delivered individually or in group, depending on group availability and the 
child’s ability and/or willingness to fully participate in group therapy with peers and 
later within a multiparent group.
2 Tony’s case is described in a separate chapter (see Gil & Smelser, Chapter 9, this vol-
ume).
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Assessment

Early in treatment, most young children with sexual behavior problems 
are loathe to admit their “touching problem.” Therefore, the play therapist 
simply communicates that he or she knows about the problem behavior 
and adds that “lots of kids don’t want to talk about this until, after we get 
to know each other,” and moves on to some playful assessment techniques 
that don’t rely on verbal question- and- answer sessions. The typical assess-
ment process includes child- centered play therapy, as well as invitations to 
participate in expressive therapies. Play therapists allow children a range 
of expression and focus on getting to know each child and to develop trust 
with each child as best as they can. Thus, the assessment allows clinicians 
to observe children’s play for thematic material or the emergence of post-
trauma play (Gil, 2017), as well as responses to specific activities, such as 
drawing a Kinetic Family Drawing, a play genogram, or a sandtray (Gil, 
2015). Once children participate in an assessment, play therapists have a 
better idea of how receptive they will be to group, how open they may or 
may not be about the sexual behavior problems, and what their strengths 
and vulnerabilities might be. Children are usually referred to an appropri-
ate group; however, at times groups are not currently running or the wait 
time may be long. When this occurs, the play therapist can choose instead 
to deliver important “lessons” in individual therapy, with the parent join-
ing the last 15 minutes of the session (Gil & Shaw, 2014).

Miguel’s assessment revealed a youngster in distress. He was over-
whelmed with feelings of guilt and shame, and keeping the secret about 
his inappropriate sexual behavior with Tony had taken its toll. Miguel par-
ticipated easily in all expressive activities, and, although he did not reveal 
much verbally, his expressive images spoke clearly and consistently. In a 
family play genogram, he chose an alligator and a graduate for himself and 
a ladybug for Tony. In a Kinetic Family Drawing, he put himself playing 
soccer with Tony and letting him make a goal by stepping out of the way. In 
a story that he told with puppets, a monster lived in the forest, out of sight, 
attacking birds’ nests to eat the baby eggs before they were born. In this 
way, Miguel began to reveal issues of helplessness, aggression, and preda-
tory behavior, as well as kindness and an interest in school.

Individual Therapy

Typical sexual behavior problem services include teaching children a num-
ber of “lessons” designed to target the underlying areas that can contrib-
ute to sexual acting out (Gil, 1993; Gil & Shaw, 2014). In some cases, 
the assessment may also identify the child’s sexual abuse, and individual 
therapy may be necessary for victimization issues. Children are referred 
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to group therapy when it is determined that they will be successful in a 
group setting designed to review pertinent information about acting- out 
behaviors.

For Miguel, we had to delay participating in group for a few months, 
so I (Gil) began a series of playful activities designed to set a foundation for 
subsequent group work. I had Miguel and me sit in the room within hoola-
hoops, and we talked about “private space” called physical boundaries. We 
then stood holding our hoola-hoops around our waists and practiced get-
ting close without touching each other’s boundaries. We also took this con-
cept and shared a large space of easel paper in which Miguel drew whatever 
he wanted to in his half of the page, and I drew in my half of the page.

We also did collage work on self-image, and I asked him to place pic-
tures of how he saw himself in school, at home, or with his extended fam-
ily or specific friends. Initially, his images were mostly negative, although 
a later collage showed that he had managed to integrate the lesson that 
the inappropriate sexual touching was a behavior, and not something that 
defined who he was. For Miguel, it was important for him to learn that he 
had made bad decisions when he had approached Tony, but he was not a bad 
person. It was gratifying to clinician and client to see a drawing he made of 
his brain, with a key on the perimeter of the brain. He said, “I know what 
to do when I have a bad thought now. I have the key to ‘move along’ my 
thoughts, and choose a good behavior.” During treatment, Miguel grew in 
confidence about self- control. He also came to understand how his own 
abuse had contributed to his acting- out behaviors— all important steps in 
his recovery. As a termination present, I gave Miguel a safe with a key and 
told him he could decide what to put inside it and how often to open or lock 
it up. He offered a big smile in recognition of this metaphor.

Group Therapy

Group therapy is universally accepted as a beneficial format when work-
ing with children with a common problem. The research indicates that a 
cognitive- behavioral framework is preferred for teaching children impor-
tant concepts designed to help them self- regulate, identify and respond 
to triggers, and find alternative behaviors to sexual acting out. Lessons 
must be repeated numerous times and across settings to be successfully 
integrated by young children. The Boundary Project, for example, utilizes 
a minimum of 12 sessions, which can be repeated if it seems necessary to 
reinforce lessons or if children continue to act out (Gil & Shaw, 2014).

For the parent group sessions, psychoeducation is provided specific to 
sexual behavior problems. Most of the questions that Miguel’s parents had 
at intake are reviewed. The goal of working with parents is to ensure that 
they feel confident enough to deliver clear, kind, and firm limits as well as 
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to provide alternative behaviors to their children. In addition, play thera-
pists challenge parental judgments that are negative, punitive, cruel, or mis-
informed. A secondary goal is to strengthen the parent– child relationship 
so that each child can view his or her parent as a resource and can turn to 
the parent(s) for help in an open and candid way (Gil & Shaw, 2014).

Family Therapy

In cases of familial sexual abuse, it is important to provide family ther-
apy to address the countless conflicts that can arise among family mem-
bers. Mark and Matt were brothers and parents, but their focus was and 
remained their children first. However, they were also uncles to Tony and 
Miguel, and spent family holidays together and planned to continue to do 
so. It became critical to have Tony and Miguel, who had been separated 
upon disclosure, have an opportunity to come together and eventually have 
an open conversation about the inappropriate sexual behavior that Miguel 
had initiated. It was also important, as it is with every sexual abuse situa-
tion, to ensure that secrecy was broken and that everyone was able to speak 
openly about what had occurred, in order to move forward.

Both families were asked to come in to plan how to reestablish contact 
between the children and how to support the reunification process. Each 
set of parents was to talk to their children about touching private parts, 
what to do if anyone asked them to participate in this type of touching, 
and who to tell what was going on. Parents were asked to name what was 
inappropriate about the behavior and likewise to state what was appropri-
ate between children of the same or different ages. Once this was achieved, 
Tony and Miguel were invited to come into the office, and Miguel had 
a chance to be accountable to Tony for his behavior. Tony was allowed 
to say whatever was on his mind about the behavior. They were able to 
shake hands and understood that they would be supervised when they were 
playing together until everyone was sure that there would be no repeat of 
inappropriate sexual behaviors. Tony had been in his own therapy and was 
able to clearly state how scared he had felt, how confused, and how embar-
rassed. Miguel was able to provide empathy and apologize for making Tony 
experience those uncomfortable feelings. Miguel also shared what he had 
learned in group and how he would keep himself from engaging in inap-
propriate behaviors in the future.

Miguel’s parents were very supportive of their son and nephew and 
were able to set aside their fears and worries to provide Miguel with some 
very clear limits about what was appropriate and not appropriate for a 
child his age. Miguel’s father was impressive with his ability to talk openly 
to his boy about erections, ejaculation, “wet dreams,” and masturbation. 
Although they were Roman Catholics and believed that masturbation was 
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a sin, Miguel’s father was able to tell Miguel that he should try other things 
before touching himself, but if he did, he should confess to the priest in 
church. Miguel also shared that it was important that he have “good fan-
tasies” when he was touching himself and imagine himself loving someone, 
not just having sex. Cynthia was not actively involved in these conversa-
tions, but she was supportive of talking openly about how important con-
sent was, and how respect and love were paramount to having any sexual 
relationship. Cynthia always talked about sex in the context of marriage; 
Matt’s contribution was about sex accompanied by love and respect. These 
conversations often included Miguel’s 13-year-old brother, Juan, who ben-
efited greatly from these conversations since he was just becoming inter-
ested in dating.

Treatment Summary

Miguel was just as his parents had described him: a sweet and polite boy 
who seemed shy and embarrassed at first. He participated well in the assess-
ment process, following directives for expressive activities such as “Draw 
a picture of yourself” (self- portrait) and “Draw a picture of you and your 
family doing something together” (Kinetic Family Drawing). In addition, 
he was able to build a scenario in the sandtray and was forthcoming about 
his acting- out behavior. By the end of the individual assessment process, 
he had confided that Tony “didn’t really ask me to touch him” and that 
instead, it had been his idea. He shared that he had seen some pictures at 
school that got him curious about erections. He was able to state quietly 
that he was worried about getting the bed wet some nights because he 
touched himself “a lot.” Over time, this child was able to provide a great 
deal of information about a school friend who showed them pornography 
on his iPhone, as well as a game that this boy played in the bathroom, in 
which the boys had to lick each other’s penises. This was reported to the 
authorities since the initiator of the behavior was an older high school boy 
who sought out the younger ones at recess and after school. It’s important 
to note that Miguel was able to communicate verbally once he participated 
in nonverbal, expressive activities that allowed him to “show” what was 
on his mind. After these activities, I (Gil) noted that he could “say as much 
or as little as he wanted,” and often he would shrug his shoulders and yet 
remain very engaged as I talked about the metaphors he had used. Once he 
felt safe in his interactions with me, he began to share spontaneously about 
his private parts.

We had about eight individual therapy sessions in which several issues 
about boundaries and self- control were reviewed playfully. Miguel always 
responded well to active, playful, physical activities. Probably his favorite 
was when we went outside and threw water balloons against the wall, as he 
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identified angry feelings about the boy who had shown him pornography 
and encouraged him to engage in sexual behaviors that were fraught with 
shame and guilt for him.

In group therapy, Miguel was a leader. He and another child were the 
oldest kids in the group, and they took the younger ones under their wings. 
With Miguel’s help, the play therapist was able to deliver the lessons and 
obtain a high level of cooperation. Miguel became an asset and role model, 
encouraging children to participate fully in whatever game or activity was 
selected.

In family therapy, Miguel was forthcoming and sensitive to his cousin. 
Both Miguel and Tony were lucky in that their parents did not blame each 
other for what had happened and thus created a positive experience for 
their children.

One of the closing activities was to do a family sandtray in which 
everyone placed a miniature in the center of the tray, which represented 
what it was like when Tony first disclosed the sexual abuse. On the outside 
of the center, the family was asked to place miniatures that showed what 
they had learned, what resources they had now, and how they were con-
ceptualizing moving forward. The miniatures chosen for the abuse were a 
fire, a lightning rod, a scream figure, an alligator, and a turtle with its head 
inside the shell. The miniatures chosen for the outside doubled these: a fire 
extinguisher, a priest and a church, a cage with a lock and key, a head with 
an open mouth, a family of elephants with their babies, and lots of little 
circles in the sand. When I asked the family to say as much or as little as 
they wanted about what they had done, they smiled. Both sets of parents 
hugged their boys and thanked them for being who they were. Miguel and 
Tony also hugged as they left the last session with a clear prevention plan 
and within a context of family warmth and guidance.

Empirical Support for the Intervention

In the realm of treating sexual behavior problems, the majority of exist-
ing research centers on adult sex offenders (Boyd, Hagan, & Cho, 2000). 
Most programs for treating children with sexual behavior problems rely on 
psychoeducation delivered in a group and/or individual format and from 
a cognitive- behavioral framework (Gil & Shaw, 2014). Few studies on the 
whole focus on outcomes research for treating sexual behavior problems in 
children. Cognitive- behavioral approaches are considered evidence- based 
for a variety of presenting problems. There is also much empirical support 
for play-based interventions, family- systems models, and trauma- informed 
treatments when it comes to treating sexual behavior problems (Gil & 
Shaw, 2014).
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These authors promote a family- focused, trauma- informed, play-
based, and phase-based (Gil & Shaw, 2014) treatment response for chil-
dren with sexual behavior problems. We encourage a three-phase trauma- 
treatment model similar to that of Judith Herman’s (1992) approach. In the 
first phase of treatment (assessment), safety and security are established in 
a therapeutic relationship and play therapy environment (Herman, 1992; 
Gil & Shaw, 2014). Then, the second phase of treatment includes atten-
tion to the specific trauma experience, whether it be victim or victimizer 
dynamics (Herman, 1992; Gil & Shaw, 2014). Finally, the child and par-
ents are offered an opportunity to affiliate with others who experience sim-
ilar struggles, thus providing them a future orientation to overcome these 
struggles (Herman, 1992; Yalom, 2005; Gil & Shaw, 2014).

The intervention presented in this case vignette includes directive and 
nondirective play therapy, collateral family work, cognitive- behavioral 
therapy, as well as expressive activities. It allows the play therapist to pick 
what is needed for treatment of each child, whether or not they might ben-
efit from an individual or group format or both, and it provides a variety 
of techniques selected from differing theoretical orientations (Gil & Shaw, 
2014). Additionally, it covers all the aforementioned areas that researchers 
agree are necessary for treatment of sexual behavior problems. Chaffin 
et al. (2006) suggested focusing on trauma- related symptoms if those are 
also present in the child’s behavior prior to treating the sexual behavior 
problems. A well- trained, trauma- informed clinician can assess whether 
this treatment area is relevant on a case-by-case basis during the assessment 
phase. Silovsky et al. (2012) cited the importance of caregiver involvement 
in the treatment of sexual behavior problems of children. This treatment 
area is central to the Boundary Project. Psychoeducation and a cognitive- 
behavioral focus are the final treatment area researchers agree upon and 
should be included as necessary treatment approaches (Chaffin et al., 2006; 
Gil & Shaw, 2014).

Conclusion

Children with sexual behavior problems need kind, clear, and nonpuni-
tive interventions designed to help them understand what is appropriate 
and inappropriate behavior in regards to the private parts of their bodies 
(Gil, 1993; Gil & Shaw, 2014). Most children who engage in inappropriate 
sexual behaviors are ashamed to discuss what they’ve done and may need 
support and patience in developing a trusting therapy relationship prior 
to fuller engagement in processing. A group play therapy experience helps 
destigmatize the issue of sexual behavior problems and may provide a less 
intimidating environment in which children can be more candid (Gil & 
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Shaw, 2014). In addition, parents of children with sexual behavior prob-
lems have an array of responses to their children’s behaviors and may feel 
uncertain and/or misinformed about how to respond. Thus, a collateral 
psychoeducational treatment program is pivotal to success (Silovsky et al., 
2012). Play therapists may also need to confront negative parental attitudes 
and/or other feelings or memories that might surface in the face of learning 
about children’s sexual behavior problems.

There are limited specialized services for this population, and many 
professionals may harbor their own fears and negative subjective reactions 
about these behaviors. Play therapists are encouraged to seek supervision, 
consultation, and psychoeducation about sexual behavior problems, and to 
view these behavioral problems in the same way they might view general 
behavioral problems in their playrooms.
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Description of the Problem

Aggressive behaviors manifest as children’s external, nonverbal commu-
nication of a range, and sometimes an intersection, of internal emotional, 
physical, social, and relational experiences. Play therapy delivered prior 
to or at early identification of childhood aggressive behaviors can serve 
as prevention for continuation and heightening of aggressive behaviors. 
When assessing childhood aggression, clinicians take care to avoid misat-
tribution of intentionality to children for exhibiting aggressive behaviors. 
Play therapists can consider aggression and behavior as symptomology of 
emotional, relational, cultural, and social difficulties experienced by chil-
dren and externalized as behavior. In this way, aggressive behavior can be 
conceptualized as a means for communication of pain or loss that is more 
difficult to articulate verbally, particularly for children. It is fair to validate 
that often children’s aggressive behaviors can feel hurtful or manipulative 
to caregivers and teachers on the receiving end; aggressive behavior is a way 
that children attempt, consciously and unconsciously, to get their needs 
met. Typically, however, the emotional or relational needs (e.g., relational 
safety, care/attention, respect) they are attempting to meet through aggres-
sion go unmet due to the disruptive nature of their behaviors. Intentional 
assessment of children’s aggressive behaviors can help pinpoint the underly-
ing needs motivating their aggression.

CHAPTER 12

Play Therapy for Children 
Exhibiting Aggressive Behaviors

David A. Crenshaw  
Alyssa Swan
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Holistic assessment of the origins of observed aggressive behavior 
is essential. Wilson and Ray (2018) described the typical development of 
childhood aggression, normalizing that all children express aggressive 
behavior more or less during different periods of child development. Con-
sidering the developmental context and being able to articulate the exter-
nalization of aggression at different stages of development can help play 
therapists identify typical and atypical aggression in child clients. Play ther-
apists can then account for the developmental appropriateness in consider-
ation of children’s unique presenting concerns, experiences, and cultural 
contexts. Some children will exhibit heightened behavior problems due to 
disruptions in daily life, such as nutrition (Jansen et al., 2017) and sleep 
(Mazurek & Sohl, 2016; Rubens et al., 2017). For such problems, counsel-
ors can recommend diet and sleep changes in conjunction with psychologi-
cal intervention.

Beginning in early childhood, children who live in poverty and low- 
income neighborhoods are identified as exhibiting higher levels of aggres-
sive behavior. African American children are more likely to be identi-
fied as aggressive or as exhibiting disruptive behavior, compared to their 
counterparts (Sacco, Bright, Jun, & Stapleton, 2015). Experiencing racial 
discrimination is related to valid feelings of anger and, subsequently, 
is correlated with increased levels of aggression (Chng & Tan, 2017). 
Researchers also describe gender differences in expression of aggressive 
behavior, specifically higher levels of physical aggression among male 
children and higher levels of relational aggression among female chil-
dren (Card, Stucky, Sawalani, & Little, 2008; Cullerton- Sen et al., 2008; 
Ostrov & Crick, 2007). Thoroughly considering the cultural impacts of 
aggression can reduce the risk of pathologizing reactions to oppression, 
increase the accuracy of identifying the roots of children’s aggression, and 
allow play therapists to most accurately tailor play therapy intervention 
and advocacy efforts.

In conjunction with the intentional gathering of accurate and thor-
ough background information on children’s development of aggressive 
behaviors, across various settings (e.g., home, school) and from multiple 
informants (e.g., caregivers, teachers, self- report), play therapists can uti-
lize observations and instruments to assess childhood aggression. Infor-
mal observations of children in their normal environments during daily 
activity and/or during particularly stressful, aggression- precipitating times 
are particularly useful in identifying environmental and relational experi-
ences that may trigger an aggressive response. Some formal assessments of 
aggressive behaviors include the Child Behavior Checklist (CBCL; Achen-
bach, 1994), the Children’s Aggression Scale (CAS; Halperin & McKay, 
2012), and the Social Emotional Assets and Resilience Scales (SEARS; 
Merrell, 2011).
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Rationale for Play Therapy

Risk factors for higher levels of aggressive behaviors during childhood 
include, but are not limited to, child maltreatment (Augsburger, Dohrmann, 
Schauer, & Elbert, 2016), residential placement (Boxer, 2007), parental 
physical punishment (Piché, Hunh, Clément, & Durrant, 2016), insecure 
caregiver– child attachment (Finzi, Ram, Har-Even, Shnit, & Weizman, 
2001), community violence (Houston & Grych, 2016), depressive symp-
tomology (Barnes, Howell, Thurston, & Cohen, 2017), and peer rejection 
(Prinstein & La Greca, 2004). The long-term impacts of childhood aggres-
sion begin as early as adolescence, during which children who demonstrated 
elevated levels of aggression during early childhood may be more likely to 
experience lower academic achievement (Scott, Lapre, Marsee, & Weems, 
2014), school adjustment (Kokko & Pulkkinen, 2000), and mental health 
diagnosis (Harrison, Genders, Davies, Treasure, & Tchanturia, 2011) as 
adolescents. Although not the sole determiner or a direct factor, youth 
aggression has been correlated with higher rates of adulthood domestic 
violence (Gabriel et al., 2017), sensation seeking and risk taking (Cui, Cola-
sante, Malti, Ribeaud, & Eisner, 2015), mood and substance use disorders 
(Reef, Diamantpoulou, van Meurs, Verhulst, & van der Ende, 2011), incar-
ceration (Neller, Denney, Pietz, & Thomlinson, 2006), and unemployment 
(Kokko & Pulkkinen, 2000).

The connection between childhood aggression and adolescent/adult 
maladjustment may not be surprising; however, the connection is nonethe-
less troubling and nonlinear. For play therapists working with teens and 
adolescents, early identification of concerns connected to early childhood 
aggression can streamline treatment. Play therapists target mediating fac-
tors shown to help disrupt the development and continuation of childhood 
aggression to reduce the risk of persistence of aggression into adulthood. 
The goals of play therapy align with these mediating factors, situating play 
therapy as both prevention and intervention treatment to reduce children’s 
risk factors for developing aggressive behaviors and/or reduce aggressive 
behaviors to mitigate long-term impact. See Figure 12.1 for a visual depic-
tion of the role of play therapy as prevention of aggression development by 
targeting risk factors and intervention of aggression by bolstering positive 
mediating factors for youth.

Play therapy provides a relationship in which children, even children 
who exhibit the most aggressive behaviors, can experience unconditional 
acceptance and genuine empathy, which serve as platforms upon which 
children can begin to experience themselves as worthy of such accep-
tance. In play therapy, hopefully and eventually, children begin to experi-
ence themselves as someone worthy of the play therapist’s consistent and 
unwavering relationship. In this relationship, children can experiment 
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with responding to limits and making choices, a process that eventually 
externalizes outside of the playroom as greater behavioral regulation and 
increased self- confidence. Additionally, increased self-worth is also often 
accompanied by new, less rigid views of self (e.g., “I am capable of being 
loved” or “I am good at doing some things”) and of others (e.g., “Some 
people can be trusted” or “Not all relationships hurt me”). This releases 
energy, once preoccupied in a loop of perceived relational threat and sub-
sequent self- protection or self-harm, which can be directed toward more 
child- appropriate tasks of relationship and play.

Parent Involvement

Children’s perceived self-worth and social competence can greatly reduce 
or heighten the long-term impact of childhood aggression (De Castro, 
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Brendgen, Van Boxtel, Vitaro, & Schaepers, 2007; McQuade et al., 2016). 
The degree to which children experience an inner sense of inherent wor-
thiness and perceive relational successes with caregivers and peers helps 
free those children who demonstrate early aggressive behaviors to develop 
alternative coping strategies and healthy relationships. Family cohesion and 
family dynamics are consistently some of the most critical mediating fac-
tors between childhood aggressive behavior and longitudinal measures of 
well-being and aggression (Hamama & Arazi, 2012). Specifically, parent-
ing practices are one of the most impactful factors in the development and 
advancement of aggressive behaviors during childhood (Hay, Meldrum, 
Widdowson, & Piquero, 2017).

Baydar and Akcinar (2018) demonstrated that harsh discipline prac-
tices versus caregiver responsiveness for children at age 3 were associated 
with higher or lower levels of aggressive behaviors, respectively, by age 5. A 
2018 study by Campaert, Nocentini, and Mesesini further supported this 
link, reporting that by late childhood into early adolescence, parental harsh 
discipline and poor monitoring led to moral disengagement. Interestingly, 
the connection between parental practice and preadolescent behavior was 
mediated by preadolescents’ perceptions of parental approval of aggres-
sion. In another study, secure attachment with a primary caregiver buffered 
the relationship between exposure to community violence and perceived 
acceptability of aggression (Houston & Grych, 2016).

Parenting/caregiving practices mediate the effects and severity of 
externalizing behaviors during childhood and adolescence (Gach, Ip, Sam-
eroff, & Olson, 2018), and early intervention is most critical to reduce 
cumulative risks. Play therapists can provide parent training to help par-
ents gain awareness of their relational impact on their children and learn 
positive parenting practices, such as new ways to set limits and provide 
choices. Caregiver training is not limited to parents/caregivers; sometimes 
play therapists will support residential treatment teams, direct care staff, 
medical providers, and other mental health providers to develop consistent, 
positive interpersonal relationships with children at risk for developing or 
maintaining aggressive behaviors.

Description of the Prescriptive Approach

Children who exhibit more than their fair share of aggressive behavior ben-
efit from a range of therapeutic powers of play (Schaefer, 1995; Schaefer & 
Drewes, 2013). One such power is self- expression. Play therapy not only 
allows but encourages the free expression of a child, and some children dis-
playing aggressive behavior feel constrained in self- expression. The parents 
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or the teachers may be controlling and/or rigid to a degree that the child is 
frequently frustrated in self- expression. In family therapy with adolescents, 
our clinical experience teaches us that these youth complain that no one 
listens. They do not feel heard, and rage is often the result. Self- expression 
in play therapy facilitates communication, which helps the child to gain 
awareness of troubling emotions and distressing memories and thus begin 
the healing process.

Another therapeutic power of play of benefit to children exhibiting 
aggressive behaviors is access to the unconscious. So much of what drives 
the aggressive behavior is outside of the child’s awareness (Crenshaw & 
Tillman, 2013). Play reveals and helps to integrate unconscious aggressive 
wishes and impulses into conscious play and actions. A child, for example, 
caught in a bitter divorce family triangle may play out his father getting 
killed in a car accident. He may be aware of the fear of losing his father 
but unaware of his hostile wishes toward him, due to the father’s pressures 
to align with him against his mother. Only by playing out the car crashes 
does the child realize that he not only fears the death of his father but has 
fantasies and unconscious wishes of his father dying to be free of the unten-
able situation of being caught in the crossfire of a difficult divorce and its 
attendant loyalty conflicts. This emphasis on motives and conflicts that 
exist out of the child’s awareness is a key component of psychodynamic 
approaches to play therapy (Crenshaw & Tillman, 2013; Mordock, 2015).

Direct instruction is one of the powers of play identified by Schaefer 
and Drewes (2013). Teaching self- calming and soothing strategies, posi-
tive self- statements, and stress inoculation are often a core component of 
cognitive- behavioral play therapy (Cavett, 2015), and can be integrated 
into play therapy focusing on reducing aggressive behaviors. The direct 
teaching of these skills, which are critical to effective integration of aggres-
sive impulses, is an important component of prescriptive play therapy with 
children prone to aggressive behaviors.

Indirect teaching, through metaphor and fantasy play, allows ample 
opportunities to model and teach the skills of self- calming, self- soothing, 
positive self-talk, and stress inoculation. Indirect teaching also enhances 
the critical skill of empathy which plays a key role in interrupting the cycle 
of aggression (Crenshaw & Hardy, 2007; Hardy & Crenshaw, 2008; Hardy 
& Laszloffy, 2005).

Catharsis and abreaction are essential features of psychodynamic play 
therapy and are often evident when in-depth play therapy is conducted with 
children whose trauma underlies their acting out of aggressive impulses. 
Both catharsis and abreaction were dramatically evident in the case of 
Rashawn, a child who experienced sadistic abuse by his foster father (Cren-
shaw & Hardy, 2005).



198 applications for externalizing DisorDers

Case Vignette: Luke’s Long Road to Reunion 
with His Mother

Luke at age 12 and his sister Cara at age 10 had been in 10 previous foster 
homes prior to placement in a group emergency foster care program. The 
two children differ dramatically in their personalities. Cara is sweet, warm, 
and friendly, although shy and introverted until she knows you well. Luke 
is developmentally delayed. In one assessment, the examiner suggested the 
possibility of autism spectrum disorder, along with attention- deficit/hyper-
activity disorder (ADHD), cognitive and learning limitations, and post-
traumatic stress disorder (PTSD). Luke was well known for wearing out 
a young group of male child care workers in the emergency foster care 
program, even though they dealt with him over three rotating shifts in 
a 24-hour day. The intensity of his demands, low frustration tolerance, 
and inability to delay gratification helped the staff appreciate why he was 
unable to be maintained in any of the 10 prior foster home placements. In 
one of the foster homes, there was an allegation of sexual abuse in which 
both children were suspected of being victimized by a foster father. An 
investigation was inconclusive, but Child Protective Services (CPS) removed 
the children from the home. In another foster home, the children claimed 
psychological abuse of Luke that was denied by the foster mother but sup-
ported by Cara, and once again the children were removed by CPS and 
placed in the Group Emergency Foster Care (GEFC) program.

Cara, loyal to her older brother, could have been successful in most of 
the homes on her own, but she refused to be separated from her brother 
and tended to be protective of him. This pattern was abruptly broken 
when, after nearly a year in the GEFC program, the siblings were placed 
together in yet another foster home. In a matter of 3 months, however, 
Luke returned to the GEFC program due to disruptive behavior that was 
overwhelming for the foster mother to handle, but this time Cara elected to 
remain in the foster home.

The birth parents of these children struggled with problems of sub-
stance abuse and domestic violence. The birth father voluntarily surren-
dered his parental rights after the children were placed in foster care. The 
mother, however, fought to get her children back and, in the process, par-
ticipated in a wide range of rehab programs. She received mental health 
counseling not only for her addiction problems but also her major mood 
disorder that left her episodically clinically depressed. Many court battles 
and conflicting opinions among social service caseworkers and officials 
about the feasibility of family reunification ensued until the mother was 
approved in the spring of 2018 to resume visits with her children and, at 
least in the case of Luke, work toward family reunification. Cara was more 
ambivalent and skeptical about reuniting with her mother and at the point 
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that the mother came back into the picture, was comfortably situated in her 
foster home, and enjoying a good relationship with her foster mother. The 
court and social services supervisors decided after much deliberation and 
discussions with the children to honor the differing loyalties of the two sib-
lings. Luke would work toward family reunification. Cara would continue 
to live with her foster mother but begin visits with her biological mother on 
a schedule that was comfortable for her.

It is extremely challenging in this small space to give more than snap-
shots of the play therapy with Luke which took place weekly over a 4-year 
period. The snapshots might be considered “Kodak moments” in that they 
captured an important theme and, in some cases, a turning point in the 
long-term therapy.

Snapshot 1: During the Early Stages—Intense Struggle 
with Aggressive Impulses

Luke was one of the most volatile, emotionally dysregulated youth in the 
therapist’s memory when he was placed in the GEFC program at age 10. 
It has been a point of great emphasis to reduce physical restraints in the 
residential program, with an aspirational goal of zero restraints. The video 
clips of every restraint are reviewed by a team of supervisors, including 
clinicians, to determine if the restraint was done properly and if there was 
a possibility of avoiding it altogether through some change in approach or 
intervention. To this day, Luke holds the record of 120 physical restraints in 
the first 6 months of his placement in the program. It is possible that Luke’s 
record will never be broken because in recent years no one has come close 
to his astonishing total. To jump ahead to the good news, as of this writing, 
Luke is at home with his mother on trial discharge and has not had a single 
physical restraint in the last year of placement.

In the play therapy room, Luke was extremely physical. The struggle 
with his aggressive impulses was enacted in the safe, contained space of 
the therapy room and within the safety of the therapeutic relationship. A 
powerful theme of his therapeutic play was driven by an underlying ques-
tion: “Are you strong enough to contain my aggression?” Clearly, Luke did 
not trust his own ability to regulate his impulses. Therefore, to feel safe he 
needed to know if the therapist would be physically strong enough to keep 
him and the therapist safe if he were to be triggered and spin out of control. 
One of his favorite ways of testing the limits of this burning issue was to 
ask the therapist to play the role of a child care worker and in pretend play 
restrain him on the floor after he acted out in the cottage in a dangerous 
way that put other youth at risk. In his scenarios, there was no choice. If 
the therapist was a responsible child care worker, he could not let him con-
tinue in his behavior because someone was going to get hurt, so it met the 
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narrow criteria that not only justified but required physical restraint. Luke 
would instruct the therapist as to how he was to restrain and hold him on 
the floor, and he would fight violently against the therapist’s attempts. The 
entire second floor of the Main Building in the residential program knew 
that the therapist was having his weekly session with Luke because no other 
play therapy session during the week matched the loudness and intensity of 
the sessions with Luke.

At times, the therapist did set limits and asked Luke to turn down 
the dial on his angry, violent struggles. But the authors’ reading of what 
was happening is that he needed the therapist to be strong and competent 
enough that he could project onto the therapist his seething rage and hold 
it for him while he was not yet strong enough to contain it himself. There 
were limits on how physical the therapist was willing to let things go. The 
therapist was determined that he would not hurt Luke and Luke would not 
hurt him. When the therapist needed him to dial down the intensity of the 
rage/violence, Luke was responsive because he shared the same goals. At 
times, the therapist would leave the sessions perspiring as if he had just left 
the gym after a vigorous workout. Thankfully, when the issue was settled, 
in Luke’s mind the intensity gradually decreased. Prior to engaging in such 
physical struggles, the therapist had offered alternatives such as acting out 
these scenes with puppets, which Luke firmly rejected. Luke was open to 
acting out some of the scenes for a few sessions using the miniatures chil-
dren typically use in the play room to create a picture in the sandtray of 
their world. Luke was not interested in enacting his drama in the sand; he 
preferred enacting the drama on top of the wooden cover to the sandtray.

Typically, the drama would entail a violent out-of- control person who 
was a menace to others. Sometimes he would bring the replica of a jail in 
the playroom into the play. The villain/menace would be in jail but was 
threatening to break out and sometimes did break out. The theme was 
consistent with his need for containment of out-of- control scary, aggressive 
feelings/impulses and the conflict and struggle surrounding this effort.

The scenarios enacted on top of the lid of the sandtray were not satis-
fying to Luke, and after a few sessions, he preferred to act them out with 
human actors, typically just Luke and the therapist. However, on a few 
occasions, with Luke’s agreement, we called in interns on short notice to 
fulfill a role in Luke’s script. It was quite fascinating to observe that despite 
Luke’s well-known cognitive limitations and significant learning deficits, he 
always had a scenario in mind to play out when he arrived in the playroom, 
often building on the previous session. By way of precaution, the therapist 
made sure that Luke instructed him on how to restrain him and how much 
force and pressure he wanted the therapist to use so that it was clear that 
the therapist was doing this at Luke’s direction and under his control. To 
further reinforce that view, the therapist checked with him frequently and 
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asked, “Am I doing this right?” “Do you want me to let you up?” “Tell 
me when you want me to loosen my grip on your arms?” If these had been 
enactments of trauma, he would not have initiated them and would have 
been triggered by engaging in such physical play.

It could be argued that what was happening during this phase was 
posttraumatic play. A plausible idea is that Luke was enacting the restraints 
that were so frequent in his daily life during the first 6 months of place-
ment. When the therapist followed up with him about the restraints, he 
would never accuse the staff of harshness, although he might blame another 
youngster for provoking him. At times, Luke would even state that the 
staff “restrain me to keep me safe.” The authors believe that the restraints 
were not traumatizing but rather that Luke pushed frequently to the limit, 
requiring restraint so that he could feel safe in the presence of his own 
internal rage and aggressive impulses. Furthermore, it was decided that he 
was testing the therapist in the play room to settle the same issue: “Can you 
keep me safe in light of my murderous rage and impulses?” Interestingly, 
when the issue was settled and he knew that the therapist could physically 
contain him if need be, the physical play stopped, and it was not revisited 
in the 3 years of weekly sessions that followed.

Snapshot 2: The Battles in Court and “To Whom Do I Belong?”

Although Luke and Cara didn’t know the details, they were aware that 
their mother was fighting to get them back and to reunify the family. They 
knew that there was a lengthy struggle in court because they were inter-
viewed multiple times by the attorney assigned to represent them. On one 
occasion, the therapist transported Luke and Cara to family court and 
waited in the waiting room while they were interviewed by the judge in the 
company of the attorney assigned to them. Luke and Cara told the therapist 
later that they both had unequivocally told the judge that they wanted to 
return to their mother. Luke assumed that this would happen right away, 
but, of course, these issues are only resolved after lengthy court sessions 
and after testimony from key parties. The decision that Luke would be 
working toward reconciliation and reunification with his mother was not 
made until nearly 2 years later. The frustration and rage this provoked in 
Luke dominated his functioning for more than a year.

Fortunately, Luke had learned to channel his rage into mostly verbal 
lashing out at staff and sometimes at his therapist and his social worker, 
who was the primary liaison to his family. During this phase of the play 
therapy, Luke enacted frequent court scenes, often making the therapist the 
judge to decide if he could go home to his mother. In one particularly poi-
gnant court scene, a couple showed up and made a claim to the judge that 
they were the actual parents of Luke and that they had papers to prove it. 
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At first, the papers looked legitimate, but then Luke became impassioned 
and pleaded for the judge to look more closely because the papers were fake 
and these people were a fraud. Indeed, that is what the judge determined, 
and he threw the couple out of the court.

The fraudulent couple and fake documents seemed to symbolize for 
Luke all the numerous foster home placements that didn’t work out and 
perhaps even his biological parents that in anger he would say chose drugs 
over him and his sister. During this period, he longed for a home and a 
family, and he even became open to another foster home. Luke had previ-
ously stated that he would never try again after his attempt to be in the 
same foster home where his sister presently lives had failed. He also asked 
his therapist and a young man working in his cottage as a child care worker 
with whom he became attached to adopt him. The young man, who was 
only 24, patiently explained that he still hadn’t finished his education and 
was not in a secure enough situation to be an adoptive father. The therapist 
told Luke that, although he was a likeable youngster who had grown in 
many important ways, the relationship was a special one but a therapeutic 
one. The therapist could not be his father. The therapist explained that he 
already had children and grandchildren, but he understood how important 
it was for Luke to be part of a family and how difficult it was for him to 
be placed outside of his home. Luke understood, but in the case of both his 
child care worker and his therapist, it was hard for him to accept.

One area of astonishing growth for Luke during this period was in 
his academic life. Luke was in a self- contained special education class, and 
his reading and writing were quite limited. In the stable environment pro-
vided by the group care program, he developed greatly improved reading 
and math abilities and became invested in school for the first time. Luke 
almost never missed school. In fact, in the most recent school year, the 
 program sent the five youths in the program with the best school atten-
dance records at the end of the year to Disneyworld His academic skill 
improvement was quite important to Luke because he had been embar-
rassed, and often humiliated, in the past about his inability to read or to 
make change.

Snapshot 3: The Need to Be Powerful Driven 
by a “Flashbulb Memory”

During this phase of his play dramas, Luke wanted to be recognized for 
his strength and physical skills in a more sublimated form than was evi-
dent in Snapshot #1. He wanted to act-out a play scenario repeated over 
many sessions of being the undefeated heavyweight boxing champion of 
the world. When he pretended to enter the ring, Luke would play his own 
handpicked music on his phone to accompany his grand entry. At times he 
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would instruct the therapist to be the ring announcer, other times the coach 
in his corner who would talk to him and encourage him between rounds, 
and sometimes his body guard. The job of the bodyguard (therapist) was 
to fend off the autograph seekers and the adoring fans who wanted to get 
as close as possible to the champ. The fantasy of being king of the boxing 
world was extremely gratifying to Luke, who faced repeated defeats and 
humiliations throughout his life. He played it out with great gusto and 
pride. The feeling in the room was that here was a young boy yearning for 
acceptance, respect, and admiration when his life had been replete with 
rejections, loss, and trauma.

Luke’s need to view himself as strong and fierce, however, had deeper 
roots. An indelible memory so vivid in his mind could be considered as a 
“flashbulb memory” because its emotional impact created a lasting imprint 
of the quality of a photograph. The memory was one in which his mother 
was beaten brutally by one of her abusive boyfriends, and all he could do 
was watch because he was not big enough and strong enough to stop it.

Snapshot 5: Serving a Life Sentence

As court deliberations and the slow, grinding process of looking for alter-
native placements continued without resolution, Luke now approaching 13 
years of age grew more depressed, enraged, and hopeless. This was symbol-
ized in the playroom by a central feature of play therapy, turning the pas-
sive into attempts at active mastery, as Luke pretended to be a prison guard 
and the therapist became the prisoner. The prisoner (therapist) was accused 
of various crimes but was not given a fair hearing in court to explain his 
side of the story and was ordered to jail. The cell was the utility closet in the 
playroom where additional supplies are kept for the playroom. When put 
in the cell, the prisoner protested and complained loudly that no one was 
listening to his side of the story and that a great injustice was being done. 
With each protest and complaint, the prisoner’s sentence would get longer. 
The jailer became the judge and jury, and there was no one to represent 
the prisoner’s interests. (This represented Luke’s feelings of betrayal that 
his attorney did not advocate for his interests in court because she did not 
support his mother’s fight for reunification.) At one point, Luke opened the 
door and screamed at the prisoner: “You never are going to see your mother 
again!” At that point, Luke made it crystal clear what this was all about: a 
boy separated from his mother for what felt like a lifetime, with no reason 
to hope that there would ever be a reunion.

It became clear to the therapist in his role as the prisoner that he was 
fighting a losing battle. The therapist experienced in his cell a small degree 
of the hopelessness that Luke felt but in Luke’s case in more intense pro-
portions. The therapist began to voice such feelings: “I’ve lost hope”; “It 
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doesn’t matter what you do to me” (at times the guard was quite harsh). 
Interestingly, as the therapist reflected with great affect the feelings that he 
knew intuitively that Luke was feeling, Luke’s attitude as the prison guard 
noticeably softened. He was kinder and offered the prisoner treats rarely 
offered to the prisoners. Luke’s shocking change of attitude culminated in 
his releasing the prisoner. Luke told the prisoner to never tell, but he (as the 
guard) had put up his own money to bail the inmate out. The prisoner told 
the “guard” that he was not surprised because all along, even though the 
guard could be mean and harsh on the outside, he could always tell that 
the jailer had a kind and generous heart. The therapist knew well of Luke’s 
kind and generous heart. At the end of the summer work program the 
previous year that Luke participated in, he earned a check of $450.00; his 
social worker took him to a bank to cash it. On the way back, Luke spotted 
a homeless man with a cardboard sign asking for money. Luke wanted to 
give his entire summer earnings to the man. His social worker was finally 
able to convince him to give $20 and to save the rest in an account that she 
supervised for him.

Snapshot 6: A Reprieve from the Powers That Be

The details of how Luke’s mother finally won her court battle to reunite 
with her son is beyond the scope of this chapter and could comprise a whole 
book itself. The play therapist testified on her behalf and represented the 
strong, clearly stated wishes of her son, Luke. Finally, through the mother’s 
heroic efforts and her court- appointed public defender, the path was finally 
cleared for Luke to return to his mother with the requirement that there 
be ongoing family therapy to enhance the chances of the reunification suc-
ceeding. The first time that Luke met with his mother in years was a joy 
to behold. He was so thrilled to see her. To know that she was alive, that 
she was clean and had been sober for almost 4 years, and that she was not 
involved in a relationship of any kind, let alone an abusive one, gave Luke 
a sense of relief and peace that had eluded him in his 4 years of placement. 
Likewise, for his mother to lay eyes on him and see that he too was okay 
and had grown taller than she was, and had developed into this muscu-
lar adolescent boy now approaching 14, was moving beyond words to the 
therapist.

This young man displayed remarkable courage: in family sessions lead-
ing up to discharge to his mother, Luke confronted her with his anger that 
she and his father had let him and his sister down by their drinking, drug 
abuse, and fighting with each other. Luke also expressed his anger about 
her choice of abusive boyfriends and his worry that she would make the 
same mistake again. Luke was greatly relieved that his mother could hear 
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his anger without getting defensive or making excuses. She agreed that their 
actions had hurt him and his sister in a devastating way. As of this writing, 
Luke lives at home with his mother, and the weekly family therapy sessions 
continue to provide support to both Luke and his mother.

Empirical Support for Play Therapy 
for Aggressive Behaviors

Our search of play therapy outcome research from 1995 to the present 
resulted in a total of 43 outcome studies. These studies investigated the 
impact of play therapy on reducing externalizing problems across varying 
populations of children, presenting concerns, and play therapy modalities, 
via the online play therapy research database, play therapy publications, 
and personal communication with play therapy researchers (Bratton et 
al., 2015; Bratton & Swan, 2017). Forty-two of the studies that measured 
change in externalizing problems reported observable reduction in exter-
nalizing problems, including rule- breaking and aggressive behaviors, after 
receiving play therapy intervention. Five outcome studies in the past decade 
specified recruitment to children demonstrating “aggressive behaviors,” all 
of which reported decreases in these behaviors (Momeni & Kahrizi, 2015; 
Ray, Blanco, Sullivan, & Holliman, 2009; Ritzi, Ray, & Schumann, 2017; 
Schumann, 2010; Wilson & Ray, 2018).

Wilson and Ray (2018) conducted a large randomized controlled study 
using descriptive discriminant analysis to investigate the impact of receiv-
ing child- centered play therapy (CCPT) for children referred for aggressive 
behaviors. Parents perceived their children as less aggressive, more self- 
regulated, and more empathic through participating in CCPT compared 
to the waitlist control group. Results confirmed that participation in play 
therapy was predictive of a decline in aggressive behaviors (Wilson & Ray, 
2018). In conjunction with reducing aggressive behaviors, play therapy also 
bolsters children’s self- concepts and enriches children’s interpersonal rela-
tional connections, establishing a reservoir of inner resources that children 
can access during future experiences of pain or loss.

Play therapy is a well- established school intervention for improving 
children’s behavior, with over 56 outcome studies documenting its effect 
on child behavior in school settings (Bratton et al., 2015). Alternative 
school- based play therapy interventions demonstrate positive influence for 
children who exhibit externalizing behaviors, such as play-based school 
mentor, parent, and teacher support programs (Ceballos & Bratton, 2010; 
Jones, Rhine, & Bratton, 2002; Morrison & Bratton, 2011; Sheely & Brat-
ton, 2010).
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Conclusion

Aggressive behavior is an external communication of children’s internal 
anger and rage. Play therapists listen to children’s behavior as witnesses 
to their frustrations and provide containment and safety for children 
to express unspoken pain through play. Like Luke in the case vignette, 
children who experience adverse life events may begin to anticipate rela-
tionships to be unsafe, distrustful, unstable, and threatening. Relational 
trauma can underlie children’s intense and valid anger/rage, externalized 
as observable aggressive behaviors. Play therapists provide a safe therapeu-
tic environment in which children can begin to integrate their aggressive 
impulses and unconscious desires into conscious play and action. In play 
therapy, Luke was allowed the freedom to express his aggression and rage 
within the physical safety and emotional containment of the therapeutic 
relationship. Luke’s story was a journey of working through and process-
ing his aggression and deep relational hurts through self- directed play and 
corrective relational experiences.

Play therapy research demonstrates positive therapeutic outcomes for 
children who exhibit aggressive behaviors. Play therapy may last as short 
as 16 sessions, as in aggression research studies, and as long as 4 years, as 
in the case example of Luke. Play therapy can be delivered as prevention 
to children identified as at risk for developing aggressive behaviors and as 
intervention to mitigate the long-term effects of pervasive aggressive behav-
iors resulting from relational trauma.
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Description of the Disorder

Autism spectrum disorder (ASD) is a neurodevelopmental disorder charac-
terized by communication and social deficits. Children with ASD tend to 
have communication deficits, such as responding inappropriately in con-
versation, or difficulty building friendships. They may be overly dependent 
on routines, sensitive to changes in their environment, or intensely focused 
on certain items (Hillman, 2018). Children with ASD struggle to develop 
and grow socially and emotionally in a pattern similar to their typically 
developing peers. They frequently have difficulties initiating and joining in 
play, understanding turn taking, building friendships, and participating in 
reciprocal social interactions (Salter, Beamish, & Davies, 2016).

The Centers for Disease Control and Prevention (2018) stated that 1 
in 59 children is estimated to have ASD. It is three to four times more com-
mon in boys than in girls. ASD is a lifelong condition, but many children 
diagnosed with ASD go on to live independent, productive, and fulfilling 
lives, especially with the benefit of early and continuous intervention and 
therapies. The American Psychiatric Association (2013) has defined ASD 
as a complex developmental condition that involves persistent challenges 
in social interaction, speech and nonverbal communication, and restricted/
repetitive behaviors. The effects of ASD and the severity of symptoms are 
different in each person. The characteristics of ASD fall into two categories:
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1. Social interaction and communication problems, including diffi-
culties in normal back-and-forth conversation, reduced sharing of 
interests or emotions, challenges in understanding or responding to 
social cues such as eye contact and facial expressions, and deficits 
in developing/maintaining/understanding relationships.

2. Restricted and repetitive patterns of behaviors, interests, or activi-
ties, including hand- flapping and toe- walking, playing with toys 
in an uncommon way (such as lining up cars or flipping objects), 
speaking in a unique way (such as using odd patterns or pitches 
in speaking or “scripting” from favorite shows), having significant 
need for a predictable routine or structure, and exhibiting intense 
interests in activities that are uncommon for a similarly aged child.

According to Howard, Copeland, Lindaman, and Cross (2018), chil-
dren with ASD typically show deficits in early infancy, namely, in the areas 
of play, stereotypical behaviors, and shared attention. They tend to struggle 
with symbolic play and prefer to play alone, and they show a preference for 
toys based on sensory stimulation. Children with ASD also display a repeti-
tive and stereotypical quality to their play and it can be challenging for 
peers to navigate when they are trying to engage with the child with ASD. 
Further, deficits in joint attention and theory of mind skills contribute to 
social struggles that impede successful peer interactions.

Developmental delays and differences in underlying capacities for joint 
attention, imitation, and social reciprocity are all closely intertwined with 
an emerging capacity for play. Research suggests that children with ASD 
have specific impairments in regard to symbolic, pretend, and peer (group) 
play (Kossyvaki & Papoudi, 2016; Stagnitti & Pfeifer, 2017; Banerjee & 
Ray, 2013). Children with autism present unique profiles that manifest in 
spontaneous engagement with toys, activities, and themes. Their play often 
becomes fixated (Wolfberg, Bottema- Beutel, & DeWitt, 2012). Pretend and 
spontaneous play is often limited, with the child usually relying heavily 
on adult prompts. Through pretend play and peer interactions, typically 
developing children explore social roles and rules to build mutual meaning. 
They develop understanding of the relationships between peers and adults 
and the ability to infer others’ needs, beliefs, and intentions (Hess, 2006).

Wolfberg (1999) proposed that children must be able to enter a social 
group and coordinate the mutual activity to engage in play with peers or 
other partners. Play supports the exploration of social roles when children 
learn to compromise and become aware of and understand the mental states 
of others. Children with ASD who lack play skills, specifically in the areas 
of pretend, symbolic, and peer play, are highly susceptible to being left out 
and rejected by neurotypical peers. They are likely to be socially isolated 
and bullied, and to develop a negative self-worth. Further, they miss out not 
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only on peer social benefits of play but a whole host of other learning and 
problem- solving mechanisms that are typically developed through play.

An ASD diagnosis typically accompanies play challenges as well as 
difficulties in relating and forming relationships, verbal and nonverbal 
communication, and executive functioning skills. ASD is a complex devel-
opmental disorder. Problems can express themselves differently and can 
appear in various combinations. Not every child with the same generic 
diagnostic label has all these problems to the same degree (Greenspan & 
Wieder, 2006). ASD ranges from severe to mild in terms of an individual’s 
impairment. A child on the severe end of the spectrum may be unable to 
speak and may also have more serious developmental delays. A child on the 
mild end of the spectrum may be able to function in a regular classroom at 
school and may eventually reach a point where he or she no longer meets 
the criteria for ASD. Even if two children have the same diagnosis, no two 
children with an ASD are alike (Grant, 2017a).

Considering that children with ASD present on a spectrum that pro-
duces several “looks” of autism, it is necessary that interventions and thera-
pies be adaptable and flexible to meet the various manifestations of ASD. 
The individual child and how his or her ASD affects his or her functioning 
must be assessed and considered when choosing the best, most appropri-
ate course of treatment. Skill strengths and deficits will widely differ from 
child to child, as well as according to family resources and access to thera-
pies. The ASD play therapist must be prepared for such variance and be 
willing and able to take a prescriptive play therapy approach to addressing 
ASD issues.

Rationale for Prescriptive Play Therapy

Play is the natural language of children, including children with ASD. It is 
often the easiest way for children to express troubling thoughts and feelings 
that are both conscious and unconscious. By making learning an enjoyable 
and engaging experience, therapists are best able to impart the information 
children need to overcome knowledge and skill deficits (Schaefer & Drewes, 
2014). The therapeutic powers of play refer to the specific change agents in 
which play initiates, facilitates, or strengthens the therapeutic effect. These 
play powers act as mediators that positively influence the desired change 
in the client (Barron & Kenny, 1986) and provide the foundational frame-
work for the clinical understanding and use of play therapy (VanFleet & 
Faa- Thompson, 2017).

Prescriptive play therapy is a therapist- informed method of selecting 
and implementing a particular play therapy approach that research has indi-
cated is likely to be the most effective for a specific problem or symptom. 
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The basic premise underlying prescriptive play therapy, a therapy created 
by Charles Schaefer (2001), is the notion that all play therapy approaches 
have the potential to be the one most useful for some children, and that 
no single approach is the best fit for all children. The goal of treatment 
in prescriptive play therapy is to identify the best possible evidence- based 
intervention or strategy to maximize symptom reduction and promote 
overall therapeutic gain (O’Connor & Braverman, 2009). A prescriptive 
play therapy approach is particularly concerned with identifying the unique 
aspects of clinical theory and application having the greatest potential for 
a positive impact on the target problem or issue. A prescriptive approach 
does not require therapists to adhere strictly to the initial treatment chosen. 
Because the overarching goal is symptom relief, therapists explore alterna-
tive treatments if the initial choice proves unsuccessful (Schaefer, 2001).

Several play therapy approaches have shown success in treating chil-
dren with ASD, most notably filial therapy (VanFleet, 2012), Theraplay® 
(Booth & Jernbeg, 2010), child- centered play therapy (Hillman, 2018), 
and AutPlay® Therapy (Grant, 2017a). Multiple research has promoted the 
importance of play for children with ASD (Kuhaneck & Britner, 2013; 
Barry et al., 2003; Wolfberg et al., 2012; Hess, 2006; Overley, Degges- 
White, Snow, Mossing, & Holmes, 2018). Play therapy is continuing to 
grow in importance as a valid and needed treatment approach for children 
with ASD. Play therapy has been shown to help children with ASD increase 
their social play skills, improve emotional expression, decrease unwanted 
behaviors (Salter et al., 2016), improve reactive and symbolic play, commu-
nication, specific social interactions with peers, and provide improvement 
in the parent– child relationship (Howard et al., 2018).

Banerjee and Ray (2013) proposed that some core ASD deficits can 
be addressed through play therapy such as communication improve-
ments, relationship development, and recognition and expression of emo-
tion. Further, they reported that play therapy can be effective for gains in 
sensorimotor play, constructive play skills, pretend play skills, functional 
play, and socialization skills, and for reducing problem behaviors. Kasari, 
Chang, and Patterson (2013) reported that play interventions for children 
with ASD are critical to later developmental outcomes, including language, 
cognitive, and social abilities. Children with ASD need the opportunity 
for and interventions for increasing play skills that have the potential for a 
whole host of benefits. Grant (2018) reported that play therapy approaches 
such as AutPlay Therapy are showing increasing evidence that play-based 
interventions are effective in treating children and their families affected 
by ASD. Play provides a natural and engaging element for all children, and 
play therapy interventions provide the skill component that children need 
to increase their functioning ability. The combination of play and skill-
based interventions is not only gaining research support, but also presents a 
logical approach to treating children and families dealing with ASD issues.
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Although research has demonstrated the success of play therapy 
approaches for working with children with ASD, the research covers a wide 
range of play therapy theories and models. Several of the studies cited in this 
chapter cover a range of models, including child- centered play therapy, filial 
therapy, Theraplay, developmental play therapy, sensorimotor play therapy, 
family play therapy, and behavioral- based play therapy. These studies show 
positive results for the greater field of play therapy but also emphasize the 
need for a prescriptive play therapy approach when working with children 
with ASD. As several play therapy models have been shown to be effective, 
it is important for the ASD play therapist to ask, “What approach is the 
best approach for the individual child I am working with?” and for the ASD 
play therapist to understand that the approach will likely change from child 
to child, even within the same diagnosis category of ASD.

Schaefer and Drewes (2014) presented 20 core change agents of the ther-
apeutic powers of play. These change agents include self- expression, access 
to the unconscious, direct teaching, indirect teaching, catharsis, abreaction, 
positive emotions, counterconditioning fears, stress inoculation, stress man-
agement, therapeutic relationship, attachment, social competence, empathy, 
creative problem solving, resiliency, moral development, accelerated psy-
chological development, self- regulation, and self- esteem. The change agents 
highlight the prescriptive play therapy approach. Being able to identify the 
specific needs of the child and finding the right approach with the most 
effective change agents will produce the best outcome. Through specific 
consideration and selection of the cores change agents, children with ASD 
can learn social skills, develop relationships, learn how to communicate 
and express themselves through verbal and nonverbal means, improve emo-
tional regulation ability, and develop problem- solving abilities.

AutPlay® Therapy

AutPlay Therapy is an integrative approach that follows a prescriptive 
play therapy formula. Each child is individually assessed to identify skill 
strengths, deficits, developmental level, and family resources to guide fur-
ther implementation of treatment. Each child will have his or her own pre-
scribed treatment plan implementing evidence- based practices and a meth-
odology that appears to be the best, most effective approach for that child. 
AutPlay Therapy (Grant, 2017a) is a play therapy and behavioral therapy 
approach for working with children and adolescents with ASD and other 
neurodevelopmental disorders. AutPlay Therapy involves both the child 
and the parent in the therapeutic process. Using a play therapy base that is 
a natural language for the child enables parents to be involved with their 
child in a way that teaches skills and increases abilities within a enjoyable 
and connecting process. The child and parents work through three phases 



218 applications for other DisorDers

of treatment: intake and assessment phase, structured intervention phase, 
and termination phase. Treatment approaches and goals typically focus on 
six struggle areas common to ASD: emotional regulation, social function-
ing, connection (relationship development), anxiety reduction, sensory pro-
cessing, and behavior change.

The AutPlay Therapy protocol can potentially incorporate and address 
any of the 20 core agents of change of the therapeutic powers of play. AutPlay 
utilizes structured play therapy interventions that are specifically chosen or 
created for the individual child. Each intervention embodies one or more 
of the 20 core agents of change, depending on the child’s assessed needs. 
Although any of the core change agents could be identified and addressed 
with a child with ASD, typically children with an ASD diagnosis benefit 
from a focus on direct teaching, positive emotions, stress management, 
stress inoculation, empathy, therapeutic relationship, positive peer relation-
ship, counterconditioning fears, social competence, and self- regulation.

AutPlay Therapy Intervention and the Therapeutic Powers 
of Play

Action Identification (Grant, 2017a) is an AutPlay intervention designed 
for both children and adolescents to address social skill improvement and 
behavior change. The intervention can be implemented using index cards 
and something to write with, or it may be implemented with no materials. 
Children with ASD often struggle with expected and unexpected behav-
iors in various situations. Action Identification is an engaging and interac-
tive intervention that helps children recognize expected versus unexpected 
behavior in certain situations (context) and provides the opportunity to 
practice expected responses.

The therapist explains to the child that they will begin by writing 
behaviors on index cards. The therapist takes two index cards and in turn 
gives the child two index cards. Both the therapist and the child then write 
two common child behaviors on the index cards. The behaviors the thera-
pist writes down should be those that the child is currently struggling with 
in some setting. The child can write whatever behaviors come to mind. 
Some examples of behaviors might include shoving people while waiting in 
line, running out of the school building, yelling at one’s sister, taking one’s 
clothes off in public, and interrupting the teacher when she is talking.

Once the behaviors have been written down, the therapist explains 
that they will each act out the behaviors they have written on the cards 
and the other person has to guess what the behavior is. The person who 
guessed the behavior has to explain when and where the behavior would 
be expected and when and where the behavior would not be expected. For 
example, the therapist might write down running out of the classroom at 
school. The therapist would then act out running out of the room. Once 
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the child guessed the behavior correctly, the child would have to share with 
the therapist when or where this behavior would be expected (playing a 
game of hide and go seek) and when and where the behavior would not be 
expected (while sitting in a classroom at school). The child would then act 
out one of his or her behaviors and the therapist would have to guess, etc. 
The therapist and child can go through several different behaviors and con-
tinue playing the intervention until the child is no longer interested.

There is no specific number of behaviors to begin with; for example, 
the therapist could use three index cards and do three behaviors. The thera-
pist could even make no use of cards and could simply tell the child to 
think of a common behavior children do and then act out the behavior; 
the therapist would then try to guess the behavior. This is a more appropri-
ate version for children who do not write because of age or developmental 
issues. The therapist will want to apply the behaviors to the child’s real life 
if applicable in order to help the child decrease unexpected behaviors. If 
the child is struggling to identify the expected versus unexpected situations 
(context), the practitioner should assist the child.

Children enjoy acting out the behaviors, by both the therapist and 
themselves. The therapist should incorporate their playful instinct when 
acting out the behaviors. It is acceptable to be silly and somewhat over the 
top with the acting- out portion of this intervention. Children will respond 
better to the discussion of expected and unexpected behaviors if they are 
enjoying the intervention. Action Identification helps develop social skills, 
specifically helping children identify when certain behaviors are expected 
or not expected and in what context or situations behaviors would be 
expected or unexpected. If the therapist is unsure of behaviors to work on 
with the child, then asking the parents for suggestions would be appropri-
ate. Parents are taught this intervention and are instructed to play the inter-
vention at home each day focusing on a few specific behaviors the child is 
having difficulty with.

Action Identification represents one of many play therapy interven-
tions that might be chosen to address the specific needs of the child with 
ASD. This intervention highlights several of the core change agents of the 
therapeutic powers of play (Schaefer & Drewes, 2014).

•• Direct teaching—involves receiving instruction, observing another 
individual modeling a skill, and participating in guided practice while 
experiencing positive reinforcement (Fraser, 2014). Action Identification is 
most present with this change agent. This intervention is heavily laden with 
observation, modeling, and practice, all of which are evidence- based prac-
tices for working with children with ASD.

•• Positive emotions—involves the child experiencing, recogniz-
ing, and expressing positive emotions such as calm, satisfied, loved, and 
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accepted (Kottman, 2014). Action Identification purposefully removes 
judgment about unexpected behaviors. Behaviors just are, and the focus 
is on when and where they are expected or not expected. Using the termi-
nology expected/unexpected mitigates the feeling that the child exhibited 
“bad” behavior. Children can look at their behaviors more positively and 
feel empowered for change.

•• Stress inoculation—involves children learning about and manag-
ing anxious feelings related to future events that are likely to be stressful 
(Cavett, 2014). Many children with ASD express unexpected behaviors due 
to unregulated stress and anxiety, much of which can come from not know-
ing what to do or think in a given situation. Action Identification gives 
children a tool to practice and understand what to do, which can decrease 
future stress and anxiety.

•• Therapeutic relationship—involves a therapeutic alliance between 
the therapist and child which communicates value, nonjudgment, accep-
tance, and importance to the child (Steward & Echterling, 2014). Action 
Identification, as with any AutPlay intervention, accepts the child where 
he or she is at and always views skill deficits in a nonjudgmental capac-
ity, but it is the greater protocol in AutPlay that highlights this change 
agent throughout each intervention. Structured interventions do not begin 
in AutPlay® until Session 5 or 6. Sessions prior to this are heavily focused 
on relationship development. In AutPlay, it is the relationship between the 
therapist and child that fosters the success of structured interventions.

•• Social competence—involves the acquisition and successful utiliza-
tion of social skills (Nash, 2014). Action Identification at its core is a social 
skill role play and practice intervention. The majority of evidence- based 
procedures for increasing social skills in children with ASD includes role 
play and repetitive practice.

•• Moral development—involves the child’s ability to be aware of and 
place value on rules or expectations and to weigh values relative to his or 
her developmental levels (Packman, 2014). Moral development is challeng-
ing for children with ASD. Socially decided- upon rules of right and wrong 
are often confusing for children with ASD. Action Identification helps 
children with ASD begin to understand social expectations and expected 
behaviors as the ‘right” thing to do not only for themselves but also for 
others around them.

•• Self- regulation—involves the ability of children to subordinate or 
regulate their actions, feelings, and thoughts, especially in response to their 
surroundings (Yeager & Yeager, 2014). Self- regulation is a valuable and 
challenging process for children with ASD. Action Identification begins the 
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process of helping children understand that their actions/thoughts/feelings 
sometimes need to be managed or controlled, especially in certain contexts.

Parent and Family Involvement

The National Autism Center (2018) national standards project identified 
27 evidence- based practices for working with children with ASD. One of 
the evidence- based practices is parent training and parent- implemented 
intervention. Multiple research has supported the importance of parent 
involvement in working with children with ASD (Solomon, Ono, Timmer, 
& Goodlin- Jones, 2008; Rogers et al., 2012). Parent involvement in the 
treatment of children with ASD is not a new concept. For decades, autism- 
focused treatments have included parents in the treatment process. Parental 
involvement may vary from treatment to treatment, but often parents are 
gaining education and awareness, being taught to advocate for their child, 
participating in therapy sessions with their child, and learning approaches 
and activities to implement with their child at home.

Research supports the need for therapists to work with parents who 
have a child with ASD and shows several benefits of working with par-
ents, including providing familiarity and consistency, strengthening the 
parent– child relationship, and reducing parental stress. Many play-based 
ASD treatments involve parents and other family members in the treatment 
process (Greenspan & Wieder, 2006; MacDonald & Stoika, 2007; Solo-
mon, 2012). Including parents in treatment for children with ASD offers 
many benefits: parents become the representative of what is outside the 
child and the foundation for reality; and the parent’s ability to enter the 
child’s symbolic world becomes the critical vehicle for fostering emotional 
differentiation and higher levels of abstract and logical thinking. The ben-
efits of including parents and other family members in a family treatment 
process reach across the system, helping the child, parents, and other family 
members to achieve individual and family goals in a true systemic process 
(Grant, 2015; Greenberg & Wieder, 2006).

Family play therapy approaches such as Theraplay have produced some 
of the most substantial play therapy research for working with children 
with ASD (Howard et al., 2018). Family play therapy approaches and play 
approaches implementing parent training have been found to be effective in 
treating a wide range of presenting child problems. They embody directive 
and nondirective elements and focus on improving the parent– child rela-
tionship (Gil, 2015). Parent– child interaction therapy (PCIT) and parent– 
child psychotherapy (PCP) incorporate parent training and involvement, 
and both are considered evidence- based practices. Filial therapy, child– 
parent relationship therapy (CPRT), Theraplay, and AutPlay Therapy are 
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all play therapy approaches, and all have substantial research to support 
positive treatment outcomes for children and families affected by ASD.

AutPlay Therapy is an integrative family play therapy approach that 
makes use of the methodology from other family play therapy approaches 
such as Theraplay, filial therapy, family play therapy, and cognitive- 
behavioral play therapy. Although play therapy as a whole is the base for 
AutPlay Therapy, the above- mentioned approaches have specific elements 
and constructs that have more directly impacted the work of AutPlay Ther-
apy. The play therapy approaches of Theraplay, filial therapy, and family 
play therapy all provide a comprehensive treatment approach to working 
with child and parents in a family play therapy approach designed to create 
healthy relationship connection, problem solving, behavior modification, 
and, to some degree, skill development. These play therapy approaches 
focus on the child’s ability to develop healthy and lasting relationships, 
with the primary focus of relationship development being the relationship 
between child and parent. Through this process, other issues such as reduc-
ing unwanted behaviors and improving skill development can also be mas-
tered.

The AutPlay Therapy approach views parents as co- change agents 
with the play therapist. Parents are be encouraged, supported, and empow-
ered to work with their child in ways that will be productive to established 
treatment goals. The therapist trains parents to implement structured play 
therapy interventions at home with their child. These interventions are typ-
ically chosen by the therapist (although parents often participate in choos-
ing interventions) as interventions directly related to developing the child’s 
identified skill deficits. Parent involvement fluctuates, depending on the 
child’s specific needs and presenting issues. Parental involvement is a stan-
dard piece of the AutPlay protocol but may look different depending on the 
child’s functioning level and skill deficits. The AutPlay therapist continues 
to work with both the child and the parents until treatment goals have been 
met.

Case Vignette: Calvin

Calvin entered play therapy when he was 6 years old. Three years earlier, he 
had been evaluated by a neuropsychologist and was diagnosed with autism 
spectrum disorder. He had participated in an early intervention program, 
and his parents stated that Calvin had been making steady improvements 
in communication and social development during the past few years. At the 
time Calvin began play therapy, he was halfway through his kindergarten 
school year. Calvin was attending a public school and was participating in 
an individualized education program that was providing him some accom-
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modations at school. He was not participating in any other interventions 
when he began play therapy.

Calvin’s parents brought him to therapy because they felt that AutPlay 
Therapy would help him improve his social skill deficits, especially social 
deficits related to interacting with his peer group. His parents expressed 
that Calvin had difficulty engaging in play with his peers and in talking 
with and interacting in meaningful ways with them. He also presented 
minor behavior problems when situations did not go the way he wanted. 
His parents described Calvin as mostly being socially isolated. He did not 
engage with other children, and when other children would try to interact 
with him, he would often ignore them or he would begin to participate and 
then abruptly leave the peer situation. Calvin appeared to be in his own 
thoughts and preferred to play independently. He also preferred to be in 
control of situations and became unhappy when others would implement 
any level of change or control in the way he wanted things to happen. 
Calvin’s behaviors might escalate to yelling at or hitting another child or 
possibly even running away. His parents wanted AutPlay Therapy to help 
Calvin improve his play skills with others, especially his peers. They also 
wanted to see Calvin work and play cooperatively with other children, pro-
duce successful reciprocal play, and manage others being in control without 
displaying behavior problems.

Calvin lived with his biological father and mother and two older broth-
ers (ages 10 and 11). His older brothers were both neurotypical. Calvin 
appeared to have a strong family support system. His parents were heavily 
invested in participating in therapy. Calvin and his family had an active 
social life and Calvin would, at times, participate in “play dates” with a 
family friend. Calvin’s two older brothers were involved in soccer, and the 
family spent a great deal of time attending soccer practices and games.

Play Therapy sessions began with a phone intake that obtained infor-
mation about Calvin’s diagnosis and functioning level. An in- person intake 
session was scheduled, and the therapist emailed the family a social story 
about going to see a play therapist. The family was instructed to read the 
social story to Calvin daily until his appointment day (see Figure 13.1). The 
social story was designed to help Calvin become familiar with the therapy 
clinic, playroom, and therapist before arriving for his first appointment.

The first three play therapy sessions followed the AutPlay Therapy 
protocol for the intake and assessment phase. In this first phase of treat-
ment, assessment procedures were implemented to gain more specific infor-
mation about Calvin and were designed to help him and his parents build 
rapport with the play therapist. Calvin participated in a child observa-
tion session during which the play therapist observed him and his mother 
together in a child– parent interaction. Both observations were conducted in 
a play therapy room. Calvin’s parents also completed four AutPlay Therapy 
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inventories: the AutPlay Social Skills Inventory (child version), the AutPlay 
Emotional Regulation Inventory (child version), the AutPlay Connection 
Inventory (child version), and the AutPlay Assessment of Play Inventory. 
All inventories were administered to identify Calvin’s skill strengths and 
deficits in the areas of social skills, emotional regulation ability, connec-
tion with others, and play functioning. Calvin’s assessment sessions dem-
onstrated that he was able to participate, on a limited level, in directive 
instruction. Advanced instruction or activities beyond his limited skill level 
triggered discomfort, resulting in Calvin withdrawing and ignoring others 
around him. It was further observed that Calvin lacked interactive social 
engagement and the ability to participate in reciprocal play. He appeared 
to understand some pretend play and functional play, but he significantly 
lacked social play skills.

After the intake and assessment phase was completed, treatment 
goals were established, and it was determined that Calvin and his mother 
would participate in the AutPlay Follow Me Approach, which is designed 
for children who struggle with attunement and engagement ability. Treat-
ment goals included increasing reciprocal interaction and engagement with 
others, tolerating and participating in other people’s ideas and activities, 
and improving social interaction and play with peers. At Session 4, Calvin 

FIGURE 13.1. Calvin’s social story: Going to see a play therapist.

A play therapist is someone who plays with kids and tries to help them with 
their problems.

My mom or dad or both may take me to see the play therapist.

The play therapist usually has an office.

Sometimes my parents may see the play therapist with me.

Sometimes I may see the play therapist by myself.

There are toys to play with and other things to do at the play therapist’s office.

I can play with the toys, games, and art materials.

The play therapist may talk to me.

I can talk to the play therapist, and that’s okay.

I don’t have to talk to the play therapist, and that’s okay.

I can go to the play therapist’s office and not feel nervous.

I can go to the play therapist’s office and have fun.

I will try to go to the play therapist’s office and feel better.
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and his mother began participating in the Follow Me Approach. The play 
therapist facilitated the approach with Calvin, while his mother observed 
to learn the approach.

Grant (2017a) defines the AutPlay Follow Me Approach as a relational 
and skill development approach that moves the child from an inability to 
focus and complete structured instruction to fully participating in thera-
pist- and parent- led structured play interventions. The therapist teaches 
the parents how to stage Follow Me play times at home with their child. 
The Follow Me Approach is typically conducted in a play room or play 
space that has been established for the child. A Follow Me play session 
typically takes approximately 20–30 minutes. The primary components of 
this approach include the child leading the play time, the adult periodically 
making tracking and reflective statements, the adult periodically asking 
the child questions, the adult trying to engage with the child in whatever he 
or she is playing, and the adult being mindful of the child’s tolerance level.

Calvin’s mother observed the play therapist conducting the Follow Me 
Approach for three sessions, and at Session 7, she conducted the approach 
herself while the therapist observed. At this point, Calvin and his mother 
were ready to begin having Follow Me play times at home. The therapist 
established with Calvin’s mother that they would implement a Follow Me 
play time every other day for 30 minutes and that the play time would be 
facilitated in the family- designated play room. Calvin and his mother were 
participating in at-home Follow Me play times conducted by his mom, and 
in addition, they were both seeing the play therapist every week, at which 
time the therapist conducted the approach with Calvin.

Calvin was progressively improving in his engaging skills with his 
mother and the therapist. He was also increasing his ability to let others 
make decisions in the play and to follow the lead of others. At Session 
18, the therapist introduced the next step in treatment: connection games. 
These games are designed to help the child respond to and participate with 
another person who has initiated an activity or game. Connection games 
are simple, usually one-step instruction games that the therapist or par-
ent initiates with the child. Calvin had progressed enough in his engage-
ment ability to introduce connection games and to see how Calvin would 
respond. The therapist and Calvin’s mother decided to begin with an Aut-
Play bubble- blowing intervention called Body Bubbles (Grant, 2017a). Cal-
vin’s mother would elicit his attention and let him know they were going 
to play a bubble- blowing game. His mom would blow the bubbles and 
instruct Calvin to pop the bubbles with different body parts. His mother 
would work on taking turns blowing and popping the bubbles with Cal-
vin. She introduced the intervention at Session 19. Calvin responded to her 
initiation and participated in the intervention for approximately 1 minute 
and then left the interaction and began playing on his own. The therapist 
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instructed Calvin’s mother to keep playing the intervention during their 
home play times and see if Calvin’s participation increased.

At Session 21, Calvin was participating in the Body Bubbles interven-
tion for approximately 10–12 minutes at a time. He was successfully taking 
turns with both his mother and the therapist. His mother had also gotten 
his two older brothers involved, and they would all play the Body Bubbles 
intervention with Calvin. The therapist introduced additional connection 
games, and the therapist and Calvin’s mother implemented other connec-
tion games in the Follow Me play times. Calvin responded positively, show-
ing increased ability to attune and engage in the interventions initiated by 
another person. At Session 28, the therapist discussed with Calvin’s mother 
the next step in the treatment process (phase two of AutPlay® Therapy), 
introducing specific structured interventions to target skill gains.

At Session 29, focus shifted from the Follow Me Approach to introduc-
ing structured play interventions designed to further address Calvin’s treat-
ment goals. His older brothers were further incorporated into this phase 
of treatment. The therapist began by facilitating an AutPlay intervention 
called What Am I (Grant, 2017b). The therapist explained to Calvin that 
they would be playing a game together. The therapist had Calvin’s mom 
write down some simple objects on two index cards, one for the therapist 
and one for Calvin. Mom taped one card on the therapist’s shirt and one 
card on Calvin’s shirt. The therapist and Calvin had to take turns asking 
each other questions to try and guess what object was written on the index 
card taped to their shirt. Once the objects were guessed, new ones were cre-
ated, and the game continued. The objects were simple and age appropriate 
such as apple, ball, and bike. Calvin’s mother observed and learned the 
intervention and began implementing the intervention at home during their 
play times. She also taught the intervention to her other sons, and they all 
played with Calvin.

The therapist periodically introduced new play interventions to address 
Calvin’s treatment goals. The therapist would facilitate the interventions to 
Calvin and his mother, and in turn she would teach the interventions to 
his brothers. They all would play the interventions with Calvin at home 
between therapy sessions. This process continued until Session 40, after 
which treatment progress was assessed. Calvin had progressed and was 
successfully displaying all of the skills that were part of his original treat-
ment goals. His mother reported that Calvin was engaging with and play-
ing with other children at school, especially at recess. Prior to beginning 
therapy, Calvin would be wandering by himself during recess, not engaging 
with or playing with any other children. His mother also reported that 
Calvin was more fully participating with other children during their play 
dates. He was now able to follow the lead of other children, participate in 
play initiated by other children, take turns, and stay engaged in play with 
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other children. The therapist and mother established a termination date for 
therapy as Calvin had progressed and had met his initial treatment goals. 
No new goals were established.

The termination phase of AutPlay Therapy was initiated at Session 
41. In this session, the therapist discussed with Calvin that his counseling 
time would be ending at Session 48, when they would be having a party to 
celebrate his accomplishments. The sessions leading up to his termination 
were used to continue to strengthen his skill gains with therapy and at-
home play times. At Session 47, the therapist and Calvin’s mother discussed 
how she would continue to have specific play times at home to help Calvin 
maintain his skill gains and continue to gain age- appropriate skills. His 
mother was told that she could contact the therapist if she had any issues 
or questions and that treatment could resume if needed. And so Session 48, 
Calvin’s final session, arrived, and a celebration party was held, which also 
included his parents and brothers.

Empirical Support for Play Therapy Interventions

Parker and O’Brien (2011) stated that the literature abounds with case 
studies noting changes in behavior resulting from interventions using play 
therapy. The issues treated with play therapy approaches include learning 
disabilities, speech difficulties, anxiety, child abuse, trauma, family, and 
autism.

Multiple case studies and clinical outcomes have shown that children 
who participate in AutPlay Therapy once a week for 6 months show skill 
gains in preassessed target areas of treatment. Parent rating scales also sup-
port skill gains for children who have participated in AutPlay Therapy once 
a week for 6 months. Following these treatments, parents also report feel-
ing more knowledgeable and empowered in their parenting abilities and 
experiencing less stress regarding their child’s ASD issues.

The National Autism Center and the National Standards Project 
(2018) have reviewed literature to establish evidence- based practices for 
individuals with ASD between birth and 22 years of age. Both reviews 
included literature up to and including 2007, and both applied rigorous cri-
teria when determining which studies would be included as evidence of effi-
cacy for a given practice. In 2014, the National Autism Center conducted 
an expanded and updated review, which yielded a total of 27 evidence- 
based practices. AutPlay Therapy incorporates several of the approaches 
identified as evidence- based practices for treating children and adoles-
cents with ASD. Practices incorporated into the AutPlay Therapy protocol 
include cognitive- behavioral intervention, modeling, naturalistic interven-
tion, parent- implemented intervention, prompting, reinforcement, script-
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ing, self- management, social narratives, social skills training, and visual 
supports.

Conclusion

Literature support for using play therapy with children with ASD has been 
growing substantially with each passing year. As we learn more about vari-
ous play therapy approaches and the power of the therapeutic core change 
agents in play, we can recognize the protocol, effectiveness, and purpose 
of play therapy with ASD. Although research continues to show gains for 
implementing play therapy approaches such as AutPlay Therapy for chil-
dren with ASD, more randomized controlled studies specifying a prescrip-
tive play therapy approach are needed. Further, research defining the core 
agents of change and how they manifest themselves within a play therapy 
approach or intervention are also needed. As play is the natural language of 
children, harnessing that language into understanding the therapeutic pow-
ers of play holds unlimited possibilities in transforming the lives of children 
and families affected by ASD.
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Description of Attachment Disorders  
and the Need for a Diagnostic Continuum

Diagnostic criteria for attachment problems in children is notably limited. 
While clinicians work daily with children and families with a variety of 
attachment disturbances, we don’t have a nuanced classification system 
that is recognized by third-party payment sources. The only DSM-5 diag-
nosis specifically focused on a child’s clinical disorder of attachment is reac-
tive attachment disorder (RAD; American Psychiatric Association, 2013). 
It is currently classified as a stressor- related disorder. This disorder was 
originally introduced in DSM-III, and while it has had several iterations 
of evolution, it continues to have significant diagnostic limitations, includ-
ing its dependence on documented parental neglect and narrow categories 
of how an attachment disturbance presents. The two subtypes of RAD 
characterize the child as either inhibited (hypervigilant, withdrawn, seek-
ing close and sometimes bizarre proximity to caregivers) or indiscriminate 
(seeking care from any available caregiver). ICD-11, the diagnostic system 
of the World Health Organization, describes RAD as grossly abnormal 
attachment behaviors, marked by an inability to receive care when it is 
offered (ICD-11 for Mortality and Morbidity Statistics, 2019). They offer 
a second set of criteria for children who present with disinhibited social 
engagement disorder, which is characterized by grossly abnormal social 
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behavior, including indiscriminate approach to adults and overfamiliarity. 
Both of these diagnoses are only applicable to children and must have fea-
tures that develop after a developmental age of 9 months and before a child 
has turned 5.

These categories of disordered attachment are limited and in all cases 
are diagnostically dependent on grossly inadequate care. For real-world 
practitioners, these categories do not begin to describe the nuance of attach-
ment disturbances we see within family systems. Even when dealing with 
a child who has experienced severe neglect, maltreatment, or institutional 
care, many practitioners are hesitant to use the RAD diagnosis because of 
the way in which it pathologizes the child, its wide if perhaps misguided 
association with a poor prognosis among caregivers, and the potential neg-
ative impact on parents’ perceptions of the child in their care.

The paucity of diagnostic language and evidence- based methods for 
treating attachment disturbances led to a proliferation of attachment thera-
pies, some of which were fraught with peril. In 2006, the American Pro-
fessional Society on the Abuse of Children published a report by a task 
force created to offer reflections, cautions, and practice guidelines regard-
ing attachment therapies, RAD, and attachment problems. The dearth of 
consensus on what constitutes an attachment disorder presents grave chal-
lenges for creating and testing evidence- based treatments for attachment 
disturbances.

If we approach the consequences of attachment disruptions through 
the lens of the Adverse Childhood Experiences (ACE) study, we find a 
wealth of data trumpeting the long- lasting traumagenic impact of early 
attachment disruptions (Anda et al., 2006; Dube et al., 2003; Felitti et al., 
1998). Each of the ACEs— physical, emotional, or sexual abuse; physical 
or emotional neglect; incarceration of a parent, mental illness of a parent, 
or violence against a parent; substance abuse; and divorce— represents a 
rupture in the consistent, nurturing, attuned caregiving relationship that 
leads to a secure attachment between child and caregiver. As the number 
of ACEs (number of attachment- disrupting experiences) increases, so do 
risk factors for lifelong mental and physical health problems. Each of the 
ACEs creates toxic stress for the caregiver, the child, or both, and can cre-
ate cascading posttraumatic stress effects, hindering the potential for the 
parent to open and close circles of communication with the child. Healthy 
attachment interactions, those that result in a trust foundation for children, 
derive from needs being met over and over again thousands of times. Con-
tingent reciprocity, or serve and return interactions, allow for the child’s 
needs to be met and trust to be built. Attachment disruptions of an ongoing 
or compounded nature make children sick.

Play therapists who have worked with a variety of families experi-
ence the lack of goodness of fit that can exist between a parent and child, 
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perhaps due to personality, perhaps due to temperament, sometimes due to 
the parents’ attachment style, and sometimes resulting from parental psy-
chopathology, stressors, or addictions. All children work hard to figure out 
a strategy for remaining close to their caregiver. The work of John Bowlby 
and Mary Ainsworth continues to provide the scaffolding for modern 
attachment theory (Ainsworth & Bowlby, 1991). Mary Ainsworth’s work 
informed our initial understanding of secure and insecure attachments. 
These classifications were expanded by Mary Main (Main & Hesse, 1990) 
to create an initial lexicon for how we talk about the attachment behaviors 
of children. Her early classifications of secure, avoidant, ambivalent, and 
disorganized attachment patterns as a way to begin describing what is hap-
pening in a dyad are often seen as being more clinically useful than our 
standardized diagnostic systems.

In our current managed care environment, it would be helpful to trans-
late these clinical insights to diagnostic categories that are more nuanced 
than the single disorder of attachment now referenced in the DSM. Chil-
dren do not need to have received grossly inadequate care to have distur-
bances in their attachment relationships or to need clinical help. As our 
Nurture House staff supervises other clinicians and consults with other 
mental health agencies that specialize in treating attachment problems, we 
often discuss the potential value of creating a spectrum of attachment dis-
turbance within the DSM, much like the autism spectrum. Categorizing 
attachment problems along a continuum of severity or quality of distur-
bance would be useful to the many practitioners working to support fami-
lies experiencing attachment disruption.

As we continue to advocate for new levels of refinement to our cur-
rent diagnostic criteria for attachment disorders, we can turn our atten-
tion to better understanding other existing diagnoses through the lens of 
attachment. Attachment insecurity and disorganization increase risks from 
infancy through adolescence for both internalizing and externalizing clini-
cal problems and contribute to multiple forms of psychopathology (Bizzi, 
Cavanna, Castellano, & Pace, 2015; Dubois- Comtois, Moss, Cyr, & Pas-
cuzzo, 2013; Fearon, Bakermans- Kranenburg, van IJzendoorn, Lapsley, & 
Roisman, 2010; Groh, Roisman, van IJzendoorn, Bakermans- Kranenburg, 
& Fearon, 2012; Lecompte & Moss, 2014; Madigan, Atkinson, Laurin, & 
Benoit, 2013). The overarching goal in a healing process then becomes the 
enhancement of attachment security within families. Given the complexity 
of family systems and in order to maximize therapeutic benefits of repara-
tive attachment work (work aimed at enhancing the quality, frequency, and 
duration of connected, supportive moments between a parent and child), 
we must support several forms of therapeutic work at once. A prescriptive 
approach in which individual families are assessed and treatment compo-
nents are chosen specifically for their needs is the most clinically sound, yet 
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flexible, way to provide nuanced care for families who present with attach-
ment disruptions.

Rationale for Nurturing Engagement 
for Attachment Repair

Nurturing Engagement for Attachment Repair (NEAR) is a prescriptive 
play therapy model designed to target the attachment distress within a 
family system, provide attachment repair or enhancement as needed, and 
help parents become partners in the child’s healing process. NEAR can be 
used as a stand-alone approach if attachment enhancement and low-level 
attachment repair is all that is needed. However, when clinicians are treat-
ing family systems with complex trauma, neglect, or maltreatment, NEAR 
is usually embedded within the larger TraumaPlay model. TraumaPlay, my 
flexibly sequential play therapy model for treating traumatized children, 
encourages the integration of caregivers in a supportive way at any point 
along the continuum of treatment. While caregiver involvement is always 
valued, assisting the parent in becoming a soothing partner is a specific 
treatment goal embedded within the larger treatment focus of soothing 
the physiology. The components of TraumaPlay are summarized in Fig-
ure 14.1.

Many of the children we see at Nurture House have attachment 
trauma as an integral part of their trauma story. Helping these children 
grow in trust and connection with their caregivers, helping them receive 
and respond to the coregulation of their parents, and helping parents better 
understand the needs underlying the behaviors are foundational pieces of 
their overarching trauma recovery journey, and one that we often priori-
tize as needing attention before we dive into trauma content. When we are 
supervising clinicians in TraumaPlay, we are often asked, “Do we work on 
the trauma content first or on building up the family system (strengthen-
ing the attachment relationships) first?” We have wrestled clinically with 
this question and in most cases believe that enhancing the role of parents 
as soothing partners prior to any play-based gradual exposure work is saf-
est and most effective. Why? It is easier for children to approach trauma 
content when we have already enhanced safety and security and augmented 
adaptive coping. The caregiver may be our best bet for enhancing security 
and for providing coping comfort. The connected caregiver often becomes 
the most effective history keeper, or put another way, the keeper of the 
child’s story. Enhancing the parent’s ability to hold the hard story both 
prepares them for trauma narrative work and supports the likelihood that 
the story of what happened can continue to be held long after therapy has 
ended.
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Parents as Soothing Partners serves as an umbrella under which we 
make room for the parent work codified in NEAR. NEAR is prescriptive 
in that it invites the selective use of the following:

1. Psychoeducation for both parents and children.
2. Coregulation strategies.
3. Therapist modeling of delight as a parallel process.
4. Therapist facilitation of nurturing dyadic activities within the ses-

sion.
5. Work around enhancing reflective capacity for parent and/or child.
6. Coherent narrative building within the dyad or family.
7. Parent coaching in all of the above.

In some cases, all of these methods will be used. Clinicians may also choose 
the components of NEAR that are most likely to provide the corrective 
emotional experiences needed by the system or the most powerful para-
digm shifts needed for parent, child, or both.

While we see many complex attachment/trauma cases at Nurture 
House, we also see biologically intact families at Nurture House, who, for 
a variety of reasons, are seeking attachment repair or attachment enhance-
ment. Simply put, when a child has an unmet need, or when a parent 
responds to a child in an over- or underresponsive way, there is the potential 
for an attachment rupture to occur. The underpinnings of attachment rup-
ture are endless. An anxious child needs more structure than his mom (who 
tends to “go with the flow” and is wired for spontaneity) can provide him. 
The reverse situation, in which the highly exploratory child has a highly 
anxious mother who only feels good when he is close to the child, is another 
kind of mismatch. In each of these presentations, this lack of goodness- of-fit 
between Mom’s way and the child’s way of meeting the world often results 
in a pattern of misattunement that creates emotional distress in both, fol-
lowed by distance or demand, judgment, and loneliness. Eventually, this 
continued misattunement leads to the creation of maladaptive coping strat-
egies in both mom and child to get their needs met. NEAR embraces the 
complexity of family systems and the potential nuances needed in treating 
parts of the system, while keeping as the central question for both parent 
and child, “What is the underlying need that is not being met here?”

Step‑by‑Step Details of the Intervention

The Nurture House Dyadic Assessment

In order to be prescriptive in our treatment choices, we must have a robust 
assessment process that helps us to capture the clinical data needed to engage 
in case conceptualization. We have developed an in-house clinical tool, the 
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Nurture House Dyadic Assessment (NHDA), that helps us to refine our 
understanding of each family’s needs, so that we can more selectively choose 
the components of NEAR that are likely to create the most efficient and 
effective changes within a family system. The NHDA captures parent– child 
interactions in a variety of ways. It begins with a quick observation of the 
parent and child in the waiting room (are parent and child physically close or 
distant, engaged in play together or entertaining themselves independently? 
how have they negotiated snacks, drinks, and the free gumball machine?). 
The clinician escorts the parent and child into a playroom and invites them 
to have 5 minutes of playtime during which the child is in charge and then 
5 minutes of playtime during which the parent is in charge, followed by a 
prompt to have the parent and child clean up. While we code for different 
dynamics, the structure of that part of the assessment is very similar to that 
of the Dyadic Parent– Child Interaction Coding System (DPICS; the parent– 
child interaction therapy [PCIT] assessment tool). When clean-up appears 
to be finished (this can range from 30 seconds to 3 minutes), the therapist 
gestures to the bin of envelopes that include prompts from the Marschak 
interaction method (Marschak, 1960; Lindaman, Booth, & Chambers, 
2000), the primary assessment tool of Theraplay (Booth & Jernberg, 2009), 
and prompts that begin to assess the dyad’s strategies for dealing with harder 
content. For example, one of our additional prompts states, “Adult tells the 
child about a time when the adult made a mistake and then asks the child 
to tell about a time the child made a mistake.” A second prompt encourages 
parent and child to talk about “a hard thing that happened.” While we are 
not wanting to open up significant trauma content in this initial assessment, 
we are interested to see if parent and/or child are able to reflect on diffi-
cult moments in their own lives or in the family and how they navigate the 
approach to more challenging content.

Unlike other dyadic assessments in which the best- practice scenario 
has the parent and child in a room with a one-way mirror and the therapist 
is observing from another room, the NHDA is intentionally administered 
with the therapist in the room. This is in part because we are working to 
establish the counselor as an anchor point, a grounding presence, from 
the start of the therapeutic process. The therapist’s physical presence in 
the midst of this new environment and potentially anxiety- provoking tasks 
has the added benefit of yielding rich information about how each party 
relates to this third party. In some cases, parent and child barely acknowl-
edge the therapist as they play together. In other cases, either the parent 
or child may be looking for clarity, permission, validation, or any number 
of other things from the therapist. Paying attention to these interactions 
during assessment can help prepare the therapist to help hold or challenge 
the system more prescriptively. The therapist will continue to form a third 
point of the triangle throughout treatment, using this therapeutic triangu-
lation to create shift in the system.
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The Power of Parallel Process

Parents need multiple forms of equipping; therefore, NEAR therapists are 
always functioning on multiple levels of interaction with parents and chil-
dren simultaneously. Throughout our interactions with parents and chil-
dren, we are aware of the parallel process that is occurring. At some points 
in session, we are acting as embodied conveyors of delight in the child, 
communicating the child’s preciousness in ways that can be osmosed by 
the caregiver. Parents of children with difficult behaviors often have their 
hearts and minds soothed as they watch a NEAR clinician bringing genu-
ine delight to the child who is often the recipient of correction and censure 
at school or in other organized settings. We are mindful of the two basic 
roles we play in need meeting with children, and before we even offer psy-
choeducational materials from the Circle of Security project (Powell, Coo-
per, Hoffman, & Marvin, 2009), we become a secure base and a safe haven 
for both parents and child.

Targeted expansion of any essential quality of a parent’s attachment 
behavior begins by the therapist modeling that quality with the parent. One 
of my life mantras is that you can only give what you have received. Some 
of the parents we see at Nurture House have not been delighted in, and so 
we delight in them. We celebrate their successes, we point out and affirm 
the strengths that are present in their parenting, we laugh with them, and 
we hold their big feelings, giving them doses of experience that can be 
passed on to their children. Sometimes the family therapist is the first safe 
attachment figure for a parent, and in that way we provide the corrective 
emotional experiences to a parent that allow her to open herself to interact-
ing differently with her child.

Shifting Parents’ Paradigms: Playful Psychoeducation

The goal of psychoeducation at Nurture House is not expanded head knowl-
edge but expanded heart knowledge. Our clinicians find that when parents 
receive the shift in understanding that a nugget of psychoeducation can 
bring, their internal compassion wells are refilled. By the time parents enter 
treatment, they are often disappointed, exhausted, and sometimes even dis-
gusted with themselves or their child. They inevitably need nurture them-
selves while on the journey to making shifts in their parenting paradigms.

One of the paradigm shifts we are hoping to help parents make is from 
seeing themselves as enforcers to seeing themselves as coregulators. Many 
parents have as their highest priority a desire for their child to stay calm. 
Sometimes parents see their job as protector from all pain, other times as 
enforcer of all rules. Our job is to help discern where each parent may be 
over- or underresponsive, help them become curious and compassionate 
with themselves and their children, and give them room to fail without 
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shame while revamping their parenting responses. A NEAR therapist may 
unpack concepts of healthy development and the basic needs of children/
roles of parents (Circle of Security); concepts specific to neurobiology and 
trauma; the coregulation strategies codified in the acronym SOOTHE 
(Goodyear- Brown, 2010, 2019); the empowering, connecting, and correct-
ing principles of trust-based relational intervention (Purvis, Cross, & Sun-
shine, 2007); and how to see their children’s behaviors through the lens 
of their window of tolerance for stress (Siegel, 1999). All of these psycho-
educational pieces serve the dual purpose of helping parents see under the 
behaviors to the real child while refilling their compassion wells.

Skill Building and Parent Coaching

The NHDA highlights areas in which a parent needs coaching in specific 
skill sets. When a parent needs to have a particular skill set expanded, we 
provide live coaching, prescriptively using one of several evidence- based 
approaches. Families who have had their joy stolen by trauma or parents 
who need support in delighting in their children in session respond well to 
an integration of Theraplay® into their treatment plan. When the assess-
ment yields data that the parent needs support in attuning to the child and 
being fully present with the child, we find an integration of filial therapy 
or child– parent relationship therapy to be very helpful. These models are 
also especially helpful when a parent needs help in releasing control in the 
relationship and learning to follow the child’s lead. Skills such as track-
ing, reflecting, and describing receive lots of attention and are practiced by 
the parent. In other families, the dyadic assessment reveals a parent who 
is highly critical or lacking in praise. In these families, we have found the 
codification of the PRIDE (praise, reflection, imitation, description, and 
engagement) skills offered in PCIT, the trio of communications to avoid, 
supported by live coaching, as well as the paremeters for 5-minute special 
playtimes at home to be invaluable aids in growing a parent’s ability to pay 
attention to the positive instead of the negative.

Attachment Enhancement Games

NEAR therapists are encouraged to receive training in Theraplay, which 
is now on the Evidence- Based Treatments list of the Substance Abuse and 
Mental Health Administration. This attachment- based structured play 
therapy intervention offers a rich set of dyadic games that can be selectively 
used to enhance structure, nurture, engagement, or challenge and some-
times all of those at once! If the NHDA reveals that the parent’s ability to 
provide structure and the child’s ability to receive it need enhancement, the 
structure- enhancing games offered in Theraplay are immensely helpful to 
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children with early attachment ruptures. These games encourage children 
to wait on their caregiver’s cue in order to get what the NEAR therapist 
refers to as the “joyful payoff” for sharing control. For example, when a 
Theraplay therapist places a Beanie Baby on her head and tells the child 
she’s going to drop it when she says a silly word like wiggle— and the child 
can catch it—the “payoff,” the neurochemical surge of competence that 
comes when the child completes the action of catching the Beanie Baby, 
reinforces the rightness of the risk to share control with the parent. These 
games can be particularly powerful with children who have developed a 
control foundation, based on early neglect or trauma. For these children, 
their deep and abiding belief, perhaps unarticulated, is “I must control 
everything at all costs or I’ll die.” As these children grow in their ability 
to trust and share power, the therapist will move from the verbal prompts 
of Theraplay to nonverbal cues that require more intensity of eye gaze in 
order for the child to play the game successfully. The high- nurture games 
of Theraplay— taking care of hurts, rocking in a blanket, hide-and-seek 
feeding games—are also powerful tools for use in NEAR sessions when 
the NHDA has revealed a need to enhance the nurture dimension between 
parent and child.

I have also developed prop-based attachment enhancement games— 
Delighting- In games—that can be incorporated into NEAR sessions. Part 
of our psychoeducation with parents involves helping them expand their 
concept of how they love their children. While most parents would agree 
that communicating unconditional love is important, they may not under-
stand that the ways in which we receive love are prescriptive. That is, one 
size does not fit all when it comes to how each of us likes to be loved. So 
part of the NEAR model is helping families explore various ways to love 
each other more effectively. The Delight- in-Me Dice game is one of these 
ways. We start with one large, blank foam cube and slowly unpack the 
five love languages for children (Chapman & Campbell, 2008): Words of 
Affirmation, Quality Time, Acts of Service, Physical Touch, and Gifts. We 
write one of the love languages on each side as we go, and on the sixth side 
is written the words “Choose one.” If a family needs more structure around 
expressing love to each other, we will create a series of five foam die, one 
for each love language. If the mother’s love language is Acts of Service, we 
have a discussion about which Acts of Service mean the most to her, pick 
the top six, and write each one on a different side of the cube. An Acts 
of Service die might end up saying, Unload the dishwasher, Take out the 
trash, and so on. If the child’s love language is Quality Time, the NEAR 
therapist helps identify six favorite activities, such as Read a book together, 
Play a game of Uno together, or Bake cupcakes together.

The importance of physical touch in enhancing the attachment bond 
between parent and child has been well researched (Courtney & Nolan, 
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2017). Hugs can provide contact comfort and enhance a sense of safety 
and well-being for some children or parents— but not for others. Therefore, 
we explore with the dyad or the family the ways that each member gives 
and receives nurturing touch. A personalized foam die is used as an anchor 
for the activity, and one agreed upon form of physical affection is written 
on each side. The physical touch die might say Give a hug, High-five, Fist 
bump, Eskimo kiss, and so on. The parent is asked to carve out 2 to 3 
moments a day when the child can roll the die and a nurturing touch can 
be intentionally shared.

The Rhythm of a Parent–Child NEAR Session

The goals of a dyadic NEAR session can be narrowed down to three pri-
mary categories:

1. Providing in vivo experiences of shared delight, of nurturing and 
being nurtured, for both the parents and children.

2. Coaching parents to enhance skill sets, both attachment- focused 
coregulation skill sets: matching, attunement, the sharing of power, 
and the SOOTHE strategies, and more behavioral strategies: limit 
setting, offering choices and consequences, and offering clear direc-
tions.

3. Enhancing the family’s narrative nuance related to traumatic 
events, promoting the parent to the position of his-story or her-
story keeper.

Since the goals are threefold, a dyadic NEAR session is often broken down 
into several parts.

The first 5 minutes are spent greeting the parent and child in a fun, 
connecting way and in reviewing any therapeutic homework that may have 
been given. The next 15–20 minutes are then spent coaching parent– child 
interaction with the therapist in a supportive role. In this part of the ses-
sion, clinicians will have previously chosen a dyadic, coachable skill set, 
such as the PRIDE skills, filial therapy skills, or trust-based relational inter-
vention skills (TBRI) and will be providing support and coaching of paren-
tal attunement skills throughout this time. The next 15–20 minutes are 
spent engaging in therapist- facilitated nurturing dyadic game play between 
parent and child. These games may be pulled from Theraplay or from the 
menu of Delighting- In games that the staff of Nurture House is continually 
creating. There are an endless number of ways to show care, to commu-
nicate love, and to help relationships thrive. All pathways to attachment 
enhancement are welcome and prescriptively applied in the NEAR model. 
The last 5 minutes of the NEAR session is reserved for an “I Remember 



242 applications for other DisorDers

When” story, in which the parent and child share a snack while the parent 
tells a story about the child out loud.

The sessions described above are typical for early sessions, but the 
kinds of stories being told by a caregiver or therapist evolve over the course 
of treatment. The first stories help set up the caregiver as a history keeper 
for the child, and cover content related to the child’s firsts, like the first 
time the child walked or said Mommy or rode a bike. The stories may also 
include adorable or silly moments of shared delight. This kind of storytell-
ing helps both parent and child get used to shared storytelling in a safe 
way. As the parent shifts her paradigm and the child begins responding 
differently to stressful situations, the stories shift to celebrations of these 
new competencies. Once the storytelling scaffolding has been built and 
the family’s window of tolerance for holding hard things has expanded, 
the therapist begins to weave storytelling around the traumagenic material 
into the sessions. Sometimes a behavior observed even earlier in the same 
session (like a child having difficulty receiving a band-aid for a boo-boo 
from a parent) can be named and connected to the child’s early experi-
ence. Trauma content is revisited in carefully titrated doses, as both parents 
and children can tolerate them. Parents are sometimes skeptical about how 
much a hurt child in their care can tolerate hearing about their own story, 
and they are often surprised by the intensity with which the child listens 
and absorbs.

Parent Involvement

In the NEAR model, parents are involved every step of the way. From the 
NHDA all the way through to the Family Graduation Celebration, parents 
are delighted in, supported, educated, and coregulated themselves. In addi-
tion to the parent– child NEAR sessions described above, goals related to 
expanding reflective capacity and some aspects of psychoeducation and 
narrative work require the scheduling of collateral sessions with parents 
only. The best psychoeducational material will end up falling on deaf ears 
if all we do is talk at parents. Many of the parents whom we see were 
parentified themselves and did not get to be children. Therefore, they may 
need to have their own playfulness delighted in and supported before they 
will understand its power in their children’s development. In some cases, 
the parent may need to experience the therapist as a secure base or a safe 
haven in order to become one themselves. We use lots of humor and we 
value shared laughter as it becomes a shared experience of the release of 
dopamine and oxytocin between therapist and parent that can be repli-
cated between parent and child. The NEAR therapist teaches, models, and 
coaches but always has as his or her core goal that of delighting in and 
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holding the story of the parent as well as the child. Trauma mamas, who 
may be experiencing posttraumatic stress themselves, as they have endured 
the rages of their children while feeling helpless to impact them, need hold-
ing, coregulation, and coherent narrative building themselves before they 
will be able to give it to their hurt child. We soothe the parent before we ask 
the parent to become a soothing partner for the child.

Part of the coherent narrative building we do with parents involves 
inviting them to look at their own attachment history. Using a subset of 
questions from a clinical adaptation of the Adult Attachment Interview 
(AAI; George, Kaplan, & Main, 1996; Seigel & Hartzell, 2013), we offer 
titrated doses of reflection on their relationships with their own parents. 
For example, one of the original AAI questions asks the adult being inter-
viewed to give five adjectives to describe the relationship between the inter-
viewee’s relationship with her mom during early childhood. After the par-
ticipant lists five descriptors, the interviewer spends time on each adjective, 
asking for an example or a story to illustrate this descriptor of the partici-
pant’s relationship with Mom. As in all parts of the model, a clinical focus 
on the parent’s early attachment history would be prescribed if the par-
ent appeared to be incoherent in their internal narrative. Returning to the 
premise of prescriptive play therapy, we may find that one family presents 
with a parent who appears to have a dismissive or ambivalent attachment 
style in adulthood that is hindering their ability to connect fully with their 
adoptive child, while another family may present with a parent who has 
already done a lot of their own therapeutic work, has both coherence and 
grounding in their current parenting practices, and is best supported by 
having us facilitate enhanced receiving by the adopted child of in vivo care 
and nurture. In the case where we decide to pursue deeper reflection with 
a parent on their own attachment history, we do it in a way that harnesses 
both left and right brain ways of knowing. We have parents write down 
and verbalize the five descriptors of their relationship with their mother, 
and then we offer a circular sandtray and invite the parent to choose a 
symbol to represent each descriptor. We work with these, moving back and 
forth between symbol (right hemisphere) and words (left hemisphere) to 
help bring integration (Kestly, 2015) to their experience.

Case Vignettes

Vignette 1: The Bunny Farm and the Baby Farm

Shawn is a 12-year-old male adopted from South Korea at age 3. At intake, 
mom describes their home as in constant chaos. She homeschools him and 
talks about how fixated Shawn can become on the next thing that he wants, 
thinking it will make him happy. If Mom has to say no about anything, he 
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flies into a rage that may include hurting her or destroying property. Mom 
is quick to acknowledge that she often responds to his escalation with an 
escalation of her own. He is continually changing his look, has a momen-
tary experience of being alright in his body, and then quickly devolves into 
the need to change his look again because he feels ugly and stupid. At the 
height of his rages, he will often say that Mom doesn’t love him, that he 
should never have been born, that he was too ugly for his birth mother to 
keep him, and make other heartbreaking comments. During each of the 
two NHDAs, it becomes clear that Shawn performs in proscribed ways 
when he is in front of other people, while melting down at home, hinting 
at massive anxiety below the surface. During the second NHDA, Shawn 
had been perseverating on a bunny that the family was considering buying 
for him. They had agreed before coming for the session that they would go 
to the bunny farm afterward. The next week, as the therapist was taking 
Shawn back for his first individual assessment session, he blurted out that 
his bunny had died. The therapist had not known about the bunny joining 
the family the week before, and asked for the story. Shawn said, “Yeah, we 
got a bunny last week . . . and it only lived for, like, a day.” The therapist 
reflected on this and offered that this might have been really hard for him. 
The therapist got a piece of paper and said, “Sounds like there is a story to 
what happened.” The therapist began to write, “Once upon a time there 
was a bunny named . . . ” Shawn filled in “Thumper.” The therapist became 
his scribe, and he began to narrate. Below is his story:

“Thumper was born on a rabbit farm with lots of other rabbits. He was 
used to the other rabbits and his rabbit cage. One day a young man 
came and chose him to be his pet. Thumper did not know that the 
young man wanted to take care of him, walk him on a leash, pet him, 
hold him, cuddle him. Thumper thought he was a predator and that 
he was being taken away from what he knew to be eaten. He got so 
nervous that he started making himself sick and throwing up blood. 
Rest in peace, Thumper. We wish you are good in heaven. We wish you 
had known that Shawn loved you.”

When Shawn finished narrating, both he and the therapist were silent. 
Finally, we began to talk.

TherapisT: Thumper didn’t understand that he would be safe in his 
new home when he left the rabbit farm.

shawn: Yeah.

TherapisT: I wonder how long it would have taken him to learn that 
he would be safe?
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shawn: Maybe years and years. I keep on bonding with him and he 
gets to trust me.

TherapisT: You know, it sounds like some of what Thumper experi-
enced is sort of like some of what you experienced. Would you like 
to start a story about yourself? [The therapist was prepared for 
the possibility that this invitation might result in an abrupt play 
disruption. This would be interpreted as a “no,” and the therapist 
would track with his new choice of topic or play.]

Shawn became thoughtful and then started narrating out loud: “Shawn 
used to live in a baby farm with lots of other babies. One day a man and 
a woman came to choose him out of all the other babies to be their son.” 
That’s as far as we got before the session ended. We agreed that we would 
pick back up with the story when it was time.

The therapist let Mom know that some trauma- specific content had 
been stirred up, due to life events, earlier than a NEAR therapist would 
have normally begun to build connections between current behaviors and 
past trauma and attachment wounds, but the sudden death of Thumper 
needed to be brought into the room. Mom and therapist met for the first 
part of the next session. Mom explained that Shawn had been working at a 
crafts fair with his adoptive grandmother over the weekend. He had great 
trouble regulating, maintaining a façade while a customer was present, and 
then he melted down, telling Mom how she was unfair for not buying him 
whatever it was that he wanted, and berating first her and then himself. 
The therapist listened and then read Shawn’s story to her. His experience of 
loss and the consequent grief, as well as the similarities between Thumper’s 
story and his own, were palpable. Shawn’s mom began to cry as she lis-
tened to the themes of abrupt change, difficulty trusting, and overwhelm-
ing fear that induced fatal psychosomatic symptoms for the bunny. In this 
case vignette, the new trauma caused by the death of a pet resulted in the 
need for a unique prescription of narrative- building work. This narrative 
work filled the mother’s compassion well while helping her hear the fear 
underlying Shawn’s rages in a new way.

The parents were then ready for psychoeducation, and therapy pro-
gressed along a track in which parent coaching sessions introduced the 
coregulation strategies encoded in SOOTHE and happened sporadically as 
we maintained a weekly pace of NEAR sessions. As these sessions began, 
Shawn had been picking at his arms and legs in ways that had left lots of 
scabs. The therapist led Mom and Dad in applying lotion and/or band-aids 
to the hurts. At Nurture House we keep a wide array of band-aids, and 
Shawn was particularly drawn to the Police Caution Tape band-aids. As 
we began a process of intentionally taking care of hurts, his arms began to 
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heal. We also did some parts work in storytelling form, having the “old-
est self” talk to “baby Shawn.” Shawn drew both parts of self, neither of 
which was very defined to start with, and we began having these two parts 
dialogue with each other. Shawn was able to identify core negative beliefs 
about how he must have been bad or ugly since his birth mom didn’t want 
him—and his oldest self would talk with baby Shawn and remind him that 
his mom was sick and unable to care for him.

The parents were also coached in soothing the younger parts of Shawn 
while telling Delighting- in stories from Shawn’s early life out loud together 
while always taking time to narrate celebrations of his developing compe-
tencies. Shawn loved to hear Mom and Dad tell these stories about him and 
began to snuggle up to his parents with a different kind of stillness. Mom 
read books like The Invisible String out loud in session, and we visual-
ized the string between them as strong and glowing, while this imagery 
was further installed with eye movement desensitization and reprocessing 
(EMDR). Reading The Invisible String and creating concrete representa-
tions in sand or art with real string are a standard part of our attachment- 
enhancement work. The child can then use the language of the string to 
express when they are feeling more or less connected. Love Connectors are 
also created for both parent and child and used as transitional objects when 
needed (Goodyear- Brown & Andersen, 2018).

Vignette 2: Connecting Somatic Reactions 
to Life Narrative

Johnny, a 5-year-old boy adopted domestically, was born fully addicted 
to methadone and had what his adoptive mother remembers as horrific 
withdrawal symptoms. The pain from his withdrawals was so intense that 
he was given morphine. Mom reports sweating, mottled skin, seizures, 
tremors, diarrhea, and an inability to suck. The withdrawal process took 
7 weeks. His adoptive mother stayed the whole time but could not ease 
the physical pain he experienced. Johnny has no conscious memory of this 
time, but his body remembers (Ogden, Minton, & Pain, 2006; Rothschild, 
2000). As we began the NEAR sessions, Johnny was highly resistant to hav-
ing his hurts cared for. When a physical hurt on his body, a bruise or a scab, 
was remarked on by Mom, Dad, or myself and we would begin to apply a 
band-aid, he would grab the band-aid and put it on the Hug-A-Boo nearby. 
The therapist went with the resistance, delighting in his understanding that 
hurts need to be cared for whether or not we can see them. After he placed 
the first couple of band-aids on the Hug-a-Boo, Shawn allowed himself to 
be bandaged. In the first two sessions, he took them off almost immediately 
after we had put them on. In the third session, he allowed the band-aid to 
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remain, and in the sixth session he said, “OW!” when the band-aid was 
applied and his body shook. It would have looked like resistance, rejection, 
or even the beginning of a tantrum to someone who didn’t know his story. 
The therapist gave words to the somatic reaction, saying in a matter- of-fact 
tone, “You know, Dad, seeing Johnny’s body jerk as I put the band-aid on 
makes me think about the story you told me about how he had to be in the 
hospital when he was really little. Sometimes his body would hurt, and 
even when the doctors would try to make it better, his body still hurt. His 
body is learning now that he can get help when he hurts, and he doesn’t 
have to hurt alone.” Johnny grabbed the nearest toy truck he could find and 
began zooming it up and down the cushions. The therapist understood that 
the titrated dose of this verbal story was enough for now, and the therapist 
and dyad moved into 5 minutes of special play time in which Johnny could 
be in charge while dad reflected, described, and practiced attuning to their 
son. NEAR therapists value nuance and titration of nurture, education, 
story, and skills practice in the hard work of healing.

Empirical Support for the Intervention

Since NEAR operates as an umbrella framework for the prescriptive inte-
gration of existing evidence- based models, it is most appropriate to cite the 
research for these models. Filial therapy has over 60 studies investigating 
its effectiveness (Bratton, Jones, Ray, & Rhine, 2005); CPRT has over 40 
studies (Bratton & Landreth, 2010); and PCIT (Schuhmann et al., 1998; 
Nixon, Sweeney, Erickson, & Touyz, 2003; Linehan, Brabson, Highlander, 
Wallace, & McNeil, 2017) has been well researched. All of these, as well 
as the Circle of Security project and Theraplay, are on the Substance Abuse 
and Mental Health Services Administration list of evidence- based prac-
tices. This author, along with Patti van Eys and Linda Ashford, piloted 
this intervention, comparing a small group of families who were trained 
in the more comprehensive components of NEAR to a group of families 
who received PCIT proper. While the samples were too small to extrapo-
late much data, it was notable that those parents who received the NEAR 
intervention reported a larger decrease in their scores on the Parental Stress 
Inventory and an increased sense of competency at completion of treat-
ment. We were concerned that attempting to augment the parents’ behav-
ior management toolkit while simultaneously offering attachment- centered 
principles would be confusing and overwhelming for parents. Most parents 
found the expanded skill set helpful. Overarchingly, the guiding question 
of “Is the child in his choosing mind?” served to help the parents become 
informal diagnosticians and encouraged them to provide nuanced parent-
ing responses.
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Conclusion

NEAR is a prescriptive play therapy model for working with attachment 
disturbances along a continuum of severity. While NEAR is often embed-
ded within the larger TraumaPlay model in cases involving complex trauma 
or developmental trauma disorder, it can also serve as a stand-alone treat-
ment for families in which attachment disruptions have led to other sub-
sets of internalizing or externalizing symptoms. NEAR clinicians value the 
complexity of family systems, and assessment is a key component in decid-
ing which treatment foci and specific intervention models, skill sets, and 
reflective activities may be needed with any specific family. The general 
goals of providing psychoeducation and coaching, facilitating in session 
Delighting- In experiences for parents and children, and creating coherence 
in their family narratives are all important pieces of the work, but the spe-
cific activities used to achieve these means encourages the playful creativity 
of the therapist to remain fully engaged and attuned to the family’s needs 
at all points in the continuum of treatment.
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Description of the Problem

Estimates show that one out of five children experience impairing emo-
tional problems, although only one-third of these children are able to get 
the help they need (Mental Health America, 2009). The most common stu-
dent referral is for disruptive classroom behaviors (Abidin & Robinson, 
2002), and children’s aggressive behavior is the most common presenting 
problem (Cochran, Cochran, Nordling, McAdam, & Miller, 2010). Dis-
ruptive and challenging behavior is defined as “any repeated pattern of 
behavior, or perception of behavior, that interferes with or is at risk of 
interfering with optimal learning, or engagement in prosocial interactions 
with peers and adults” (Smith & Fox, 2003, p. 5). Disruptive behaviors 
include externalizing behaviors that interfere with the teacher’s ability to 
teach and for children to learn (Meany-Walen, Bratton, & Kottman, 2014). 
When a child becomes disruptive, the critical relationship between the 
teacher and student, as well as with other students, often becomes dam-
aged and strained (Hamre, Pianta, Downer, & Mashburn, 2007; Myers 
& Pianta, 2008). Without intervention by a school counselor– play ther-
apist, these disruptive behaviors often lead to serious problems over the 
child’s lifespan, which include psychiatric diagnoses, antisocial behavior, 
violence, drug abuse, and juvenile delinquency (Barkley, 2007; Mental 
Health America, 2009), as well as school suspensions and school dropout 
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(Mayer, 1995). Furthermore, childhood conduct- disordered behaviors lead 
to academic failure, problems with socialization and peer rejection, poor 
educational and vocational adaptation in adolescence and adulthood, and 
adverse effects on their families, service providers, and their communities 
(Dunlap et al., 2006). In turn, there is increased risk for depressed mood 
and involvement in deviant peer groups (Cochran et al., 2010). Finally, 
when children with significant behavior problems are not identified in a 
timely way or given appropriate education and treatment, their problems 
tend to be long lasting and require more intensive services and resources 
over time (Dunlap et al., 2006).

Rationale for the Prescriptive Play Therapy

A child’s school behavior problems often have as its genesis risk factors such 
as: lack of prenatal care, low birth weight, maternal depression, early tem-
perament difficulties in infancy, developmental disabilities, early behavior 
and adjustment problems, and inconsistent and harsh parenting, making 
this a complex problem to treat (Huffman, Mehlinger, & Kerivan, 2000; 
Qi & Kaiser, 2003). Further, tolerance for aggression is low in elementary 
school. Poor teacher– student interactions negatively impact and exacerbate 
the child’s behavior problems. Rather than ask for attention, the child “acts 
out” to solicit the adult’s attention. Thus begins a negative relationship 
with the teacher who is susceptible to responding punitively in ways that 
may include expulsion, suspension, alternative school placement, removal 
from the classroom, or further alienation and ignoring.

Schools are in a unique position to identify children with emotional 
and behavioral difficulties and to provide the necessary early intervention 
and prevention of more severe problems (Meany-Walen, Bratton, & Kott-
man, 2014). In order to intervene and treat behavior problems in school, a 
multicomponent intervention needs to be implemented over time and across 
multiple relevant environments in order to produce generalizable increases 
in prosocial behavior and reductions in challenging disruptive behaviors. 
Thus, no single treatment approach is able to cover the complex, multifac-
eted aspects of a child’s behavioral problems. Consequently, a prescriptive 
and integrative treatment approach is needed that includes family mem-
bers, teachers, classroom and school environments, teaching strategies, and 
peer interactions, along with individual and group treatment approaches.

A multipronged treatment approach for behavior problems are typi-
cally based on cognitive- behavioral techniques and contingent manage-
ment strategies (Boxer & Frick, 2008) that address significant information- 
processing deficits and distortions. Children with behavior problems and 
conduct disorder tend to view ambiguous stimuli in communication with 
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others as hostile and attend to few social cues when making decisions 
(Ray, Blanco, Sullivan, & Holliman, 2009). They typically have difficulty 
taking another person’s perspective and “reading” emotional cues (Frey, 
Hirschstein, & Guzzo, 2000), resulting in an unintentional act by another 
child being viewed as a hostile provocation. Deficits in social problem- 
solving skills lead to inaccurate encoding and interpretation of relevant 
social cues, generating and evaluating potential responses and behavioral 
enactment of a selected response. When the child experiences anger, attrib-
uted to hostile intent by others, anger lowers inhibitions that might other-
wise moderate the child’s aggressive responses. Thus, the child is unable to 
manage their emotions and emotion- related behavior, resulting in a strong 
likelihood of socially unacceptable ways (Frey et al., 2000). The use of 
cognitive- behavioral therapy (CBT) techniques such as verbal mediation or 
“self-talk” can be taught to help control impulses, think about consequences 
of actions, and reinforce the child’s behavior. Play-based techniques can 
be utilized to help modify cognitive distortions, increase problem- solving 
and behavioral skill development, identify feelings and personal emotional 
“triggers” to situations that typically arouse intense, angry feelings, along 
with building a therapeutic relationship with the play therapist, all of which 
can lead to empathy enhancement and reduction of behavioral difficulties 
(Frey, Hirschstein, & Guzzo, 2000).

Child- centered play therapy (CCPT) and Adlerian play therapy also 
can facilitate a relationship and enhance coping skills. By allowing the 
expression of aggressive feelings or behaviors within the play therapy 
room, in the presence of an empathic and caring therapist who reflects and 
accepts and can limit strong emotions and negative behaviors, the child is 
able to learn socially acceptable behavior and ways to express them (Ray 
et al., 2009).

Adlerian theory, also known as individual psychology, holds that (1) 
people are social beings who are searching for a sense of belonging and 
connectedness in the world, (2) behavior is purposeful and goal directed, 
and (3) people are creative and unique (Adler, 1927/1998). Adlerian theory 
is among the play therapy theories most widely used by mental health pro-
fessionals in their work with children (Lambert et al., 2007).

Children’s behaviors are goal driven (Adler, 1927/1998), and they 
behave in ways that can be described as socially useful (e.g., helping others 
with homework or sharing resources) or socially un- useful (e.g., gang activ-
ity, aggressive behaviors, isolation). Both options will produce a response 
from their interactions in social situations. Children will interpret the 
responses they receive and consequently choose to maintain or change their 
patterns of behavior. Their interpretation is based on their lifestyle, which 
is how they make meaning of self, others, and the world. Part of the Adle-
rian play therapy process with behavior- disordered children is understand-



254 applications for other DisorDers

ing the goals of the child’s behavior and helping the child shift from socially 
un- useful goals to more useful goals (Kottman, 2003).

Children’s misbehavior can be funneled into four goals: undue atten-
tion, struggle for power, retaliation and revenge, and complete inadequacy 
(Dreikers & Soltz, 1964). Thus, the goal of children’s behavior is to meet a 
perceived need. Through Adlerian play therapy the child is able to practice 
socially useful behaviors and experiment with new thoughts and feelings 
within the safe, secure, and supportive therapeutic relationship. Further, 
the child can directly and indirectly learn and rehearse their changing 
perceptions, attitudes, and behaviors through language and/or metaphor 
(Kottman, 2003, 2011).

Besides individual therapy, consideration should be given to includ-
ing dyadic sessions with a more competent behaving peer in order to 
watch, practice, and reinforce social and emotional skills and further 
develop social and emotional competencies. Inclusion in a group classroom 
violence- prevention curriculum that works toward reducing development 
of social, emotional, and behavioral problems and promoting the develop-
ment of core competencies should also be considered. A program such as 
Second Step (Frey et al., 2000) fosters development of social– emotional 
skills necessary for successful and satisfying interactions with others. Sec-
ond Step is a universal intervention for preschool through grade 8. It con-
sists of a violence- prevention curriculum that teaches four essential skills to 
all students: (1) empathy, (2) impulse control, (3) problem solving, and (4) 
anger management/conflict resolution. This program contains both school 
and parent involvement components and is being widely adopted by school 
districts nationally. Teacher and peer reinforcement of socially competent 
behavior is more likely to occur if all the children use the same vocabulary 
and problem strategies that Second Step does within the classroom group 
setting.

It will also be important to work with the teacher and school environ-
ment on the handling of challenging emotional and behavioral disruptive 
behaviors. Although not all students who present with challenging behav-
ior have a diagnosable disorder, emotional and behavioral problems, espe-
cially disruptive and violent behavior, certainly consume a great deal of 
teacher and school resources (Sugai, Sprague, Horner, & Walker, 2000). 
Traditionally, schools have addressed challenging behavior by increasing 
the number and intensity of punitive disciplinary procedures (Sugai et al., 
2000; Utley, Kozleski, Smith, & Draper, 2002).

Punishment and aversive environments set the stage for the child’s 
aggression, violence, and escape (Mayer, 1995). It will be important to 
work with the teacher on preventing use of coercive behavior management 
procedures, being inconsistent in setting rules, having poor communica-
tion, not implementing useful problem- solving skills, and administering 
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harsh, inconsistent consequences (Mayer, 1995). Also, allowances for indi-
vidual differences with respect to the student’s academic and social skills 
and to the selection of reinforcers, punishers, or treatment strategies need 
to be utilized. Children who lack critical skills and might not have learned 
to persist on a task, comply with requests, pay attention, negotiate dif-
ferences, handle criticism and teasing, or make appropriate decisions will 
require an educational program that can address these individual differ-
ences in learning as well as social skills, rather than being met with punish-
ments.

Schoolwide interventions will be necessary to help the school provide 
a safe environment and effective programs to limit and prevent aggres-
sion and violence. School interventions for behavior- disordered and at-risk 
students from minority backgrounds are rarely contextualized in relation 
to the nuances of their cultural backgrounds. In addition, teacher interac-
tions with minority at-risk students tend to be based on low- performance 
expectations, are critical rather than constructive, are short in duration, 
and also are often punishment oriented (Kumpfer & Alvarado, 2003). To 
achieve maximum efficacy, school interventions need to incorporate uni-
versal, schoolwide features that address the needs of all students as well as 
specific features that address the individual needs of those students who do 
not respond to the universal, schoolwide intervention through a team of 
committed staff members rather than just by individual teachers.

A final layer is working with parents, especially since parenting prac-
tices are highly correlated with antisocial behavior in early childhood 
(Mayer, 1995). A coercive or punitive interactive cycle can occur in the 
home as the child makes demands on the parent who lacks certain parent-
ing skills. Thus, ineffective parent discipline and child antisocial behavior 
mutually maintain each other (Mayer, 1995). The most common predictor 
of children’s externalizing behavior is associated with abusive, inconsistent, 
or chaotic home environments (Price, Chiapa, & Walsh, 2013). Therefore, 
inclusion of the parent is necessary to help address the home environment 
and parenting skills.

A weaving together of all these components, with some coming earlier 
than others, in a prescriptive and integrative way will help to reduce school 
behavior problems.

Step‑by‑Step Details of the Intervention

Throughout the treatment approach and interventions, an assortment of 
therapeutic powers of play are addressed and utilized: therapeutic relation-
ship building, catharsis, direct and indirect teaching, perspective taking, 
creative problem solving, role playing and rehearsal, empathy (which nega-



256 applications for other DisorDers

tively correlates with aggression), social competence, self- regulation, and 
self- esteem.

The school- based individual counseling sessions are broken into com-
ponents that will allow for building the therapeutic alliance and relation-
ship, utilizing CBT and Adlerian play-based activities for skill building 
and social competence, and allowing nondirective child-led time for use 
of metaphor along with control and power within the session. In the first 
few sessions, the play therapist works to build a collaborative therapeutic 
relationship. The play therapist, like a detective, searches for clues that will 
help to better understand the child’s lifestyle and goals. This phase is active 
and directive in gathering developmental, environmental, familial, and 
situational information about the child. Strengths are noted, behavior in 
school and home and other social settings is explored, along with what the 
adults’ perceptions and responses are. What the play therapist knows about 
the child from both history and observations is shared with the child and 
utilized to help create interventions so that the child will gain insight into 
their patterns of behavior, feelings, and thoughts. Play-based techniques 
that may be utilized during the more directive phase of the sessions include 
use of puppets, games, role plays, sandtray, problem- solving situations, and 
use of “homework” tasks to try outside of the session, all of which would 
help in challenging the child’s thoughts and behaviors and assist in giving 
feedback to the child. In subsequent sessions, the first 5 minutes are used 
to review “homework,” share information received from teachers, obser-
vations, parent calls, and follow up on anything from the previous ses-
sion. This time helps to build and strengthen the therapeutic relationship 
through the transparency of the play therapist leading to the child getting 
to know and trust the play therapist.

All interventions are tailored prescriptively to the needs of each child. 
Using knowledge he or she has gleaned, the play therapist may direct the 
creation of a sandtray for a child who is more kinesthetic. Alternatively, the 
therapist may use bibliotherapy or metaphoric storytelling for a child who 
is more of an auditory learner, or use movement within therapy for a child 
who cannot tolerate sitting for long periods of time.

During the nondirective phase of the session, the child can select the 
activity or utilize metaphorical play, thereby helping him or her to feel 
empowered and in control. The play therapist utilizes nondirective skills 
such as tracking; restating content; reflecting feeling; playing actively with 
the child; role playing; and trying to understand the child’s use of meta-
phors. The child may also choose to ask questions or use expressive arts, 
games, or sandtray during the session.

Throughout all the sessions, the play therapist utilizes limit- setting to 
help the child understand the rules within the office as well as the param-
eters of the child testing the therapist’s limits or expression of aggressive 
and angry feelings. The play therapist clarifies the rules, reflects the feel-
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ing or possible goal of the behavior needing limit setting, and then helps 
to offer an acceptable alternative behavior that will help build the child’s 
self- control and personal responsibility. The final few minutes of the ses-
sion are spent on learning and practicing deep breathing, mindfulness, and 
anger- reducing activities that also help with the calm transition back to the 
classroom.

As sessions continue over the school year, they become more direc-
tive and didactic whereby the play therapist teaches the child new ways of 
looking at self, others, and the world in order to change his or her cognitive 
distortions and skewed world view; provides opportunities for the child to 
practice applying more constructive ways of thinking, feeling, and behav-
ing; and helps the child acquire more constructive ways of building rela-
tionships and solving problems.

In between sessions, the play therapist maintains regular (once weekly 
to twice monthly) contact with the child’s parent, with the hope of getting 
the parent to come in for some individual sessions. The goal of working 
with the parent is to help in assessing home behaviors, as well as parent-
ing skills, which may require modification from a punitive approach to a 
more accepting one, sharing of counseling goals and techniques to use at 
home, as well as charting progress or change. In addition, the play therapist 
checks in regularly with the classroom teacher to assess behaviors as well 
as progress, but also to help in modifying punitive interactions and hostile 
environments. These interactions with teachers and parents help play thera-
pists to gain a more positive picture of the child and his or her behavior and 
motivation. “Homework” may be given to the parent or even the teacher 
to help reinforce skill development and competence, and then success is fol-
lowed up at the next meeting.

Separate dyadic sessions with another classroom peer who is higher 
functioning behaviorally may be scheduled intermittently to help in the use 
of modeling, role playing, in vivo exposure to emotional triggers, problem- 
solving situations, and to practice skill development and imitate the higher- 
functioning child’s behaviors. Thus, a child who believes that he cannot 
connect with others and is unable to share power can learn to connect and 
share power with a new peer.

Prescriptively, the child’s teacher would be helped to learn and uti-
lize a classroom group curriculum for reduction of aggressive and nega-
tive behaviors. Second Step (Frey, Hirschstein, & Guzzo, 2000) provides 
classroom lessons twice a week, for 4–5 months, for school- age children. 
Second Step’s goals are to have the teacher or counselor implement core 
competencies and behavior skills, work toward the generalization of indi-
vidual skills, and to create consistency throughout the school, along with 
follow- up support, as well as to have a family component to encourage 
complementary home practices. The lessons utilize a cognitive- behavioral 
approach and are structured around large black-and-white photo cards 



258 applications for other DisorDers

depicting children in various social– emotional situations. The reverse side 
of the card provides the teacher with key concepts, objectives, and a sug-
gested lesson script. The teacher reads the lesson story accompanying the 
photo and guides the whole group discussion. Lessons focus on empathy 
building, feelings identification, taking another’s perspective, role playing, 
problem- solving scenarios of ambiguous situations, accurate encoding and 
interpretation of relevant social cues, practice of behavioral enactment of 
a selected response, use of “self-talk” to help control impulses, thinking 
about consequences of actions, and reinforcement of their own behavior.

There are also video-based lessons, skill-step posters to display in 
the classroom and throughout the school, and a family overview video to 
engage parental support. Grounded in social learning theory, this therapy 
emphasizes the importance of observation, self- reflection, performance and 
reinforcement, and the maintenance of learned skills (Frey, Hirschstein, & 
Guzzo, 2000).

Parent Involvement

Strong families and effective parents are critical to the prevention of youth 
problems. A positive family environment (e.g., positive parent– child rela-
tionships, parental supervision and consistent discipline, and communica-
tion of family values) is the major reason youth do not engage in delinquent 
or unhealthy behaviors. These protective family factors are even stronger 
predictors for minority youth and girls. The probability of a youth acquir-
ing developmental problems increases rapidly as risk factors such as family 
conflict, lack of parent– child bonding, disorganization, ineffective parent-
ing, stressors, parental depression, and others increase in comparison with 
protective or resilience factors. Hence, family protective mechanisms and 
individual resiliency processes need to be addressed, in addition to reducing 
family risk factors (Kumpfer & Alvarado, 2003). Consequently, it is critical 
to involve the parent in the child’s therapy in order for changes to occur in 
the home environment. The play therapist works toward engagement with 
the parent through regular phone calls and invitations to come in to meet 
with the play therapist on a regular basis (as often as would be feasible for 
the parent), and offers feedback on the child’s progress as well as teaching 
strategies for positive interactions and verbalizations.

Case Vignette: Dominick

Dominick is an 8-year-old third grader whose frequent defiant behaviors 
and angry outbursts were reported by his teacher. Frequently, Dominick 
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would quickly get angry over difficulties with a classroom task, before 
a test, and whenever working with peers. His behaviors included turn-
ing over desks, throwing chairs, screaming, yelling, cursing, and pushing 
peers. Most recently, when he tried to leave the classroom and his teacher 
put up her arm to block his exit, Dominick bit her. Consequently, he has 
regularly been removed from the classroom and most recently was sus-
pended from school. His teacher has reported frustration and dislike for 
Dominick and is glad for the “break” from dealing with him because of his 
school suspension.

Dominick’s mother reported via a phone intake that he is extremely 
aggressive at home with younger siblings and has been defiant with her. 
Being a single mother, separated from a domestic violence partner, she fears 
at times for her physical safety from Dominick’s outbursts. The home envi-
ronment is chaotic and disorganized due to his mother’s depression and 
inconsistent and often punitive limit- setting. Dominick’s birth was also dif-
ficult, and he was premature. He often screamed when he was held and he 
could not be soothed easily, making bonding with him difficult. The play 
therapist also spoke at length with the referring teacher, who was extremely 
negative about Dominick and unable to come up with any positive attri-
butes. She questioned whether he was purposefully defiant just to get out of 
the classroom and noted he was extremely unmotivated to learn. Her teach-
ing style, she noted, was the same for all the children, and they were doing 
well in comparison to Dominick. She also stated that she was often unsure 
as to what set Dominick off and had not found anything that worked to 
calm him down. Peer interactions were always strained, and no one wanted 
to sit near him or play with him. Dominick’s school had a zero- tolerance 
approach to any aggressive behaviors and no clear plans as to how to offer 
more positive reinforcement to lessen his aggressive behaviors.

After obtaining the necessary signed consents for assessment and coun-
seling from the mother, the play therapist spent different times through-
out the school week sitting in Dominick’s classroom in order to make a 
functional behavioral analysis as well as learn more about the classroom 
environment and teaching approach. Dominick was also referred for a full 
psychological evaluation by the school psychologist to assess for learning 
disabilities.

Dominick was seen in weekly individual sessions, for 45 minutes each, 
over the course of the full school year, or a total of 30 sessions. In the first 
session with Dominick after his return from his school suspension, the play 
therapist shared what information she knew about why he was being seen 
and his history and explained the way the sessions would happen and when. 
The outline of the session with its various components was described, and 
he was told that the play therapist would decide activities but that he would 
also have a period of time to decide what play was to be chosen. Dominick 
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quickly explored the room and the toys, and immediately started to test 
limits, trying to dump out containers of miniatures and getting sand on the 
floor. Limit- setting was enacted, which Dominick accepted.

The Gingerbread Person Feelings Map (Drewes, 2001) template was 
brought out for Dominick to add some feelings and to select the colors he 
wanted in order to shade in the body where he felt them. This “ice breaker” 
was used to see the extent of Dominick’s feelings vocabulary and level of 
awareness of any physical reactions he felt when angry or upset. Domi-
nick readily completed the task, chatting about situations that made him 
angry, including his recent suspension. Dominick stated that when he was 
younger, in preschool, he always got in trouble for biting peers. And when 
his teacher put up her arm to block him from leaving the classroom, he was 
expecting her to hit him “like my mother always does.” Dominick shared 
that he had no other strategies he could have used in that moment, includ-
ing telling his teacher why he needed to leave the classroom.

During the child-led portion of the session (about 20 minutes), Domi-
nick chose to explore the sandtray, touching the sand, burying his hand and 
arm in it, and occasionally picking several miniatures to play with and also 
bury in the sand.

The last few minutes of the session were spent working together to 
clean up the room and having Dominick learn the Turtle Technique to use 
to help calm himself when someone was bothering him, teasing, or calling 
him names. The play therapist explained that turtles have a very useful tool 
they can use when they are upset or scared. They go inside their shell where 
it is safe, and no one can hurt it and it can’t hurt anybody else. Then when 
they feel it is safe, they stick their heads out. Dominick was encouraged to 
imagine that he too had a shell and to think about what upsets him in class. 
Dominick stated that he disliked math and that when it was time to take a 
test, he started to think about how stupid he was, how unfair it was to take 
the test, and how dumb his teacher was for not helping him understand the 
math. The play therapist encouraged Dominick to wrap his arms around 
himself, to tuck his head into his chest, and to close his eyes. He was asked 
to imagine that he was pulling himself into his protective shell where no 
one could hurt him physically or with words. He was also asked to imagine 
a stop light with the red light shining. Then he was to slowly breathe in 
and out, safe in the shell, where he couldn’t say or do anything that would 
get him into trouble, and he would have time to think about what he could 
do next. He was told to breathe in and out until calm, and the yellow light 
mentally appeared. Once he felt safe to come out and his anger had lessened 
or dissipated, then the green light would mentally appear, telling him he 
could come out of his “shell” (Eddy, Reid, & Fetrow, 2000).

Over the next 10 sessions, the therapeutic relationship evolved. The 
more open, truthful, and sharing the play therapist was in her response, 
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the more Dominick began to invite her into his play. He also would tenta-
tively test limits to see how the play therapist would respond and if it was 
different from the punitive responses he would often get from his mother. 
The balance of empathy, unconditional positive regard, and limits by the 
play therapist seemed to give Dominick an opportunity to express enough 
of his emotions to calm down, think, and choose more clearly. He was able 
to develop self- control. Throughout the remainder of the school year, vari-
ous CBT and Adlerian play-based techniques that dealt with feelings iden-
tification and expression, anger management, problem solving, and role- 
playing responses in social situations were utilized. In addition, Dominick 
tried out, in school and home when upset, the various calming techniques 
learned and practiced at the end of the session whenever he began to feel 
upset. He started to become insightful into the precipitants of his anger and 
what was beneath it. He started to realize that when he felt embarrassed 
and ashamed for not knowing something, his anger would flare up quickly. 
During those times, he would then become physical rather than use his 
words to say how he was feeling or try alternative ways to vent his anger. 
Dominick learned ways to self-talk. He would tell himself that he was not 
stupid, that he could pass the test or do the assignment, and that there were 
other things he was good at. These repetitive “mantras” helped to calm him 
down and get him through the task. While utilizing the Turtle Technique 
to take time to calm down, Dominick would also repeat to himself one of 
the above self-talk “mantras” which he felt quickened his release of anger. 
Dominick’s nondirective play also became more enlivened with fierce bat-
tles and catastrophes in the sandtray as well as enacted with the puppets.

By midyear, Dominick’s negative classroom behaviors began to lessen, 
and peers were more sociable toward him. For five sessions, spread out to 
once per month, Dominick invited a classroom peer to his session where he 
was able to play and practice his social skills, as well as begin to see how 
his cognitive distortions and misreading of social cues would trigger his 
negative behaviors.

The play therapist worked with the classroom teacher throughout the 
school year to create a more positive classroom environment. She shared 
observations from the behavioral analysis, what the communicative pur-
pose of his misbehavior was, and the possible chain of events and triggers 
that led to escalation of his behavior, along with the times when he actu-
ally was enjoying what he was learning. Strategies to increase the rate of 
teacher- delivered praise and positive recognition for constructive classroom 
behavior were shared with the teacher. She was given strategies for “catch-
ing Dominick being good,” and she was encouraged to put a sticker on her 
watch. Each time she happened to glance at it, she was to praise Dominick 
for whatever he was doing that was positive, even if it was for just a minute 
or two. For example, she was encouraged to say, “I like how you are sitting 
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at your desk, Dominick,” or “You are working hard on your classroom 
work. Good job!” Rather than finding the negative behaviors to comment 
on, the teacher was helped to focus on the positives, as well as being specific 
on what behaviors she wanted. For example, she would tell Dominick, “I 
like it when you are working quietly and letting your classmates do their 
work,” rather than “Stop talking or making noise. No one can work!”

The teacher and principal were helped to think about the use of “time-
out” in a more positive way. A quiet area was set up in the room, where 
Dominick and other students could sit in a cozy corner on a bean bag and 
put on head phones with soft music playing, for a short break. Three cards 
were created for use during the day with “break time” on them, which 
could be “cashed in” whenever Dominick felt too upset to remain in class. 
Dominick would give the card to the teacher or put it on her desk and go 
directly to the library, which was two doors down and the designated break 
location, without disrupting the classroom or others in the building. He 
would go to the librarian and then take a book of his choice from her stack 
of his favorite books that she had for him, and he would spend 5 minutes 
looking at it. After 5 minutes of reading, and hopefully doing some mind-
fulness or deep breathing exercises, Dominick would return to the class-
room in a calm and quiet manner. At first skeptical about this approach, 
his teacher and principal began to see the positive results.

The teacher was also helped to utilize the psychological testing results 
to create a more individualized learning approach for Dominick. Testing 
showed that Dominick was of average intelligence, had difficulties with 
auditorily presented material, and had a preference for visually based learn-
ing. As a result, the teacher started to break down directions into shorter 
components, giving them one at a time, rather than overload him with mul-
tiple directions at once. She used posters and pictures in the classroom 
that helped to support her verbal teaching. She also set up a system with 
Dominick that when she asked a question that she knew he could answer, 
she would approach his desk slowly, giving him time to think of an answer, 
and then she would call on him. When she knew he would not know the 
answer, or it was too hard, she would not go near his desk, helping to 
lessen his anxiety over being called on and being embarrassed that he did 
not know the answer. This was a secret “code” between them, which the 
other children were unaware of. Over time, Dominick began to feel more 
confident, spontaneously raising his hand to answer questions, and peers 
stopped teasing him about not knowing his work.

The teacher also was willing to learn the Second Step curriculum and 
utilize it within the classroom with all the children, including Dominick. 
She quickly felt more empowered in working with disordered behaviors and 
utilized the curriculum within her regular teaching methods, with positive 
results seen with all the children.
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The school principal was open to the play therapist’s suggestions to 
bring in Second Step into the classroom. He also was willing to work on 
how to make school and classroom rules and policies clear and positively 
focused, with allowances made for individual student differences, including 
consequences, social skills training, selection of academic materials, and 
instructional methodology. He also addressed increasing support for staff. 
Significant changes were seen throughout the building, as the play therapist 
used in- service conference days to explain ways to work more effectively 
and positively with children with disruptive behaviors. Teachers began to 
offer positive support to colleagues, and a “secret pal” program sprang up, 
with teachers anonymously leaving supportive notes in teachers’ mailboxes.

Concomitantly, the play therapist worked with Dominick’s mother. She 
would explain what was being done in the sessions, taught her some of the 
calming deep breathing strategies, and worked on more positive communi-
cation. She too was given wording and ways to concretely direct Dominick 
in how to behave, rather than being punitive. As time progressed, she began 
to see a positive shift in Dominick’s behavior with herself and his siblings, 
thereby lessening the emotional stress and increasing positive time together. 
His mother was then more willing to come in to the school to meet with 
the play therapist, as well as accept a referral for her own private therapy. 
She also began to enroll Dominick in after- school activities where he could 
begin to feel competent and form more positive social relationships.

Empirical Support for the Intervention

For well over four decades, researchers from a variety of disciplines have 
conducted studies and meta- analyses concerning the impact and treatment 
of challenging children’s behavior (Dunlap et al., 2006; Eyberg, Nelson, & 
Boggs, 2008; Wilson, Lipsey, & Derzon, 2003). Thus, there is more than 
adequate research support for the use of CBT, child- centered and Adle-
rian treatment, and Second Step, along with family, teacher, and school 
interventions for working with children’s disruptive behavior problems in 
schools. A variety of cognitive processes have been studied, such as generat-
ing alternative solutions to interpersonal problems (e.g., different ways of 
handling social situations); identifying the means to obtain particular ends 
(e.g., making friends) or consequences of one’s actions (e.g., what could 
happen after a particular behavior); attributing to others the motivation 
of their actions; perceiving how others feel; and recognizing the effects of 
one’s own actions and those of others (Kazdin, 1997).

Research has shown that emotions account for much of the relation-
ship between cognitive and aggressive behavior. Children experience anger 
when they attribute hostile intent to others, and anger lowers inhibitions 
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that might otherwise moderate their aggressive responses. By managing 
his or her emotions and emotion- related behavior, the child is less likely to 
behave aggressively and more likely to behave in socially competent ways. 
Therefore, use of CBT anger management techniques, naturally paired with 
problem- solving and behavioral skill development, has been successful in 
reducing stress and managing anger and thereby decreasing disruptive and 
aggressive behavior in children (Frey et al., 2000; Kazdin, 1997; Wilson et 
al., 2003)

There is also an abundance of research in using CCPT to modify and 
lessen behavior disorders in school- age children (Baggerly, Ray, & Bratton, 
2010; Wilson & Ray, 2018). Noteworthy is a meta- analysis and systemic 
review by Ray, Armstrong, Balkin, and Jayne (2015) that examined 23 
studies evaluating the effectiveness of child- centered play therapy (CCPT) 
conducted in elementary schools. Results indicated that the CCPT studies 
provided support for its use in the schools.

Adlerian play therapy, an evidence- based treatment approach listed by 
the Substance Abuse and Mental Health Services Administration, integrates 
nondirective and directive play therapy techniques (Kottman, 2003, 2011) 
and is especially appropriate for children who have an increased need for 
power and control, have experienced traumatic life events, have a poor self- 
concept, are discouraged, and evidence poor cooperation skills, classroom 
misbehavior, and weak social skills (Meany-Walen et al., 2014). Research-
ers have begun building a foundation of research supporting the effective-
ness of Adlerian play therapy with children who present with problematic 
behaviors. One notable randomized controlled study by Meany-Walen et 
al. (2014) demonstrated a statistically significant reduction in behavior 
problems with 58 school- age children who exhibited disruptive classroom 
behaviors. Adlerian play therapy demonstrated moderate to large treatment 
effects.

Evaluation studies (Frey et al., 2000) of the Second Step curriculum 
program indicate that perspective- taking and social problem- solving skills 
improved significantly following participation in the program. In a random-
ized controlled trial using intervention and controls groups, these authors 
found that Second Step decreased rates of aggressive behavior and increased 
prosocial behavior for intervention students compared to control students.

Research has shown that coercive parent– child interactions (reciprocal 
and escalating negative exchanges) and harsh parenting styles can contrib-
ute to an increased rate of aggressive behavior and externalizing behav-
ior problems in young children (Dishion & Patterson, 2006). In addition, 
negative or coercive exchanges between siblings can also contribute to the 
development and maintenance of externalizing behavior problems (Ensor, 
Marks, Jacob, & Hughes, 2010). Further, dimensions of the physical and 
home environment have also been found to influence child conduct prob-
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lems, both concurrently and longitudinally, due to the degree of disorga-
nization and chaos in the home (e.g., excessive household noise, lack of 
family routines, an unclean and disorganized home) (Deater- Deckard et 
al., 2009). The effectiveness of parenting and family interventions to pre-
vent many types of behavior problems (e.g., conduct disorders, violent and 
aggressive behaviors, delinquency, substance abuse, depression, suicide, 
teen pregnancy, HIV disease, school failure, and eating disorders) has con-
siderable empirical support in the research literature (Liddle, Santisteban, 
Levant, & Bray, 2002; Lochman, 2000; Webster- Stratton & Taylor, 2001). 
Supplying the parents with behavioral techniques for teaching their child 
behavioral expectations and social skills, using positive reinforcement, 
teaching compliance, and addressing challenging behavior have resulted in 
impressive outcomes (Dunlap et al., 2006; Sanders & McFarland, 2000; 
Webster- Stratton & Taylor, 2001).

Conclusion

The most common student referral is for disruptive classroom behaviors, 
and children’s aggressive behavior is the most common presenting problem. 
Compounding the child’s school behavior problems are risk factors such 
as lack of prenatal care, low birth weight, maternal depression, early tem-
perament difficulties in infancy, developmental disabilities, early behavior 
and adjustment problems, and inconsistent and harsh parenting, along with 
negative teacher– child interactions and punitive school responses.

Consequently, no single treatment approach is able to cover the com-
plex, multifaceted aspects of a child’s behavioral problems. Therefore, a 
prescriptive and integrative treatment approach is needed that includes 
family members, teachers, classroom and school environment, teaching 
strategies, and peer interactions, along with individual and group treat-
ment approaches.

REFERENCES

Abidin, R., & Robinson, L. L. (2002). Stresses, biases, or professionalism: What 
drives teachers’ referral judgments of students with challenging behaviors? 
Journal of Emotional and Behavioral Disorders, 10, 201–212.

Adler, A. (1998). Understanding human nature. Oxford, UK: Oneworld. (Original 
work published 1927)

Baggerly, J. N., Ray, D. C., & Bratton, S. C. (2010). Child- centered play therapy 
research: The evidence base for effective practice. Hoboken, NJ: Wiley.

Barkley, R. (2007). School interventions for attention deficit hyperactivity disor-
der: Where to from here? School Psychology Review, 36, 279–286.



266 applications for other DisorDers

Boxer, P., & Frick, P. (2008). Treating conduct problems, aggression, and antiso-
cial behavior in children and adolescents: An integrated view. In R. Steele, 
T. Elkin, & M. Roberts (Eds.), Handbook of evidence- based therapies for 
children and adolescents: Bridging science and practice (pp. 241–259). New 
York: Springer.

Cochran, J. L., Cochran, N. H., Nordling, W. J., McAdam, A., & Miller, D. T. 
(2010). Two case studies of child- centered play therapy for children referred 
with highly disruptive behavior. International Journal of Play Therapy, 19(3), 
130–143.

Deater- Deckard, K., Mullineaux, P. Y., Beckman, C., Petrill, S. A., Schatschneider, 
C., & Thompson, L. A. (2009). Conduct problems, IQ, and household chaos: 
A longitudinal multi- informant study. Journal of Child Psychology and Psy-
chiatry, 50, 1301–1308.

Dishion, T. J., & Patterson, G. R. (2006). The development and ecology of antiso-
cial behavior in children and adolescents. In D. Cicchetti & D. Cohen (Eds.), 
Developmental psychopathology: Vol. 3. Risk, disorder, and adaptation 
(pp. 503–541). Hoboken, NJ: Wiley.

Dreikurs, R., & Soltz, V. (1964). Children: The challenge. New York: Hawthorn/
Dutton.

Drewes, A. A. (2001). The Gingerbread Person Feelings Map. In C. E. Schaefer & 
H. Kaduson (Eds.), 101 more favorite play therapy techniques (pp. 92–97). 
Northvale, NJ: Jason Aronson.

Dunlap, G., Strain, P. S., Fox, L., Carta, J., Conroy, M., Smith, B. J., et al. (2006). 
Prevention and intervention with young children’s challenging behavior: Per-
spectives regarding current knowledge. Behavioral Disorders, 32(1), 29–45.

Eddy, J. M., Reid, J. B., & Fetrow, R. A. (2000). An elementary school- based 
prevention program targeting modifiable antecedents of youth delinquency 
and violence: Linking the interests of families and teachers (LIFT). Journal of 
Emotional and Behavioral Disorders, 8(3), 165–176.

Ensor, R., Marks, A., Jacobs, L., & Hughes, C. (2010). Trajectories of antisocial 
behavior towards siblings predict antisocial behavior towards peers. Journal 
of Child Psychology and Psychiatry, 51, 1208–1216.

Eyberg, S. M., Nelson, M. M., & Boggs, S. R. (2008). Evidenced- based psychoso-
cial treatments for children and adolescents with disruptive behavior. Journal 
of Clinical Child and Adolescent Psychology, 37(1), 215–237.

Frey, K. S., Hirschstein, M. K., & Guzzo, B. A. (2000). Second Step: Prevent-
ing aggression by promoting social competence. Journal of Emotional and 
Behavioral Disorders, 8(2), 102–112.

Hamre, B. K., Pianta, R. C., Downer, J. T., & Mashburn, A. J. (2007). Teachers’ 
perceptions of conflict with young students: Looking beyond problem behav-
iors. Social Development, 17, 115–136.

Huffman, L. C., Mehlinger, S. L., & Kerivan, A. S. (2000). Risk factors for aca-
demic and behavioral problems at the beginning of school. Chapel Hill: Uni-
versity of North Carolina, FPG Child Development Center.

Kazdin, A. E. (1997). Practitioner review: Psychosocial treatments for conduct dis-
order in children. Journal of Child Psychology and Psychiatry, 38(2), 161–
178.



school Behavior problems 267

Kottman, T. (2003). Partners in play (2nd ed.). Alexandria, VA: American Coun-
seling Association.

Kottman, T. (2011). Play therapy: Basics and beyond (2nd ed.). Alexandria, VA: 
American Counseling Association.

Kumpfer, K. L., & Alvarado, R. (2003). Family- strengthening approaches for the 
prevention of youth problem behaviors. American Psychologist, 58, 457–465.

Lambert, S. F., LeBlanc, M., Mullen, J. A., Ray, D., Baggerly, J., White, J., et al. 
(2007, Winter). Learning more about those who play in session: The National 
Play Therapy in Counseling Practices Project (Phase 1). Journal of Counseling 
and Development, 85, 42–46.

Liddle, H. A., Santisteban, D. A., Levant, R. F., & Bray, J. H. (2002). Family 
psychology: Science- based interventions. Washington, DC: American Psy-
chological Association.

Lochman, J. E. (2000). Parent and family skills training in targeted prevention 
programs for at-risk youth. Journal of Primary Prevention, 21, 253–266.

Mayer, G. R. (1995). Preventing antisocial behavior in the schools. Journal of 
Applied Behavior Analysis, 28, 467–478.

Meany-Walen, K. K., Bratton, S. C., & Kottman, T. (2014). Effects of Adlerian 
play therapy on reducing students’ disruptive behaviors. Journal of Counsel-
ing and Development, 92, 47–56.

Mental Health America. (2009). Factsheet: Recognizing mental health problems in 
children. Retrieved from www.mentalhealthamerica.net/farcry/go/informa-
tion/get-info/children- s- mental- health/recognizing- mental- health- problems- 
in- children.

Myers, S. S., & Pianta, R. C. (2008). Development commentary: Individual and 
contextual influences on student– teacher relationships and children’s early 
problem behaviors. Journal of Clinical Child and Adolescent Psychology, 17, 
600–608.

Price, J. M., Chiapa, A., & Walsh, N. E. (2013). Journal of Genetic Psychology, 
174(4), 464–471.

Qi, C., & Kaiser, A. (2003). Behavior problems of preschool children from low- 
income families: Review of the literature. Topics in Early Childhood Special 
Education, 23(4), 188–216.

Ray, D. C., Armstrong, S. A., Balkin, R. S., & Jayne, K. M. (2015). Child- centered 
play therapy in the schools: Review and meta- analysis. Psychology in the 
Schools, 52(2), 107–123.

Ray, D. C., Blanco, P. J., Sullivan, J. M., & Holliman, R. (2009). An exploratory 
study of child- centered play therapy with aggressive children. International 
Journal of Play Therapy, 18(3), 162–175.

Sanders, M. R., & McFarland, M. L. (2000). The treatment of depressed mothers 
with disruptive children: A controlled evaluation of a cognitive behavioral 
family intervention. Behavior Therapy, 31, 89–112.

Smith, B. J., & Fox, L. (2003). Systems of service delivery: A synthesis of evi-
dence relevant to young children at risk of or who have challenging behavior. 
Retrieved from www.challengingbehavior.org.

Sugai, G., Sprague, J. R., Horner, R. H., & Walker, H. M. (2000). Preventing 
school violence: The use of office discipline referrals to assess and monitor 



268 applications for other DisorDers

school- wide discipline interventions. Journal of Emotional and Behavioral 
Disorders, 8, 94–101.

Utley, C. A., Kozleski, E., Smith, A., & Draper, I. L. (2002). Positive behavior sup-
port: A proactive strategy for minimizing behavior problems in urban multi-
cultural youth. Journal of Positive Behavior Interventions, 4, 196–207.

Webster- Stratton, C., & Taylor, T. (2001). Nipping early risk factors in the bud: 
Preventing substance abuse, delinquency, and violence in adolescence through 
interventions targeted at young children (0–8 years). Prevention Science, 2, 
165–192.

Wilson, B. J., & Ray, D. C. (2018). Child- centered play therapy: Aggression, empa-
thy, and self- regulation, Journal of Counseling and Development, 96(4), 
399–409.

Wilson, S. J., Lipsey, M. W., & Derzon, J. H. (2003). The effects of school- based 
intervention programs on aggressive behavior: A meta- analysis. Journal of 
Consulting and Clinical Psychology, 71(1), 136–149.



 269

Abuse. See Sexually abused children; Trauma
Achenbach System of Empirically Based 

Assessments (ASEBA), 25–26
Action Identification intervention, 218–221
Adjustment, 37, 114–115, 129–132
Adlerian play therapy process, 253–254, 256, 

264
Adult Attachment Interview (AAI), 243
Adult–Adolescent Parenting Inventory-2 

(AAPI-2), 26
Adverse Childhood Experiences (ACE) study, 

145, 232
Affect, 120t
Age factors, 129–130. See also Developmental 

processes
Aggression

case vignette, 198–205, 258–263
interventions for, 194–195, 195f, 196–197, 

205
overview, 192–193, 206
parent involvement in treatment and, 47, 

195–196
school behavior problems and, 251–252

Agoraphobia, 57. See also Phobias
Anger control skills, 7–8, 44–45
Anger Wall technique, 44–45
Anxiety. See also Fears; Phobias

case vignette, 149–156, 153f, 154f
depression and, 37
sexually abused children and, 145

Anxiety disorders. See Anxiety; Fears; 
Obsessive–compulsive disorder (OCD); 
Phobias; Selective mutism; Separation 
anxiety disorder; Specific phobias

Anxiety management training, 86
Assessment. See also Case formulation; 

Treatment planning
aggressive behavior and, 192–193
attachment disorders and, 233–234, 

236–237
comprehensive individualized approach 

for, 16
data gathering and, 17–26
depression and, 37
divorce and, 133
fears and phobias and, 61–62
Nurturing Engagement for Attachment 

Repair (NEAR) and, 235f
obsessive–compulsive disorder (OCD) and, 

79
overview, 8–9, 14–16, 29–30
prescriptive play therapy interventions for, 

76
selective mutism and, 93–94
sexual behavior problems and, 184, 189
sexually abused children and, 156

Attachment disorders
case vignette, 243–247
depression and, 37
empirical support for treatments for, 247

Index

Note. f or t following a page number indicates a figure or a table.



270 Index

Attachment disorders (cont.)
Nurturing Engagement for Attachment 

Repair (NEAR) and, 234–242, 235f
overview, 231–234, 248
parent involvement in treatment and, 

241–243
Attention, 161–162
Attention-deficit/hyperactivity disorder 

(ADHD)
case vignette, 172–174
interventions for, 165–172
overview, 161–163, 174
parent involvement in treatment and, 171
treatments other than play therapy for, 

163–165
Autism spectrum disorder (ASD)

AutPlay® Therapy and, 217–221
case vignette, 222–227, 224f
empirical support for treatments for, 

227–228
overview, 213–215, 228
parent and family involvement in treatment 

and, 221–222
prescriptive play therapy interventions for, 

215–217
Avoidance, 71, 92, 112

Balloons of Anger technique, 45
Baseline clinical screening, 25–26. See also 

Assessment
Beat the Clock intervention, 168–169, 

173–174
Behavior Assessment System for Children 

(BASC-3), 25–26
Behavior modification, 163–164
Behavior rating scales, 8–9, 37, 94. See also 

Assessment
Behavior therapy, 163–164
Behavioral activation, 39–40
Behavioral interventions, 93, 254–255
Behavioral observations, 21, 37, 94. See also 

Observation
Body Bubbles intervention, 225–226
Boundary Project, 183n, 185–186
Breathing exercises, 44
Broadcast News technique, 45, 51
Bubble Breaths technique, 44

Caregiver involvement in treatment. See Parent 
involvement

Caregiver reassurance strategies, 114–115
Caregiver responsiveness, 196
Case formulation, 8–9, 15, 16, 27–28
Celebration Station technique, 98
Change processes, 40–41
Checklists, 8–9, 37, 94. See also Assessment
Child Behavior Checklist (CBCL), 25–26, 193

Child-centered play therapy (CCPT) approach
aggressive behavior and, 205
autism spectrum disorder (ASD) and, 216
case vignette, 99–101
school behavior problems and, 253, 264
selective mutism and, 93, 94–95, 101–102
sexually abused children and, 148

Childhood fears. See Fears
Childhood sexuality, 179, 182–183. See also 

Sexual behavior problems
Child–parent relationship therapy (CPRT), 

221–222, 247
Children’s Aggression Scale (CAS), 193
Classroom behavior problems. See School 

behavior problems
Client needs and preferences, 9–10
Clinical formulation. See Treatment planning
Clinical interviews, 8–9, 17, 37. See also 

Assessment
Closeness Circle technique, 45–46, 51–52
Coaching parents. See Parent coaching
Cognitive approaches, 164
Cognitive functioning

cognitive development and, 21, 23–24
developmental screening and, 24
fears and, 54
fears and phobias and, 57
mental status exam (MSE) and, 21
thought content, 21, 73

Cognitive therapy (CT), 74, 84–85
Cognitive-behavioral play therapy

ADHD and, 165–172
case vignette, 49–52, 172–174
depression and, 38–41, 52
DREAM AWAY approach to treating OCD 

and, 84–86, 88–89
obsessive–compulsive disorder (OCD) and, 74
selective mutism and, 93
sexually abused children and, 146, 147–148, 

156
Cognitive-behavioral techniques, 252–253, 

257–258
Cognitive-behavioral therapy (CBT)

ADHD and, 164–165, 166
fears and phobias and, 62, 69
obsessive–compulsive disorder (OCD) and, 74
overview, 38–40
school behavior problems and, 253, 256
selective mutism and, 93
sexual behavior problems and, 188–189

Collaborative problem-solving approach, 47. 
See also Problem-solving skills

Color-Your-Life technique, 43, 49–50
Communication

ADHD and, 167–169
death or tragedy notifications and, 112–114, 

113f



Index 271

obsessive–compulsive disorder (OCD) and, 
76

therapeutic powers of play and, 7–8, 7t
Comorbidities, 36–37, 92
Competing responses, 163–164
Comprehensive assessment, 8–9, 16–26, 76. 

See also Assessment
Conditioning, 60
Conduct-disordered behaviors, 251–253. 

See also Aggression; School behavior 
problems

Connection games, 225–226
Contingent management strategies, 252–253
Control, 133–134, 146
Coping Box intervention, 116
Coping Menu intervention, 117, 118f
Coping Road intervention, 117
Coping skills

case vignette, 50
cognitive-behavioral play therapy and, 39
death or tragedy notifications and, 113f, 

114–115
depression and, 43–45
Nurturing Engagement for Attachment 

Repair (NEAR) and, 235f
sexual behavior problems and, 181–182
sexually abused children and, 148

Cost/benefit ratio, 28
Critical incident stress debriefing (CISD), 108
Cultural considerations, 26, 28, 193

Data gathering, 16, 17–26, 27–28. See also 
Assessment

DC: 0–5 diagnostic system, 22, 26
Death, 112–114, 113f
Decision-making, 121, 122f
Delays, 24, 214
Delighting-In games, 240
Depression

case vignette, 47–52
cognitive-behavioral play therapy and, 

38–41
coping skills and, 43–45
emotion regulation and, 42–43
overview, 35–37, 52
parent involvement in treatment and, 46–47
problem-solving skills and, 45–46
psychoeducation and, 41–42
school behavior problems and, 252

Developmental ecosystemic history, 17, 18–20, 
27. See also History taking

Developmental processes, 55–56, 129–130, 214
Developmental screening, 23–24. See also 

Assessment; Developmental ecosystemic 
history

Developmental Teaching Objectives Rating 
Form—Revised (DTORF-R), 24

Diagnosis
attachment disorders and, 231–234
fears and phobias and, 61–62
intake reports and, 26
mental status exam (MSE) and, 22

Diagnostic and Statistical Manual of Mental 
Disorders (DSM-5)

ADHD and, 162
attachment disorders and, 231–234
depression and, 35
fears and phobias and, 54, 56–57
intake reports and, 26
mental status exam (MSE) and, 22

Diathesis–stress model, 61
Differential diagnosis, 61–62. See also Diagnosis
Differential therapeutics, 4–5, 75
Direct behavioral conditioning, 60. See also 

Conditioning
Direct instruction, 197, 219
Disastrous events. See also Terrorism 

survivors; Trauma
need for intervention following, 107–108
parent involvement in treatment and, 123
play-based early intervention strategies for, 

111–124, 113f, 118f, 120t, 122f
using play in early interventions and, 

108–111
Discipline, 196, 254–255
Disclosure, 235f
Disorganized attachment, 233
Disruptive mood dysregulation disorder 

(DMDD). See also Depression
coping skills and, 44–45
overview, 35, 36
parent involvement in treatment and, 47

Dissociation, 146
Divorce, children of

case vignette, 135–141
empirical support for treatments for, 

141–142
overview, 127–132, 142–143
parent involvement in treatment and, 135
psychodynamic play therapy approach and, 

132–135
DREAM AWAY approach to treating OCD

case vignette, 80–84
empirical support for, 84–88
overview, 74, 77–78, 88–89
parent involvement in treatment and, 78–80

Dyadic Parent–Child Interaction Coding 
System (DPICS), 237

Dysthymic disorder. See Persistent depressive 
disorder (PDD)

Early interventions, 108–111. See also 
Interventions

Economic factors, 131, 193



272 Index

Ecosystemic factors, 27. See also 
Developmental ecosystemic history

Ecosystemic play therapy (EPT), 16
Educational functioning. See School behavior 

problems
Ego-boosting powers, 43–44
Emotion regulation skills

cognitive-behavioral play therapy and, 39
depression and, 42–43, 47
obsessive–compulsive disorder (OCD) and, 

73–74
Emotional literacy, 235f
Emotional wellness

ADHD and, 169–170
interventions following disastrous events 

and, 111, 115
obsessive–compulsive disorder (OCD) and, 

76
therapeutic powers of play and, 7–8, 7t

Emotions, 40–41, 219–220
Empirically supported treatments, 9–10. See 

also individual interventions
Environmental factors, 193, 254–255, 

261–262
Ethnicity, 193
Etiological factors, 27, 60–61
Evidence-Based Behavioral Practice Project, 29
Evidence-Based Practice in Psychology (EBPP), 

25
Executive functioning deficits, 161
Exiles, 40–41
Explosive behavior, 47. See also Aggression
Exposure and response prevention (ERP)

case vignette, 81–82
DREAM AWAY approach to treating OCD 

and, 86–88
obsessive–compulsive disorder (OCD) and, 

74
Exposure techniques

case vignette, 65–66
DREAM AWAY approach to treating OCD 

and, 84–88
fears and phobias and, 62
Nurturing Engagement for Attachment 

Repair (NEAR) and, 235f, 241
school behavior problems and, 257

Expressive interventions, 108–109

Fading, 163–164
Family factors. See also Parent factors

aggressive behavior and, 196
case vignette, 28
divorce and, 130–131
Nurturing Engagement for Attachment 

Repair (NEAR) and, 235f
obsessive–compulsive disorder (OCD) and, 

73–74

school behavior problems and, 258
sexual behavior problems and, 179–180
sexually abused children and, 147

Family interview, 20. See also Assessment
Family involvement, 221–222. See also Parent 

involvement
Family play history, 22–23. See also Play-

based assessments
Family therapy, 186–187
Fantasy, 56
Fears. See also Anxiety; Phobias

case vignette, 63–69
etiology of, 60–61
fear hierarchy and, 62
genetics and, 58–59
incidence rates, 61
overview, 54–56, 55f, 70–71
parent involvement in treatment and, 62–63
prescriptive play therapy interventions for, 

61–62, 69–71
sexually abused children and, 145
symptoms of, 57–58
temperament and, 59

Feeling Word Game
ADHD and, 167–168
case vignette, 49–50, 172–173
depression and, 43

Filial therapy, 216
Firefighters, 40–41
Follow Me Approach, 225
Foundational phase of treatment, 17
Functioning, 131–132

Generalized anxiety disorder, 37. See also 
Anxiety

Genetic factors, 58–59, 74
Goals, treatment, 15, 29, 98
Goals of behavior, 254
Gradual exposure, 62, 235f. See also Exposure 

techniques
Grief, 74
Group-based interventions, 181–182, 

185–186, 189–190, 254

Hand-ling the Decision-Making Process 
technique, 45

Helplessness, 145–146
History taking, 22–23, 133. See also 

Developmental ecosystemic history; 
Intake

Holistic assessment, 193. See also Assessment
Hope Wall intervention, 115
Hyperactivity, 162. See also Attention-deficit/

hyperactivity disorder (ADHD)

Identity confusion, 145
Immunization, 70



Index 273

Impulsivity, 161–162
In vivo exposure. See also Exposure 

techniques
case vignette, 65–66
fears and phobias and, 62
Nurturing Engagement for Attachment 

Repair (NEAR) and, 241
school behavior problems and, 257

Inattention, 161–162
Indirect teaching, 197
Individual therapy, 184–185, 253–254
Individualized assessment, 16–26. See also 

Assessment
Individualized treatment, 8, 75
Informants

comprehensive assessment and, 8–9
data gathering and, 17
developmental ecosystemic history and, 

18–20
selective mutism and, 93–94
sexually abused children and, 148

Information transmission, 60
Inhibition, 59
Insecure attachment, 233
Intake. See also Assessment

case formulation and, 27–28
data gathering and, 17–26
divorce and, 133
intake reports, 26
overview, 16
selective mutism and, 93–94, 98–99
sexually abused children and, 147–148

Integrative psychotherapy, 6, 76
Internal family systems (IFS), 40–41
Interpersonal psychotherapy for depressed 

adolescents (IPT-A), 45–46
Interventions

divorce and, 133–135
following disastrous events, 107–108, 

111–124, 113f, 118f, 120t, 122f
selective mutism and, 94–99, 101–102
using play in early interventions and, 

108–111
Interviews, clinical, 8–9, 17, 37. See also 

Assessment

Kinetic Family Drawing, 184, 187
Knowing Tree intervention, 116

Life events, 74
Limit-setting, 256–257
Loss, 74

Major depressive disorder (MDD), 35–36. See 
also Depression

Managers, 40–41
Manualized approach, 75, 84–88

Mastery play, 235f
Meaning making, 235f
Medications. See Pharmacological treatments
Memories, 148
Mental status, 17, 21–22
Modeling, 70, 164
Monitoring of progress. See Progress 

monitoring
Moral development, 220
Motivation, 161
Mutism, selective. See Selective mutism

Narrative development, 120t
National Child Traumatic Stress Network 

(NCTSN), 145–146
Neurodevelopmental disorders, 37
Neurosequential model of therapy (NMT), 

146
Nonverbal communication, 95–96
Normalization, 113f
Nurture House Dyadic Assessment (NHDA), 

236–237, 243–244
Nurturing Engagement for Attachment Repair 

(NEAR)
case vignette, 243–247
empirical support for, 247
overview, 234–242, 235f, 248
parent involvement in, 241–243

Observation. See also Assessment
comprehensive assessment and, 8–9
data gathering and, 17
depression and, 37
mental status exam (MSE) and, 21
selective mutism and, 94

Obsessive–compulsive disorder (OCD)
case vignette, 80–84
depression and, 37
DREAM AWAY approach to treating, 

77–80, 84–89
empirical support for treatments for, 84–88
overview, 73–75, 88–89
parent involvement in treatment and, 78–80
prescriptive play therapy interventions for, 

75–77

Panic disorder, 37
Parallel process, 238
Parent coaching, 239, 241
Parent factors. See also Family factors; 

Informants
aggressive behavior and, 196
developmental ecosystemic history and, 

18–20
Nurturing Engagement for Attachment 

Repair (NEAR) and, 235f
sexual behavior problems and, 179–180



274 Index

Parent intake consultation, 98–99. See also 
Intake

Parent involvement
ADHD and, 171
aggressive behavior and, 195–196
autism spectrum disorder (ASD) and, 

221–222
case vignette, 51–52
depression and, 46–47
divorce and, 135
fears and phobias and, 62–63
interventions following disastrous events 

and, 123
school behavior problems and, 258
selective mutism and, 98–99
sexual behavior problems and, 182–183
sexually abused children and, 146, 147, 149

Parent–child communication, 112–114, 113f
Parent–child interaction therapy (PCIT)

attachment disorders and, 237
autism spectrum disorder (ASD) and, 

221–222
empirical support for, 247
Nurturing Engagement for Attachment 

Repair (NEAR) and, 239
Parent–child interactions, 237, 264–265
Parent–child psychotherapy (PCP), 221–222
Parent–child relationship, 131–132, 196, 221
Parent–child relationship assessment, 23. See 

also Assessment
Parent–child sessions, 241–242
Parenting Stress Index, Fourth Edition Short 

Form (PSI-SF), 26
Parents as Soothing Partners, 235f, 236
Participant modeling, 70
Patterns in play, 120t
Peer interactions, 214–215, 251–252
Persistent depressive disorder (PDD), 35, 36. 

See also Depression
Personal strengths. See Strengths
Pharmacological treatments, 163
Phobias. See also Agoraphobia; Anxiety; Fears; 

Social anxiety disorder; Specific phobias
case vignette, 63–69
etiology of, 60–61
genetics and, 58–59
incidence rates, 61
overview, 56–57, 70–71
parent involvement in treatment and, 62–63
prescriptive play therapy interventions for, 

61–62, 69–71
symptoms of, 57–58
temperament and, 59

Physical affection, 114, 240–241
Physiological responses

fears and phobias and, 57–58
interventions following disastrous events 

and, 117, 118

Nurturing Engagement for Attachment 
Repair (NEAR) and, 235f

posttraumatic play and, 120t
Play dialogue, 133–134
Play interviews, 17, 20. See also Assessment
Play-based assessments. See also Assessment

data gathering and, 17
depression and, 37
divorce and, 133
intake and assessment process and, 22–26
sexual behavior problems and, 184

Play-based gradual exposure, 235f. See also 
Exposure techniques

Positive reinforcement, 163–164
Postdisaster interventions. See Disastrous 

events; Trauma
Posttraumatic play, 119–123, 120t, 122f
Posttraumatic stress disorder (PTSD), 146
Prescriptive matching, 6–8, 7t, 29, 76
Prescriptive play therapy model. See also 

individual interventions; individual 
models

ADHD and, 165–172
aggressive behavior and, 196–197
autism spectrum disorder (ASD) and, 

215–217
DREAM AWAY approach to treating OCD 

and, 77–78
fears and phobias and, 61–62, 69–71
obsessive–compulsive disorder (OCD) and, 

75–77
overview, 3–4, 10, 14–16
principles of, 4–10, 7t
school behavior problems and, 252–255
selective mutism and, 93
sexually abused children and, 146, 147–148

Presenting problems, 17, 18
PRIDE skills, 239
Problem formulation, 14–15
Problem-solving skills

case vignette, 50–51
cognitive-behavioral play therapy and, 39
collaborative problem-solving approach 

and, 47
depression and, 43–44, 45–46
posttraumatic play and, 121, 123

Progress monitoring, 9
Prompting, 163–164
Protectors, 40–41
Psychodynamic play therapy

case vignette, 135–141
children of divorce and, 132–135, 142–143
empirical support for, 141–142

Psychoeducation
case vignette, 67
cognitive-behavioral therapy (CBT) and, 

38–39
depression and, 41–42



Index 275

Nurturing Engagement for Attachment 
Repair (NEAR) and, 236, 238–239, 
242–243

sexual behavior problems and, 185–186, 
190

sexually abused children and, 149
Psychological first aid (PFA), 110–111, 119
Psychosocial stressors and trauma, 27. See also 

Stressors; Trauma
Psychostimulant medication, 163. See also 

Pharmacological treatments
Punishment, 254–255
Puppet play

case vignette, 49–52, 80–82
death or tragedy notifications and, 116
depression and, 42–43, 44
DREAM AWAY approach to treating OCD 

and, 86, 87

Reactive attachment disorder (RAD), 231–
232. See also Attachment disorders

Reassurance, 112–114, 113f
Rebound game, 170–171
Record reviews, 17. See also Assessment
Reinforced practice, 70
Reinforcement techniques, 163–164
Relaxation training, 44, 69–70
Representational play assessment, 23. See also 

Assessment; Play-based assessments
Rewards, 87
Risk assessment, 22, 252. See also Assessment
Rituals, 73–74
Role of the therapist. See Therapists, role of
Routines, 114–115

Safety
Nurturing Engagement for Attachment 

Repair (NEAR) and, 234, 235f
sexually abused children and, 148, 156

School behavior problems
case vignette, 258–263
interventions for, 252–258, 263–265
overview, 251–252, 265
parent involvement in treatment and, 258

School-based interventions, 255–258
Second Step program

case vignette, 262–263
empirical support for, 263–265
school behavior problems and, 254, 

257–258
Security, 235f
Selective mutism. See also Anxiety disorders

assessment and, 93–94
case vignette, 99–101
interventions for, 94–99, 101–102
overview, 92, 102
parent involvement in treatment and,  

98–99

prescriptive play therapy interventions for, 
93

treatment planning and, 93–94
Selective Mutism Questionnaire (SMQ), 94
Self-actualization, 42
Self-efficacy, 44
Self-esteem, 44, 145
Self-expression, 42, 196–197
Self-leadership, 40–41
Self-regulation

ADHD and, 170
AutPlay® Therapy and, 220–221
case vignette, 80–82
Nurturing Engagement for Attachment 

Repair (NEAR) and, 235f
selective mutism and, 98
sexual behavior problems and, 181–182

Self-worth, 195–196, 214
Separation anxiety disorder, 37. See also 

Anxiety
Sexual behavior problems

case vignette, 183–188
interventions for, 180–182, 188–189
overview, 178–180, 189–190
parent involvement in treatment and, 

182–183
Sexually abused children. See also Trauma

case vignette, 149–156, 153f, 154f
empirical support for treatments for, 

155–156
interventions for, 146, 147–148
overview, 145–146, 156
parent involvement in treatment and, 149
sexual behavior problems and, 179

Skill building, 239, 241
SM-Social Communication Comfort Scale 

(SM-SCCS), 94
Social anxiety disorder, 37, 57, 98–99. See 

also Phobias
Social Emotional Assets and Resilience Scales 

(SEARS), 193
Social functioning

aggressive behavior and, 195–196
autism spectrum disorder (ASD) and, 

214–215
AutPlay® Therapy and, 220
divorce and, 131
school behavior problems and, 253
therapeutic powers of play and, 7–8

Social relationships, 7–8, 7t, 76
Social–emotional development, 23–24
Specific phobias, 57. See also Phobias
Splatz game, 169–170, 173
Spontaneous play, 119–123, 120t, 122f
Standardized assessment instruments, 8–9, 17, 

61–62. See also Assessment
Stimulus control, 163–164
Stimulus hierarchy, 87



276 Index

Strengths
ADHD and, 170–171
aggressive behavior and, 195–196
obsessive–compulsive disorder (OCD) and, 

76–77
school behavior problems and, 256
therapeutic powers of play and, 7–8, 7t

Stress inoculation, 7–8, 220
Stressors, 27–28. See also Psychosocial 

stressors and trauma
Subjective units of distress (SUDS), 86
Superhero Superpower Skills intervention, 97
Symptoms

ADHD and, 161–163
depression and, 35–36, 52
fears and phobias and, 57–58
progress monitoring and, 9

Systemic desensitization, 69–70

Talking-bubble intervention, 95–96
Teacher Report Form (TRF), 25–26
Teachers. See Informants; School behavior 

problems
Temperament, 59
Termination, 134–135, 227
Terrorism survivors. See also Disastrous 

events; Trauma
need for intervention and, 107–108
parent involvement in treatment and, 123
play-based early intervention strategies for, 

111–124, 113f, 118f, 120t, 122f
using play in early interventions and, 

108–111
Therapeutic relationship

AutPlay® Therapy and, 220
psychodynamic play therapy approach with 

children of divorce and, 134–135
selective mutism and, 95

Therapist variables, 9–10, 15, 181
Therapists, role of, 10
Theraplay®

autism spectrum disorder (ASD) and, 216, 
221–222

Nurturing Engagement for Attachment 
Repair (NEAR) and, 239–240, 241–242

Thought content, 21, 73, 235f. See also 
Cognitive functioning

Toolbox approaches, 44, 50
Touch, 240–241
Tragedy, 112–114, 113f. See also Disastrous 

events; Trauma

Transmission of information pathway, 60
Transtheoretical approach, 75
Trauma. See also Disastrous events; 

Psychosocial stressors and trauma; 
Sexually abused children; Terrorism 
survivors

case formulation and, 27–28
mental status exam (MSE) and, 22
Nurturing Engagement for Attachment 

Repair (NEAR) and, 234–242, 235f
obsessive–compulsive disorder (OCD) and, 

74
parent involvement in treatment and, 123
play-based early intervention strategies for, 

111–124, 113f, 118f, 120t, 122f
sexual behavior problems and, 189
social–emotional delays and, 24

Trauma narrative, 235f
Trauma Symptom Checklist for Young 

Children (TSCYC), 25–26
Trauma-informed interventions, 189. See also 

individual interventions
TraumaPlay model, 234, 235f. See also 

Nurturing Engagement for Attachment 
Repair (NEAR)

Trauma-related disorders, 37, 92
Treatment decisions, 9–10, 121, 122f
Treatment goals, 15, 29, 98
Treatment planning

comprehensive assessment and, 8–9
fears and phobias and, 61–62
obsessive–compulsive disorder (OCD) and, 

79–80
overview, 16, 28–29
in prescriptive psychotherapy, 3
selective mutism and, 93–94

Trust
Nurturing Engagement for Attachment 

Repair (NEAR) and, 241
selective mutism and, 95
sexually abused children and, 148, 156

Trust-based relational intervention skills 
(TBRI), 241–242

Unconscious, 197

Vicarious learning, 60
Vicarious trauma, 74

WhisperPhone® Duet intervention, 96–97, 100
Worry. See Anxiety


	Cover
	Half Title Page
	Title Page
	Copyright
	Dedication
	About the Editors
	Contributors
	Preface
	Contents
	I. Description of and Rationale for Prescriptive Play Therapy
	1. Basic Principles and Core Practices of Prescriptive Play Therapy
	2. Comprehensive, Individualized Assessment for Prescriptive Play Therapy

	II. Clinical Applications of Prescriptive Play Therapy for Internalizing Disorders
	3. Play Therapy for Children with Depression
	4. Play Therapy for Children with Fears and Phobias
	5. Play Therapy for Children with Obsessive–Compulsive Disorder
	6. Play Therapy for Children with Selective Mutism

	III. Clinical Applications of Prescriptive Play Therapy for Stress/Trauma Reactions
	7. Play Interventions for Young Survivors of Disaster, Terrorism, and Other Tragic Events
	8. Play Therapy for Children of Divorce
	9. Play Therapy for Children Who Have Been Sexually Abused

	IV. Clinical Applications of Prescriptive Play Therapy for Externalizing Disorders
	10. Play Therapy for Children with Attention‑Deficit/Hyperactivity Disorder
	11. Play Therapy for Children with Problem Sexual Behaviors
	12. Play Therapy for Children Exhibiting Aggressive Behaviors

	V. Clinical Applications of Prescriptive Play Therapy for Other Disorders
	13. Play Therapy for Children with Autism Spectrum Disorder
	14. Play Therapy for Children with Attachment Disruptions
	15. Play Therapy for Children with School Behavior Problems

	Index

