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Praise for The Therapeutic Powers of Play: 20 Core Agents of Change, Second Edition

“This first chapter of this book uses the concept of ‘therapeutic factors’ to create a very logical framework/rationale for pulling together the theories and techniques one might integrate into a prescriptive approach to play therapy. This is incredibly useful as it allows therapists to tailor their work to the needs of their child clients in a logical and systematic way. The remaining chapters describe some of those therapeutic factors and play strategies from which the prescriptive play therapist might draw in creating individualized treatment approaches.”

Kevin O'Connor, PhD
Distinguished Professor
California School of Professional Psychology
at Alliant International University

“The hallmark of a good play therapist is a clear understanding of why play interventions are pertinent, how they work to foster therapeutic change, and how to select and facilitate play therapy processes in ways that are theoretically grounded and empathically attuned to their clients' needs. The Therapeutic Powers of Play provides breadth and depth in exploring the essential features of play operating within the therapy process. Each chapter describes a fundamental therapeutic power of play, empirical support for it, its role in bringing about change, and case material to illustrate. This volume provides a key avenue for play therapists to understand the inner workings of their craft, and thereby, to enhance their use of play therapy with a wide range of client challenges.”

Risë VanFleet, PhD, RPT-S, CDBC
Author of Child-Centered Play Therapy;
Filial Therapy: Play Therapy With Kids and Canines, and Others
President, Family Enhancement and Play Therapy Center
Past Chair of the Board, the Association for Play Therapy
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This book is dedicated to a clearer, more understandable, and
more effective application of the therapeutic powers of
play by everyone.





Preface

Numerous reviews of play therapy outcome research have shown that play therapy is effective, with effect sizes ranging from medium to large (Bratton, Ray, Rhine, & Jones, 2005). The question remains, however, why and how does play therapy work? It is necessary to study the mechanism of change underlying play therapy to understand the specific forces that cause therapeutic improvement in a client. The goal of The Therapeutic Powers of Play: 20 Core Agents of Change, Second Edition is to provide the reader with a comprehensive understanding of the active ingredients in play that produce therapeutic change.

The basic purpose of psychotherapy is to bring about change for the client. Thus, the identification of the change agents in play is of central importance to child and adolescent practitioners. We believe these therapeutic powers of play constitute play therapy's innermost core, its essence, its “heart and soul”!

Many leaders in the field of psychotherapy, including Alan Kazdin (2003) and Irving Yalom (1985), have proposed that the study of change agents is the best way to improve clinical practice. Such study, they maintain, fosters a more targeted and efficient treatment delivery. Clearly, a greater understanding of the active forces of change in child and play therapy will not only broaden practitioners' repertoire of treatment strategies but aid their ability to tailor them to meet the needs of individual clients.

Schaefer (1993) was the first to present a list of the major therapeutic powers of play, including self-expression, relationship enhancement, abreaction, and attachment formation. This second edition of The Therapeutic Powers of Play will further clarify and deepen our knowledge of the core healing powers of play (Table P.1) in light of accumulating clinical experience and research findings.

Table P.1 Major Therapeutic Powers of Play.




	

1. Introduction
I. Facilitates Communication



2. Self-Expression

3. Access to the Unconscious

4. Direct Teaching

5. Indirect Teaching
II. Fosters Emotional Wellness



6. Catharsis

7. Abreaction

8. Positive Emotions

9. Counterconditioning of Fears

10. Stress Inoculation

11. Stress Management
III. Enhances Social Relationships



12. Therapeutic Relationship

13. Attachment

14. Social Competence

15. Empathy
IV. Increases Personal Strengths



16. Creative Problem Solving

17. Resiliency

18. Moral Development

19. Accelerated Psychological Development

20. Self-Regulation

21. Self-Esteem







The basic premise of this book is that play is not just a medium or context for applying other interventions but that inherent in play behaviors are a broad spectrum of active forces that produce behavior change. It is hoped that through a better understanding of these change agents, practitioners can become better clinicians, as well as researchers better able to hone their studies to isolate and validate how and why change occurs.

In reading the second edition, one might focus in isolation or in combination on the specific powers that one would like to understand more fully and implement more effectively. Other readers will want to read the entire book so as to develop a wider repertoire of the therapeutic powers of play to use in their clinical practice. The book also serves as a practical reference for identifying and applying the power(s) of play best suited for treating specific presenting problems of children and adolescents. Each chapter offers suggested practical techniques and applications, along with clinical case vignettes from various theoretical viewpoints that help illustrate each therapeutic power and how to maximize its benefits. As a result, this volume should become an invaluable resource for play and child therapists of all levels of experience and of all theoretical orientations.

Charles E. Schaefer
Athena A. Drewes
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Chapter 1

Introduction

How Play Therapy Causes Therapeutic Change

Athena A. Drewes and Charles E. Schaefer

Therapeutic Factors

Virgil (n.d.) once wrote “Fortunate the man who can understand the cause of things” and how true that is for child and play therapists with regard to conducting treatment and research. An accurate understanding of how play therapy works to cause change involves looking inside the black box to identify the therapeutic factors that operate to produce a treatment effect (Holmes & Kivlighan, 2000).

Therapeutic factors are the actual mechanisms that effect change in clients (Yalom, 1995). They represent a middle level of abstraction between general theories and concrete techniques. Theories, such as humanistic, psychodynamic, and cognitive-behavioral, comprise the highest level of abstraction. They offer a framework for understanding the origin and treatment of problematic behaviors, and often a philosophical view on the nature of human life. Therapeutic factors, the middle level of abstraction, refer to specific clinical strategies, for example, catharsis, counterconditioning, and contingency management, for obtaining the desired change in a client's dysfunctional behavior. Techniques, the lowest level of abstraction, are observable clinical procedures designed to implement the therapeutic factors, for example, sand play, role playing with puppets, and storytelling. Therapeutic factors have been given various names, for example, “therapeutic powers,”“change mechanisms,”“mediators of change,”“causal factors,” and “principles of therapeutic action.” These terms have been used interchangeably to refer to the same concept, that is, the overt and covert activities that various theoretical systems use to produce change in a client. A therapeutic power may be a thought, for example, insight; a feeling, for example, a positive affect; or a behavior, for example, role play. What they have in common is that they all act to produce a positive change in the client's presenting problem. Therapeutic powers transcend culture, language, age, and gender. They are considered to be “specific” factors versus “common” factors” in psychotherapy (Barron & Kenny, 1986). Specific factors refer to causal agents of change specific to a particular therapeutic approach. Common factors, on the other hand, refer to change agents common to all theoretical orientations, for example, a supportive relationship, or the instillation of hope.

Historical Background

Initially, the literature on therapeutic powers was largely anecdotal and consisted of clinicians describing the change principles they found effective in treatment. Corsini and Rosenberg (1955) are considered the first to offer a taxonomy of therapeutic factors in psychotherapy. They reviewed the group psychotherapy literature for observations reflecting change mechanisms and compiled a list of nine factors. Irving Yalom (1995) expanded the list to 11 factors that he described in his classic group psychotherapy text. In accord with his belief that other group members are the major source of change for group members, his factors included “universality” (realization that you are not alone and others are struggling with the same problem), “vicarious learning” (client improves in response to the observation of another group member's experience), “catharsis” (release of pent-up feelings in the group), and “interpersonal learning” (learning from personal interactions with other clients in the group). Interest in identifying and researching the specific therapeutic powers in other forms of psychotherapy, for example, individual, couples, and family therapy has also grown in recent years (Ablon, Levy, & Katzenstein, 2006; Holmes & Kivlighan, 2000; Spielman, Pasek, & McFall, 2007; Wark, 1994).

Therapeutic Powers of Play

The therapeutic powers of play refer to the specific change agents in which play initiates, facilitates, or strengthens their therapeutic effect. These play powers act as mediators that positively influence the desired change in the client (Barron & Kenny, 1986). In other words, the play actually helps produce the change and is not just a medium for applying other change agents nor does it just moderate the strength or direction of the therapeutic change. Based on a review of the literature and the clinical experiences of play therapists, we have identified 20 core therapeutic powers of play, which are the focus of the following chapters in this book. Among these powers are change agents that improve a client's attachment formation, self-expression, emotion regulation, resiliency, self-esteem, and stress management. In the following chapters, the contributors describe the nature of these powers and illustrate their therapeutic application to clinical cases.

Transtheoretical Model of Play Therapy

The therapeutic powers of play transcend particular models of play therapy by defining treatment in terms of cross-cutting principles of therapeutic change (Castonguay & Beutler, 2005; Kazdin & Nock, 2003). While some play therapists will be interested primarily in the narrow band of change agents underlying their preferred theory, for example, cognitive-behavioral play therapy, a growing number of play therapists will seek to understand and apply all of the multiple change agents in play therapy. By adopting a transtheoretical orientation (Prochaska, 1995), play therapists avoid becoming locked into a single theory that they then must apply to all clients in a “one-size-fits-all” Procrustean Bed manner. Clearly, no single theoretical approach has proven strong enough to resolve all the diverse presenting problems of clients. Indeed, empirical research has supported the “differential therapeutics” concept that certain change agents are more effective for specific disorders than other agents (Frances, Clarkin, & Perry, 1984; Siev & Chambless, 2007).

Transtheoretical play therapy entails selecting and adding to your repertoire the best change agents from among all the major theories of play therapy. Among the underlying premises of this eclectic, transtheoretical approach to psychotherapy are:


	Each of the major theories of play therapy has practical change agents that can increase one's clinical effectiveness (Prochaska, 1995).

	The more therapeutic powers of play in your repertoire, the better able you will be to eclectically select the one(s) with the best empirical support for treating a particular disorder (Schaefer, 2011).

	With multiple change agents at your disposal, you can implement an evidence-based treatment plan that prescriptively tailors your play intervention to meet the individual needs and preferences of a client as well as your own skills and judgment (Schaefer, 2001).




The overarching aim of prescriptive play therapy is to individualize a treatment plan so as to answer Gordon Paul's famous question: “What treatment, by whom, is most effective for this individual with that specific problem, under which set of circumstances, and how does it come about?” (Paul, 1967, p. 111).




	Therapists who possess multiple change agents can integrate several of them so as to strengthen the impact of a play intervention when the client's psychopathology is complex, multidetermined, and/or long-lasting.



Theoretical integration involves the synthesis of two or more change agents in the belief that the resulting integration will surpass the effect of a single change mechanism. The integrative movement in which therapists shift from adherence to a single theory to a broader orientation has become particularly strong of late in the field of play therapy (Drewes, Bratton, & Schaefer, 2011).

The editors of this volume personally believe that the field of play therapy is advanced by the trend toward the application of a transtheoretical approach to play therapy. Although various labels have been applied to the transtheoretical play therapy movement, for example, prescriptive, prescriptive/eclectic, and integrative play therapy, it is characterized by a dissatisfaction with single-school approaches and a simultaneous desire to look beyond school boundaries to determine what play therapy change mechanisms contained in other theories can be learned and added to one's practice. The ultimate aim of doing so is to enhance one's effectiveness and efficiency as a play therapist.

Future Directions

Many prominent psychotherapists have called for a shift in psychotherapy training from an emphasis on broad theories of psychotherapy to a focus on therapeutic change mechanisms. Two main reasons a greater understanding of change agents is of vital importance to play therapists and other clinicians are:


1. It should improve clinical effectiveness by facilitating a more targeted and efficient treatment delivery through “prescriptive matching,” that is, the matching of curative factor(s) in play to the underlying cause(s) of a disorder (Shirk & Russell, 1996).

In this regard, Kazdin (2001) proposed that the first step in treatment planning is the identification of the core cognitive, affective, and behavioral forces involved in the development and maintenance of a particular clinical problem, for example, insecure attachment. Once the primary origin(s) of a disorder are uncovered through a comprehensive assessment, specific therapeutic powers can be applied that are designed to elicit change in the factors causing and/or maintaining the disorder.

2. It should encourage the development of a broad repertoire of change agents that transcend adherence to a single-theory model (Goldfried & Wolfe, 1998).



In our opinion, we need the full arsenal of the therapeutic powers of play to effectively and efficiently overcome the many forces of psychopathology. In addition to expanded instruction and training on the importance and application of the causal mechanisms in play therapy, we need to substantially expand process research studies on play therapy so as to further identify and validate the specific therapeutic powers of play. We believe these change mechanisms are the essence, the “heart and soul” of play therapy and, as such, deserve much greater attention by play therapists and researchers.

We appreciate the efforts of the chapter contributors in this book to deepen our understanding and application of the therapeutic powers of play.

How Best to Use the Material in This Book

Ideally the reader would benefit from reading the entire book in order to gain the most benefits. However, each chapter stands alone and can be read separately from the other chapters to address a specific issue or area of interest. There are also sections and chapters that flow together that can be read as a cluster depending on the treatment being done and the client being served. As mentioned earlier, a prescriptive approach is best utilized, thinking about your client's needs, where they currently are, and what symptoms and goals you are addressing in your treatment plan. Are your clients dealing with cognitive processes, emotional processes, or interpersonal processes (O'Connor, 2010; Shirk & Russell, 1996)? Or perhaps all of these at one time or at various stages in the treatment?

Cognitive processes involve learning adaptive or compensatory cognitive skills such as social skills; the reorganization of the meaning of experiences; and the gaining of an increased self-awareness (O'Connor, 2010; Shirk & Russell, 1996). Examples would be those of children struggling with a trauma that has impacted their worldview, thus creating cognitive distortions and misconceptions, or children with Asperger's disorder who lack the knowledge of friendship skills and how to respond in socially acceptable ways, or children with executive functioning difficulties due to an attention deficit disorder.

In these types of cases the therapist might focus on change agents involving the direct and indirect teaching of skills such as social and problem-solving skills or teaching compensatory or adaptive skills, along with ways to increase a client's cognitive development, self-esteem, and resiliency (O'Connor, 2010).

Chapters That Best Help With Cognitive Processes Include:


Direct Teaching (Chapter 3)

Indirect Teaching (Chapter 4)

Creative Problem Solving (Chapter 16)

Resiliency (Chapter 17)

Accelerated Psychological Development (Chapter 19)

Self-Esteem (Chapter 21)



If the client does not seem to display an ability to develop insight and needs help in reorganizing the meaning of their experiences (cognitive distortions and misattributions) and modifying assumptions and expectations that might be brought to the session, which might be seen in the content of the play (symbolically) or from direct verbalizations, the reader might want to also focus on the chapters on:


Self-Expression (Chapter 2)

Access to the Unconscious (Chapter 3)



Clients may display difficulty in the area of emotional processes (O'Connor, 2010; Shirk & Russell, 1996). More specifically, they may show deficits in feelings identification, emotional expression, discharge of negative emotions, and integration of emotions. This may be due to a variety of causes ranging from trauma (sexual abuse, physical abuse, domestic violence) to systemic and biological issues. In these cases, the therapist would want to look at chapters that focus on helping with affect regulation through the cathartic release of feelings that results in mastery or control; teaching the client how to recognize, as well as be aware of, name and talk about their own feelings and those of others; the integration of their feelings and personal emotional experience; and the development of coping strategies or psychological defenses that would avoid emotional dysregulation (O'Connor, 2010).

Chapters That Assist in Treatment of Maladaptive Emotional Processes Include:


Catharsis (Chapter 6)

Abreaction (Chapter 7)

Positive Emotions (Chapter 8)

Stress Inoculation (Chapter 10)

Stress Management (Chapter 11)

Empathy (Chapter 15)


If the client, perhaps as a result of trauma or other developmental issues, develops specific fears and phobias, the reader would want to be sure to also look at Chapter 9, Counterconditioning Fears.

Clients may show deficits in interpersonal processes (O'Connor, 2010; Shirk & Russell, 1996) and need treatment designed to foster positive relationships. Attachment difficulties may be present due to prolonged separations from parents due to hospitalizations/placements or due to parental neglect, abuse, disengagement, or loss. Through the therapeutic relationship the client is able to utilize the play therapist as a secondary attachment figure to work through past negative experiences and to develop an alternative relationship of trust and connection. Difficulties with peer relationships and forming friendships might necessitate treatment that offers social-emotional support as well as supportive scaffolding in bolstering the client's functioning with the environment (school, after-school activities, engaging parents) (O'Connor, 2010).

Chapters That Help in Focusing on Such Social Difficulties Include:


Direct Teaching (Chapter 4)

Therapeutic Relationship (Chapter 12)

Attachment (Chapter 13)

Positive Peer Relationships (Chapter 13)

Creative Problem Solving (Chapter 16)

Moral Development (Chapter 18)



It is our hope that the reader will frequently utilize this book as a guide and resource in creating treatment plans that are tailor-made to overcome an individual client's problems. We are confident that a greater understanding of the therapeutic powers of play will not only result in more effective treatment gains for clients, but also in better formulated and focused research. To further move the field of play therapy into the mainstream, we need studies designed to show how play is the active ingredient that leads to therapeutic change.
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Part I

Facilitates Communication

Play, the natural language of the child, is often the easiest way for children to express troubling thoughts and feelings that are both conscious and unconscious. Also, by making learning an enjoyable experience, therapists are best able to impart information needed by clients to overcome knowledge and skills deficits.


	Self-Expression

	Access to the Unconscious

	Direct Teaching

	Indirect Teaching







Chapter 2

Self-Expression

Mary Morrison Bennett and Stephanie Eberts

Four-year-old Sophie was just told that there will be a new baby in her family, that there is a baby in her mommy's tummy. Sophie begins to ask questions if other women have babies in their tummies and she requests to see the baby. As Sophie plays she comes out of her room with a baby doll under her shirt and sits on the couch next to her mommy. Sophie is working to understand and make sense of pregnancy. Although she thinks it will be fun to have a baby, she desires to understand what it is like to have a baby growing in her tummy and asks on a daily basis when the baby will be here. This type of play is common for young children, as their play is indicative of their perspective of their world.

Self-expression is a part of communication, emotional release, mastery, gaining understanding, creativity, and so much more. Play is a critical component of communication for children; play allows children the freedom to explore emotions, experiences and relationships (Axline, 1947). Play is critical to a child's development (Elkind, 2007). Therapy does not happen without self-expression in play. One might consider that all play is self-expression, that one cannot play without expressing oneself, just as it is impossible for adults to speak without expressing themselves. Schaefer (1993) established self-expression as a therapeutic power of play in play therapy.

Why Is Self-Expression Therapeutic?

Most would agree that self-expression is critical to our happiness as humans. Adolescents and adults express themselves in both verbal and nonverbal ways. However, few people consider how young children express themselves. Play provides children with the opportunity to express their feelings and thoughts and to make sense of their experiences.

Play Is a Child's Natural Language

Children do not have the vocabulary to accurately express their emotions or their understanding of situations. “Play therapy is based upon the fact that play is the child's natural medium of self-expression. It is an opportunity which is given to the child to ‘play out’ his feelings and problems just as in certain types of adult therapy, an individual ‘talks out’ his difficulties” (Axline, 1947, p. 9).

Toys are their words, and play is their language (Ginott, 1960). Axline (1947) believed that play is the most developmentally appropriate mode of expression for children. Play enables children to fully express themselves without hesitation or fear because children at play feel safe (Landreth, Homeyer, & Morrison, 2006). Characteristically, young children do not have the vocabulary or abstract thinking ability to verbally express their inner world. However, they can readily express their thoughts, feelings, and wishes through their natural medium of expression—play.

Piaget (1951) stated that “Play provides the child with the live, dynamic, individual language indispensable for the expression of his subjective feelings for which collective language alone is inadequate” (p. 166). He further cited evidence from developmental studies on cognition, which indicated that for children below the age of junior high, the use of concrete play materials and activities are more suitable than verbal abstractions as a means of self-expression. It is important to note that spontaneous, free play and self-expression does not occur for children in extremely stressful or anxious situations such as with children who have been traumatized or who are depressed or highly anxious (Landreth, 2012). Erikson (1963) stated that allowing children to play out their experiences is the greatest self-healing modality available to children. It is through play that children explore the unfamiliar and make it familiar, thus facilitating understanding of self, others, and their experiences. Landreth (1993) stated, “Play facilitates understanding and understanding thus facilitates children's self-expression” (p. 45).

Play Allows Children to Talk in the Third Person

Pretend play allows children to “talk in the third person,” that is, have dolls, puppets, and make-believe characters express or act out for them the thoughts, feelings, and behaviors that are too difficult or threatening to express directly (Schaefer, 2012). Children can project intense feelings and emotions onto the toys in play, thus creating a safe and controlled way for emotional expression (Landreth, 1993). Gil (2006) stated that while some children may consciously choose to avoid talking about difficult feelings or emotions, they are drawn to replay such traumatic events through the use of symbols (toys) that provide a safe distance, allowing them to express their feelings and understanding about the event. This allows children to gain mastery over experiences and emotions resulting in an increased ability to self-regulate. Schaefer (1993) stated that play enables children to express both the unconscious as well as conscious feelings. Adults who are able to understand a child's play are able to see the inner world of the child and have a unique understanding of the child's world.

Play makes the unmanageable manageable (Landreth, 2012). It is critical that play be understood by adults from the child's perspective. A child's play gives us a window into the child's world. Often when adults look at play they see it as a simple activity of childhood, silly and without meaning. However, when a child plays, full expression of self occurs including past experiences, reactions to and feelings about those experiences, and what the child wishes, wants, and needs (Landreth et al., 2006).

Play Allows for an “As If,” Not Real-Life Quality

Pretend play allows for a distance from real life. Emotions, thoughts, wishes, and fantasies can be expressed in play that one might not express in real life. Play presents clients with plausible deniability concerning upsetting material, that is, it permits clients to suspend and if necessary to disavow its reality. After all it is just pretend or a game (Levy, 2008). Often in play therapy sessions, the emotions elicited in a child during play become too intense and the child needs a break. When children take a break from the emotions they are experiencing in play, a play disruption occurs (Findling, Bratton, & Henson, 2006). Children also enjoy the freedom that pretend play offers in trying out ideas and feelings to see if they fit. To illustrate, “A 12-year-old boy once said, ‘Puppet play is a good way to get our feelings out instead of expressing them in real life where they can really hurt or embarrass somebody. You can express feelings with puppets and if someone says, “Why did you feel that way? You say I don't know. I just made it up.” You can get out of it real easy’” (Schaefer, 2012, p. 6).

Play Allows for Expression of the Ineffable

At times, we cannot express inner states well in words but we may be able to depict them better in one of the creative arts, such as drawing, dance, play creations. For example, “A sand tray creation can translate a personal experience into a concrete three-dimensional form. Just as a picture can say more than a thousand words, a sand scene can express feelings and conflicts that previously had no verbal language. Hence, the sand scenes constructed in the playroom can offer a rich and highly individualized medium for pre-verbal and non-verbal expression” (Schaefer, 2012, p. 7). There are often experiences in life that are too complicated or amazing for words. Due to the limited verbal expression of children, this is a frequent occurrence and play is critical in facilitating children's expression of experiences.

Play Provides Safety in Facilitating Expression

When the child feels the safety of the environment and relationship, any self-consciousness is overcome. Children are often engrossed in their play and as a result, more likely to inadvertently express things that they would ordinarily not do. In the safe, enjoyable environment of the playroom, children are likely to let their guard down and reveal their inner self. This safe and relaxing environment often sets children at ease, thus allowing them to talk while playing in addition to express themselves through play (Schaefer, 2012).

Most adults would agree that there are few places and few relationships in which they can honestly express themselves; therefore it is critical for therapists to provide a safe environment to facilitate expression in order for clients to fully articulate themselves. Children may have a greater need for a safe, accepting, and inviting relationship due to their limited development, limited sense of self, self-efficacy, and confidence in their ability to express themselves. Children's expression is often limited; there are few times children are allowed to fully communicate their feelings. Adults often limit children's expression because their feelings are displayed through their behavior, which may be inappropriate by adult standards. In the therapeutic setting, self-expression is therapeutic because it is allowed and children are provided an environment where expression is welcome. They are in a relationship that is accepting and genuine and a developmentally appropriate environment created just for children.

For example, Virginia Axline (1947) described a situation involving one of her clients—Mikie, age 22 months. The boy's mother reported to Axline that Mikie would not eat. While playing in the sandbox Mikie overheard his mother's comment, got out of the sandbox, put the rag doll in the high chair, put sand in the toy dishes, and played out his experiences in eating, by shoving a spoonful of sand at the doll and saying, “Eat. Eat!” He then threw the spoonful of sand on the floor, scraping his feet in it and shouting “No. No. No!” This he repeated several times while his mother watched in amazement—and Axline said, “Someone wants the baby to eat, but the baby says ‘No.’” The mother realized she had become demanding that he eat what she put in front of him. Once she released this control, she reported to Axline that eating was no longer a battle.

Empirical Support of the Power of Self-Expression in Play Therapy

Self-expression as a therapeutic factor is a component of therapy that needs to be further researched, although it seems to be an accepted fact that it is healing for children to express themselves in play therapy. Several leaders in the field of play therapy have written on the importance of self-expression in play and the difference they have seen in the healing of children (Axline, 1947; Badenoch, 2008; Elkind, 2007; Kottman, 2003; Landreth, 1993, 2012; Piaget, 1951; Schaefer, 1993; Terr, 1981).

Self-Expression in Traumatic Play

Anna Freud and Dorothy Burlingham (1943) first described the play of a young child who had experienced a bombing in their work War and Children. While they described the repetitive play of Bertie bombing his bed with paper airplanes they did not describe his play as different from the play of normally developing children. Terr (1990) first noticed the “grim and monotonous” play of traumatized children expressing deeper emotions and experiences than children who had not experienced a trauma. Terr studied the play behaviors and themes of 12 traumatized children and one traumatized adult, who participated in 3- to 4-hour-long play therapy sessions. As a result of this research Terr identified 11 characteristic ways children express their posttraumatic play: compulsive repetitiveness, unconscious link to the traumatic event, literalness, failure to relieve anxiety, wide range of players, varying lag time prior to its development, carrying power to involve nontraumatized children, contagion to new generations, danger, art, and talk as alternative modes of playing, and usefulness of tracing post-traumatic play to an earlier trauma (Terr, 1981, p. 741).

Gil (2006) stated that the best outcomes occur when children engaged in posttraumatic play are in a therapeutic setting, in the presence of a trained clinician who can respond appropriately and provide support to the child's intense expressive and emotionally charged play.

Building on Terr's characteristics of posttraumatic play, Findling, Bratton, and Henson (2006) created the Trauma Play Scale (TPS) to be used in analyzing play in play therapy to determine if it could be considered posttraumatic play. In this pilot study the researchers studied children who had suffered a trauma and nontraumatized but clinically referred children who were participating in Child-Centered Play Therapy. Results indicated that children who suffered a trauma scored higher on the TPS than children who were clinically referred but had not been traumatized. These results indicated there is a difference in the play of these children. While both groups of children engaged in self-expression in play therapy the expression of the traumatized children had different qualities than the nontraumatized children. Meyers, Bratton, Hagen, and Findling (2011) completed a follow-up study to continue the development of the TPS. When compared with normally developing children, who were not clinically referred for therapy, results indicated that children with a history of interpersonal trauma scored higher in all five domains of the TPS. There was a significant difference between the two groups indicating a strong positive relationship between the trauma history and participants' scores on the TPS. While these results do not report specifically on self-expression, one can see the importance of and value of self-expression in play. There was a clear difference in the way expression occurs in the playroom depending on the personal history of the children.

Self-Expression Play in Brain Development

Providing a safe and open relationship where children lead the play activates areas of the limbic system (Badenoch, 2008). Neuroscience appears to be supporting the importance of freedom of expression in activating the self-healing of the brain.

The limbic system contains our motivational circuits and becomes active when children are in connection with adults, and experiencing caring, social bonding, and playfulness. Badenoch (2008) states that once this system is activated, the release of dopamine provides a sense of enjoyment, focus and the drive to complete tasks. She further states that in the presence of a supportive adult, children can find access to this system quickly. As the therapeutic relationship develops, the circuits of the middle prefrontal area and emotions of the limbic system balance and eventually give children the capacity for self-regulation. Badenoch cautions that when adults lead in the play process and especially if they become insistent or are off-target, the rage system is easily activated. This is easily repaired, if therapists see this rage and pull back to provide space for the child's whole being to emerge. In the therapeutic relationship the therapist must trust the child completely and agree to respond to his or her signals to facilitate emotional expression. Badenoch warns therapists to be cautious of pressure where therapists feel they must “make something happen,” for when we stray from the process, it rarely goes well. Therapists must use their clinical judgment to determine the best way to facilitate self-expression in children.

Role of Self-Expression in Facilitating Change

Miguel, a 5-year-old boy, enjoyed his free time play of “fighting the bad guys.” (This is typical of the developmental play for boys his age.) This play assisted in his sense of control over his world, self-efficacy, and self-regulation. On a family ski vacation, as Miguel was going to his first ski lesson, he was unusually quiet. His mother asked if he was okay or if he was worried about ski school. He replied, “I just don't know how to get my weapons on the skis.” While this was all pretend (there were no weapons), this was a real concern for Miguel. The more equipped he felt to fight the bad guys, the safer and more in control he would feel at ski school. For Miguel, his wanting his pretend weapons at ski school was just like the pretend weapons during his play. Miguel was expressing his need for safety and control. It was more manageable and comfortable to fight bad guys and to pretend to have the right weapons than it was to talk about his fears of skiing and ski school. Most adults might try to have the child talk about his fears or be dismissive about the importance of putting the weapons on his skis. Fortunately for Miguel his mother understood the meaning of his play and her son's metaphoric language. She was able to assure her son that the ski instructor was an expert and he would know exactly how to get the weapons attached. Miguel felt much better and was ready to start a new adventure with his weapons by his side. Piaget (1951) states that fantasy play “provides the child with the live, dynamic, individual language indispensable for the expression of his subjective feelings for which collective language alone is inadequate” (p. 166).

As demonstrated in the example of Miguel, children do not have the complicated vocabulary necessary to express the intensity of emotions they experience. Young children do not think in adult concepts and categories, approaching life from many different perspectives at the same time. They understand experiences and emotions more in images and concrete thinking rather than in abstract words (Elkind, 2007). Elkind states that play is therapeutic as it allows children to express stress, new experiences, and feelings. Play allows children to be in control (feel safe) as they explore ideas and experiences not possible in reality, ultimately expanding the expression of self (Landreth, 1993). Through self-expression in play children resolve conflicts, express outwardly what they are experiencing internally (Erikson, 1977). As children play they are expressing their innermost thoughts and feelings, and just expressing oneself provides an opportunity for mastery and understanding that is ultimately therapeutic (Landreth, 2012; Ray, 2011).

Strategies and Techniques in Facilitating Self-Expression

No matter what the play therapist's approach might be, an overarching goal of play therapy is to give children the opportunity to express themselves. Each play therapist might approach this in different ways; however, there are some key factors that will enable children to feel safe enough to express themselves.

Four factors leading to a safe environment are therapist expectations, core conditions, facilitative responses, and physical space.

Therapist Expectations

It is important for therapists to be mindful of how their expectations of the child and the therapeutic process of play might influence the child's expression. Children often seek to please adults, and if they sense that the adult wants something from them, they will do their best to give it. Though this is not always the case, the tone and pace of therapy is set by the therapist, thus impacting the outcome.

Initial Information About the Client/Intake

It is common for a child to be referred to play therapy because of disruptive behavior. When conducting initial intakes and assessments of potential new clients, much of the case information received is through a parent, caregiver, teacher, or other adult. This information is filtered through an adult perspective and is the biased perspective of the adult giving the information. The potential for misdirecting the goals of therapy are great in these circumstances. Take, for example, the case of George, who was referred to therapy by his grandmother/primary caregiver. George had been living with her since the death of his parents. Coping with his grief and hers had been difficult, but now she was at the “end of her rope” because he had beaten the family dog with a bat. As an animal lover, the therapist was unsure if she would be able to connect with a child who could nearly kill a dog. The grandmother realized she was even a little frightened of her grandson. When George came to the session, he was energetic and playful, and while he did struggle with anger and rage as a result of losing his biological parents, he was more complex than the child who hurt an animal. The therapist realized how her expectations nearly became a barrier between the child and herself and could consequently disrupt the child's authentic self-expression.

Instead, it is important that the therapist conduct a thorough interview with the caregiver to provide a comprehensive framework for understanding the child. Kottman (2003) provides a thorough developmental parent and teacher interview that might be helpful to therapists. In addition careful observation of the child's play as self-expression gives the therapist rich information on the child's own perspective of the issues concerning him or her. A richer understanding of the whole child allows the therapist to see beyond the behaviors that a child is displaying and meet the child where he or she is.

Cultural Considerations

Children develop language as a reflection of their environment (Berk, 2003). Thus, the expressions that they use will be largely dependent on their worldview. Discounting the culture of clients as unimportant can limit children's self-expression. Becoming cross-culturally competent is vital to the therapist's ability to facilitate change in children's lives and self-expression in the playroom. Gil (2005) suggests three steps to becoming cross-culturally competent: (1) building sensitivity, (2) obtaining knowledge responsibly, and (3) developing active competence: moving from knowledge to behavior.

Building sensitivity is not only about learning about others and their worldviews, but it is a process of self-examination. Understanding one's own biases and assumptions is essential in facilitating the self-expression of clients. Obtaining knowledge responsibly entails understanding one's self and knowing one's own limitations. It requires therapists to seek supervision, consultation, and/or training in areas of weakness. The third step in Gil's process requires the therapist to take all of that newly developed knowledge about self and others and incorporate it into practice. She explains that this is a complex process that must be pursued if the therapist is going to be competent in the area of cross-cultural action (Gil, 2005).

Therapists' Feelings About Play and Play Themes

Therapists often have a thorough understanding of what healthy children do and feel, but many of the children referred to play therapy are struggling to make sense of their environments. Somewhere along the way they may have developed ways of coping that do not align with the rules of their households, communities, or schools. Children can express themselves in the playroom in ways that would not fit the mold of “healthy expressions.” For example, many children who have experienced sexual abuse will reenact that abuse during the play session. Although this is a difficult expression to witness, it is important that the child feel free to work through these experiences. A wincing therapist or one who puts limits around these expressions could not only damage the therapeutic alliance but also the child's progress in therapy by stifling self-expression.

A therapist may also become bored or impatient with the child's play. Healing expressions are often repeated by children in therapy and so the therapist might observe the same play behaviors over and over again. As previously noted, this repetitive expression is necessary for children to heal (Gil, 2006), but a bored therapist might encourage a child to move on to something different, thus disrupting the self-expression of the child. Similarly, if children are working through their difficulties in a self-directed manner, their pace may be slower than what the therapist or other adults in the children's life prefers. Pushing a child to move through his or her play to meet the adult-imposed timeline is akin to pressuring adults to self-disclose before they have the ego-strength to withstand such a disclosure. This sort of impatience could not only be stifling to the child's self-expression, but could also be quite damaging to the relationship and the therapeutic process. To avoid these pitfalls, therapists should seek supervision and consultation. And in some cases, the therapist may even need to seek his or her own therapy.

To avoid providing a quick fix and instant results for their client due to parental pressure, the use of parent and caregiver education about the process of play and the need for self-expression may be indicated. It can help the adults to manage their own expectations and become collaborative partners in the therapeutic process.

Core Conditions

Rogers (1957) established six necessary and sufficient conditions for therapeutic change:


1. Two persons must be in psychological contact (client and therapist).

2. The client is in a state of incongruence.

3. The therapist is congruent in the relationship.

4. The therapist experiences unconditional positive regard for the client.

5. The therapist experiences empathy for the client, understanding the client's internal perspective and communicates empathy to the client.

6. The client accepts and receives the unconditional positive regard and empathy of the therapist. (p. 96)



Rogers believed these conditions are both necessary and sufficient, meaning that nothing else was needed in the therapeutic relationship for change to occur.

Other approaches believe these conditions are important and valuable in the therapeutic relationship. Ray (2011) elaborates on how these conditions are met when working with a child. To be in psychological contact with the child, you must be in relationship with the child, allowing the child to enter into your world as well as entering into the child's world. Ray suggests that the therapist will need to be in tune with the child's self-expression displayed by nonverbal gestures, facial expressions, and interactions that occur between the child and the therapist. The second core condition of the client being in a state of incongruence is different for children than adults as most children are seen by a therapist because an adult decided it was necessary. Often adults are right about a child needing therapy; however, there are situations where children are misassessed by adults as the identified patient and it is rather the parents or caretakers who would benefit most from therapy. Ray suggests that therapists can determine a child's state of incongruence through the child's problematic behaviors. However, not all children experiencing problematic behaviors are in a state of incongruence. It is possible that these behaviors are coping skills that are helping the child get needs met. Ray points out that Rogers uses the term vulnerability to describe incongruence. Children may be vulnerable, which would meet this second core condition and thus assist in therapeutic change. The next three conditions are from the therapist's perspective: congruence, unconditional positive regard, and empathic understanding. These conditions all speak to who the therapist is as a person. It is critical that therapists spend time knowing themselves, being aware of their biases, and working on their ability to be congruent, empathetic, and understanding of children and their caretakers. The therapist has little control over the last condition and it is up to the client to accept what the therapist offers. Patience on the part of the therapist is critical in trusting the process of this last condition. Some children are slow to accept new adults into their life, especially if the child may not have experienced an accepting and open relationship such as this. Therefore, therapists must be patient and trust in these conditions that when the child is ready, he or she will accept them and change will begin to occur (Ray, 2011).

Facilitative Responses

Play therapists may use a directive, a nondirective, or an integrated approach in working with children. No matter how directive or nondirective the therapist is, it is critical that the therapist respond to the child in a way that facilitates self-expression. The language that the therapist uses in the playroom can be integral in allowing the child to feel safe enough to express him- or herself. The communication of the core conditions occurs through facilitative responses (Landreth, 2012). Of the different types of responses, reflection of feeling and content, encouragement, and limit setting seem to be particularly helpful in the allowing children the freedom to express their inner world.

Reflection of Feeling and Content

Landreth (2012) discusses a “be-with attitude” that communicates to the child that the therapist sees and hears the child. Reflecting feelings and play content allows the child to know that you are with him or her in the playroom. The therapist is not distracted by the pressures of the world outside of the playroom. It is a unique way of being with children. When a therapist uses a facilitative comment such as, “You are frustrated with that,” it lets the child know that the therapist understands him or her and encourages self-expression. The therapist is with the child and validating the child's expression of feelings. Communicating understanding is not a therapeutic tool that is exclusive to working with children. It can be a valuable method of building a therapeutic relationship with anyone. Many people feel most comfortable with others who “get them,” and communicating that the therapist sees what the client is feeling and doing can be a bridge to healing and promotes continued self-expression.

Encouragement

Many people confuse encouragement with praise. Encouraging responses focus on the process, while praise is about the product (Kottman, 2003). Letting children know that the therapist recognizes the effort they are putting forth allows children the freedom to explore their environment without fear of failure. It is most effective when the child is self-directed. An example of an encouraging statement is, “You are working hard to get that the way you want it.” While praise might be focused on the end result, “Good job building a house of blocks.” The praise statement refocuses the expression of the child. Similarly, by praising a child the therapist may inadvertently suggest to the child that the therapist expects the child to do certain things. The therapist using more directive approaches may use encouragement and praise at various times during treatment. Awareness that encouragement facilitates self-expression will better inform the therapist's intentions when using this type of response.

Limit Setting

Providing children boundaries in the playroom will allow children the freedom to express themselves without the fear of breaking the rules. Limit setting is not about giving the child a list of rules to follow, but rather, it is a way of keeping the child safe in the play environment (Kottman, 2003; Landreth, 2012). It helps to allow the child to make a real choice and to exercise self-control and self-expression. If the negative behavior was to be stopped altogether, it would limit expression. Appropriate limit setting helps to show the child that the therapist respects his or her ability to decide what to do. Limits provide structure in the session, which communicates safety and predictability for children (Bixler, 1982). Most importantly, it also lets the child know that the environment will remain a safe place to express oneself.

Physical Space

Just as limits allow children to feel safe in the playroom, the actual physical space of the playroom can also help children feel comfortable. Consistency of the space is vital for children to feel free to express themselves. The room should always be set up the same way, the toys should be the same each time and reflect the child's worldview and distractions should be avoided if at all possible (Kottman, 2003; Landreth, 2012).

Set Up of the Room

Many children live in a world that is scary because it is unpredictable. The knowledge that they do not have to worry about what to expect in the playroom allows children to freely express themselves. A play space should be laid out in the same manner each time the child enters it. Consistent placement provides predictability and structure for children from session to session, ultimately promoting more self-expression (Kottman, 2003; Landreth, 2012).

Toys

For the same reason, the toys should remain the same. Therapists should have supplies handy to replace depleted supplies and used or broken toys. If supplies are missing or broken, children's self-expression will be limited. Children may use the same toys or symbols to express themselves each session; therefore, replacing toys immediately and keeping them consistent is critical in facilitating self-expression. If toys are children's words, then it is important to have a variety of toys on hand to promote expression. Kottman (2003) identified categories of toys that would allow for a wide range of expression: family/nurturing toys, scary toys, aggressive toys, expressive toys, and pretend/fantasy toys.

The toys should represent the child's cultural and personal identity with a variety of different miniatures with varying skin tone, physical abilities, dress, and size. If children do not see their environment represented in the toys, feelings of being misunderstood or unappreciated may arise. The time it takes to represent a diverse community in the playroom will be worth it when children feel more confident to express themselves through toys with which they feel connected (Kottman, 2003; Landreth, 2012).

Applications

Self-expression is a critical component of mental health care in working with clients of all ages. The most developmentally appropriate way to facilitate self-expression in children is through play and is thus appropriate for any child seeking mental health care (Elkind, 2007; Piaget, 1951). Given the limited verbal expression of children, play allows therapists to facilitate the child's natural language (Ginott, 1960), thus providing a safe and secure environment for children to express their feelings, wishes, needs, and prospective. It is through seeing the inner world of the child that therapists can be most helpful in facilitating understanding and mastery for both the child and parents (Landreth, 2012).

Clinical Vignettes

The following are case examples experienced by the authors to provide real-life examples of self-expression in play therapy.

Tyson

Tyson was an 8-year-old male who had been referred to play therapy because of his violent outbursts at home and at school. Tyson threw a chair at his teacher when she asked him why he had not been turning in his homework. His mother was frightened that Tyson would become like his father who was in jail for assaulting two men in a bar fight, nearly killing one of them. She was raising Tyson and his younger sister on her own. Tyson had been meeting with the author (SE) in the playroom at his school once a week for 3 months. His play themes were mostly aggressive and control-focused. The following is an outline of the expressions and behaviors that Tyson displayed in his 12th session with one of the authors (SE).

Tyson was seated quietly working in his classroom when he was picked up to go to the playroom. When he saw his therapist, he hopped out of his seat and said to his classmates, “See ya' later, suckers.” He seemed happy, smiling, and bouncing on the balls of his feet all the way to the playroom. The therapist welcomed Tyson to the playroom by stating, “Tyson, this is the playroom, and in here you can play with the toys in many ways that you like.” He laughed and said, “You always say that, Ms. Eberts.” His demeanor was playful and not antagonistic.

He then proceeded to the doll area of the room. He put three of the dolls in a semi-circle and said that they were getting ready for the wrestling match. He proceeded to wrestle all three dolls, throwing them on the ground, punching them, and putting them in headlocks. He did this for about 25 minutes while his behaviors were tracked, along with motivations, intentions, and feelings in his metaphor. While wrestling, he turned to the therapist with a frightened look on his face and said that the police had come. He said that everyone needed to hide. He put himself in a corner of the room with the three dolls hugged to his chest. He told me that the police looked around and did not find anything so they left. He stood up and dropped the dolls and stated that he had fooled them. The police were stupid. He then resumed wrestling with the dolls. After a few minutes, he said that the police were back and that they caught him. He sat on the floor and started breathing heavily. His face was red and getting more enflamed. The therapist decided to attempt to make statements outside of the metaphor to reflect his feelings. The therapist said, “You are angry.” He started to open and close his fists saying, “Resist, resist,” over and over again. The therapist stayed with his feelings, “You are resisting; there's something you want to do, but you are resisting.”“You don't want to do it, but it is so hard; so you are having to tell yourself to resist.”“Even though it is so hard to resist, you are doing it.” This went on for several minutes. After he stopped opening and closing his fists and telling himself to resist, he decided to go the art corner to make a picture for his mother. For the remainder of the session, he worked on his picture. When told that the time was up for the day, he bounced back down the hall with his therapist to his classroom.

This session illustrates self-expression in the playroom in a variety of ways. Tyson was referred to therapy because of his aggression. In the playroom he could express these feelings in a secure environment. He was not destroying any of the play materials; therefore, the therapist was able to allow him to express these emotions. Even though the therapist was not comfortable with violence, she was able to stay with Tyson in his play. In other places in Tyson's life, expressions of frustration and anger were punished, furthering this anger. He needed to have a place to be able to express these feelings without punishment or vilification.

While Tyson expressed his anger in the playroom, he also showed in this session that he was starting to be able to regulate his emotions. When he was telling himself to resist, the therapist was worried that he was, in fact, resisting the urge to hit her. Instead of setting a limit on his potential future behavior, the therapist stayed with him, trusting in the process. She was able to acknowledge how difficult it was to resist the urge to do something that your body wanted to do, and in the end, he was triumphant in his attempt. He neither hit the therapist nor hurt himself. He was able to express his desires, and he was met with reflections about the effort that he was putting into his resistance. It was a turning point in the therapy, because after that session, he moved away from physically assaulting the dolls to playing out hero themes in the sand. He also started having far more success in school, so much so that he was voted student of the year for his improved behavior.

Tyson's experiences in the playroom seemed to clearly illustrate the therapeutic value of self-expression in the playroom. His behavior was external. His expression was external. But not all children may express themselves in that way. To understand that self-expression is not just a verbal or physical experience, the following case example features a very sad and quiet child whose self-expression helped him to make sense of his changing world.

Malcolm

As previously mentioned, children have the “right to remain silent” in the playroom. Silent children are often difficult for beginning play therapists, but the silences can allow children to express themselves differently. Malcolm was a 7-year-old African-American male who was adjusting to life with a foster family. Malcolm often looked sad as he bowed his head and moved slowly. His affect was often flat. On his first trip to the playroom he immediately went to the art easel and began painting a picture. He meticulously mixed the paints to create the color he wanted. The picture he created was a muddy-looking large heart shape that took up the majority of the paper. He would back up and inspect the picture to make sure that he had gotten it the way he wanted. Once he felt satisfied that it was done, he wrote the word “Love” in the right-hand corner.

The picture that Malcolm created in complete silence was an expression of his sadness and loss. The careful manner in which he created this picture let the counselor know that he was putting a great deal of energy into his creation, and as a result the effect that this picture had was quite powerful. If Malcolm had told the counselor that he was missing his family and that he was trying to make sense of all of the changes in his life, the picture would not have been as expressive or as powerful as it was. He expressed his inner struggle far better without words.

Summary

Overall, research is needed to support what many play therapists already know—that self-expression is a power of play. Providing a safe and warm environment for children to freely express their challenges, hurts, and desires becomes a powerful element that can be healing in and of itself. Research to isolate this specific power of the play therapy process and how it operates will help to further validate and support the use and value of play therapy.
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Chapter 3

Access to the Unconscious

David Crenshaw and Kathleen Tillman

Introduction

Freud told an interesting story that partly explained his interest in the unconscious in his book The Psychopathology of Everyday Life. Freud was at home before a warm fire in the fireplace when the phone rang and it was a patient calling who had an urgent need to see him. He left his warm, cozy home to trudge through the snow to arrive at his office only to find that his key would not unlock the office door. After multiple unsuccessful attempts and considerable frustration, Freud suddenly realized that he was using the key to his home, totally unaware that he was expressing his intense wish to be back at home before that cozy fire by trying to open his office door repeatedly with his home key.

There is a vast array of motives, feelings, beliefs, and visceral and sensory data that resides at any given moment out of awareness of a person. This is even more the case with a child who has not developed the capacity for reflection or “mentalization” (Fonagy, 2012) or self-observation that adults typically gain over time. Play is the natural language and mode of communication for young children. In play some of the motives, feelings, and beliefs as well as sensory and internal experiences are played out and given expression, even though they emanate from outside conscious awareness. Play creates the safe emotional climate that enables the child to express a wider range of internal experience that includes what is outside of awareness.

In contemporary psychoanalytic approaches such as the culturalist psychoanalytic view, the unconscious is not reified. Montague Ullman (1982) explained, “It is correct to say that surprisingly much of what happens in our life entirely escapes our notice and there is not the slightest objection to apply the word ‘unconscious’ to all that which escapes us. There is much therefore that is unconscious, nothing however that would lead us to assume ‘an’ unconscious (substantive), which would be supposed to exist as a second reality behind the phantoms of healthy and neurotic life. There is but one reality: that of life as it is lived” (p. x). Bonime (1982) predicated his work with dreams “upon the concept of a continuum between sleeping and waking consciousness, and between awareness and unawareness” (p. xxi). Bonime did not employ the construct of an “unconscious.” Bonime explained, “Man has consciousness—the cumulative, dynamic, creative expression of his central nervous system. His consciousness functions in waking and sleeping states, with a great variety of processes and with a wide range of degrees of awareness” (p. xxi–xxii).

It is interesting that neuroscience research agrees with psychoanalysis that most of the mental processes carried out by the brain occur outside of awareness but the neuroscience field tends to prefer the term nonconscious versus unconscious preferred by classical psychoanalysis (Tamietto & de Gelder, 2010) and in keeping with Bonime's views a continuum of awareness and nonawareness. In contrast to the culturalist psychoanalytic view a reified unconscious has been a centerpiece of classical psychoanalytic theorists since Freud. Freud believed that the purpose of psychoanalysis was to make the unconscious conscious.

Symbolism is viewed as largely constructed in the unconscious and finds expression in fairy tales, dreams, and psychopathology. The choice of symptom itself may be unconsciously chosen as a metaphor for its true meaning. Sarnoff (2002) discussed masking symbols in play that allow children to work with potentially emotionally charged and troubling images because the displacement into symbolic form provides the protection and safety needed at the time while simultaneously preventing them from being identified and worked through. Sarnoff pointed out that the greater the intensity of the affect associated with intrusive memories, the greater is the need to symbolize. He further explained, “A masking symbol is a memory moiety that is established to provide for repetition in consciousness for mastery of traumatic memories” (Sarnoff, 2002, p. 16).

An important contribution by Sarnoff to our understanding of the process of symbolization is his concept of “affect porous symbols” in dreams and play (Sarnoff, 2002, p. 19). In affect porous symbols, the link between what is symbolized and its referent is still repressed or unconscious but there is a failure to achieve sufficient distance so there is a threat of affect spill over or anxiety “switch moments” (Sarnoff, 1976) in the play when the child abruptly stops play for reasons that the child cannot explain. Dreams and nightmares as well as the symbolic play of the child may, under conditions of threat or regression, contain affect porous symbols such as storms, floods, hurricanes, tornadoes, blood, and shadows.

The Power of Play Therapy to Access the Unconscious

Anna Freud's theories were based on the fact that play reveals the unconscious mind. Melanie Klein (1976) expressed a similar notion when she stated, “and it was by approaching the play of the child in a way similar to Freud's interpretations of dreams that I could get access to the child's unconscious” (p. 137). Anna Freud was critical however of Klein's psychoanalytic play technique in viewing play as the equivalent of free association in adults (1976). Anna Freud was also critical of Klein's proclivity to invest every play action with symbolic meaning and thus provide frequent interpretations of the play's unconscious meaning. Freud also placed greater emphasis on the role of transference in the analysis of children. Both Klein and Freud however viewed free, imaginative play as the most natural and richest source of data about the unconscious and the most effective way to access it.

Empirical Support

Play expresses the language of the right hemisphere made up of sensory-motor sensations, kinesthetic and visceral sensations, and visual images. Shore (2003a, 2003b) has identified the right hemisphere as the dominant hemisphere during the first 3 years of life. Thus play allows access to the earliest experiences of the child that lie outside of awareness. Gainotti (2012) reviewed studies that demonstrate that unconscious processing of emotional information is mainly subsumed by a right hemisphere subcortical route, through which emotional stimuli quickly reach the amygdala.

Neurobiological research has also established that emotions occur not by conscious choice (Van der Kolk, 2006). Limbic brain structures, such as the amygdala sort incoming stimuli and determine their emotional significance. Emotional significance in turn determines what action is taken. In states of intense emotion neuroimaging studies reveal increased activation in subcortical brain regions and significant reductions of blood flow in various areas in the frontal lobe where conscious processing of emotion takes place. Play therapy allows for the reworking of these emotional responses and associated memories often associated with trauma events that were not at the time of the event available to conscious awareness or language expression. When a trauma event occurs, there is “a relative deactivation in the left anterior prefrontal cortex, specifically in Broca's area, the expressive speech center in the brain, the area necessary to communicate what one is thinking and feeling” (Van der Kolk, 2006, p. 278).

A variety of different therapeutic approaches have proven to be effective at reducing the emotional, behavioral, and social distress of children (Bratton, Ray, Rhine, & Jones, 2005; Casey & Berman, 1985; Weisz, Weiss, Han, Granger, & Morton, 1995). In a study investigating the effectiveness of various approaches to child therapy, Casey and Berman (1985) concluded that child therapy is more effective than receiving no treatment at all. Additionally, they concluded that play-based and nonplay-based interventions were equally as effective. More specifically, in a study investigating the effectiveness of almost 100 play therapy treatment interventions, play therapy was found to be a statistically valid approach to working with children in distress (Bratton et al., 2005). Finally, in a landmark study investigating the efficacy of psychodynamic psychotherapy, Shedler (2010) concluded that psychodynamic therapy is as effective as empirically supported treatments, like cognitive behavioral therapy. Additionally, it is important to note that the benefits of psychodynamic therapy continue after the actual treatment has stopped. Given the combination of these findings (i.e., child therapy is effective, play therapy is effective, psychodynamic therapy is effective), it can be logically concluded that psychoanalytic play therapy with children is a viable treatment option for children in distress.

Unfortunately, there is a lack of research that specifically addresses the effectiveness of psychoanalytic play therapy. Given the paucity of research within the field of psychoanalytic play therapy, we encourage play therapists to do research that seeks to answer the following questions:


	Does psychoanalytic play therapy benefit the emotional, behavioral, and social functioning of children?

	How does psychoanalytic play therapy benefit children (i.e., what aspects of psychoanalytic play therapy are beneficial)?

	What specific presenting problems benefit from psychoanalytic play therapy?

	What presenting problems do not benefit from psychoanalytic play therapy or benefit more significantly from other approaches to play therapy?



The Role of Accessing the Unconscious in Causing Change

Fantasy is central to the play of early latency age children and the symbolic play of children “is the primary means of communication with the secret and unconscious world of the child” (Sarnoff, 2002, p. 47). Play therapy offers a bridge to access the unconscious motivation that underlies a child's acting-out behavior and associated affects. The symbols used by the child in play therapy are akin to the symbols found in dreams called ludic by Piaget (1945). Ludic symbols dominate the period from 26 months till “ludic demise” (Sarnoff, 2002, p. 32) around 11 to 12 years when play symbols tend to be extinguished. The ludic symbols that appear in the play of children during this age range are a rich source of data about unconscious motivations during the therapeutic play session. Freud regarded dreams as the royal road to the unconscious; psychodynamic play therapists view play as the portal of entry to the unconscious, nonconscious, or outside-of-awareness experiences of the child.

Frequently children use the mechanisms of projection, displacement, and symbolization to safely express unconscious impulses and wishes in their play. Children do not naturally use such terms and if you pointed out to a young child, “Oh, I see you used displacement to safely express your hostility to your brother by having the alligator puppet beat up the frog puppet,” the child most likely would be bewildered and perhaps make a hasty exit out of the therapy room. These defensive operations go on outside of awareness but can be modeled or reinforced, if adaptive in the course of the natural unfolding play of the child. If, for example, a child playing with the family house suddenly breaks off play when the house catches on fire (a “shift moment” in the play possibly due to the breakthrough of hostility [fire?]), the play therapist can say, “Whoa, there are fire trucks close by. I bet they can help us put out the fire” (thereby modeling undoing). Thus, the defenses can be highlighted, reinforced, and brought into awareness of the child without undue anxiety because it can be seamlessly woven into the natural context of the play drama. The goal of bringing the defenses into conscious awareness would be to make the defenses more flexible, adaptive, and freely chosen thus increasing the sense of personal agency. This is an example of a play intervention that promotes change by bringing into awareness the previously unconscious use of defensive operations.

In therapeutic work the role of play in accessing the unconscious is critical in trauma recovery. Preverbal trauma can be resolved only through therapy that is not language dependent. Trauma experiences and memories often referred to as implicit memories primarily processed and stored in the amygdala are not conscious memories and can't be willfully recalled (Damasio, 2010; Kandel, 2012; Ledoux, 2002). Yet when these implicit memories are given expression through play or artistic depiction, especially in the context of a safe and trusted person (therapist), these memories can be reformulated and transformed into explicit memories that are not only less troubling but are not subject to triggering by reminders of the trauma or intrusive memories that may be elicited by physiological arousal or states of excitement that resemble the internal state at the time of the trauma event. Freud observed that when people do not have conscious memories of past traumatic events they are compelled (outside of awareness) to repeat the event(s) (in Freud's terms repressed events) as a contemporary experience, as compared to remembering it as something belonging to the past. Thus Freud, long before we had the neurobiological research and knowledge base to define these terms more precisely, wisely anticipated the distinction between implicit and explicit memories. A clinical example is an 8-year-old girl laying a doll on a floor and placing heavy blocks on the chest of the doll and piling them up so that the doll was crushed. After repeating this scene with little variation in play therapy, the therapist made an inquiry: “Have you ever been pinned down and crushed like that little doll?” The child with an outpouring of emotion, sobbing, but through tears was able to tell me that her heavy older brother used to pin her down and get on top of her to “hump” her. At the time the child was reenacting the trauma scene with the doll, she was not consciously aware of the link to her experience. Further resolution through the play was achieved when she lay on the floor and asked me to put the blocks on her chest and midsection and then she rose up and sent the blocks flying with great delight. It clearly was empowering to her to take effective action when in the original trauma event she was immobilized by fear and felt totally powerless. The inability to take effective action at the time of the original terror is a key component to PTSD according to van der Kolk.

Strategies and Techniques

Psychoanalytic play therapy is not known for a vast array of techniques so typical of many other approaches to play therapy, with the exception of child-centered play therapy. Technique is informed by theory and free play and dreams provide the material equivalent to free association and dream analysis in the psychoanalysis of adults. While dreams do not occupy the central role that they do in adult analysis because of the more limited capacity of young children to report detailed dream content, the free play of young children provides rich and ample data to enter and explore the inner world of the child and to understand their psychodynamics.

The Basics

The primary function of a play therapist using psychoanalytic play therapy is to help children reduce their sense of anxiety and terror, their fears and conflicts. The psychoanalytic play therapist fully joins the child in his play, abandoning any outside thoughts that may be distracting, and allowing the child to take the lead. Within the realm of psychoanalytic play therapy, the role of the relationship between the child and the play therapist is essential. The psychoanalytic play therapist uses the child's play to develop a strong therapeutic alliance between the child and therapist (Freud, 1928). Similar to other contemporary forms of play therapy, psychoanalytic play therapy aims to provide the child with an environment free from physical and emotional harm, a safe place to explore himself or herself with a therapist that does not judge his or her thoughts, feelings, and behaviors. Although this condition is necessary, it is not sufficient for successful psychoanalytic play therapy to occur. The psychoanalytic play therapist provides a therapeutic holding environment for the child by listening and attending to the child empathically while containing emotions that overwhelm the child; acknowledging and confirming the child's experiences; recognizing and celebrating the child's steps toward progress (Winnicott, 1945/1975); making the unconscious conscious; and interpreting the child's play behaviors and verbalizations (Freud, 1928).

Techniques

A variety of fantasy-based techniques can be used to help children access the unconscious and work through their unresolved fears and conflicts. Psychoanalytic play therapists use sand play, puppet play and play acting, drawing and sculpting, and writing and illustrating children's books to help children work through their concerns and conflicts. When using these fantasy-based techniques, there are a variety of skills that the psychoanalytic play therapist uses to assist children in expressing their conflicts and concerns through play. In creating a safe place for children to express themselves, much of the psychoanalytic work overlaps child-centered work. The primary difference is that psychoanalytic play therapy aims to increase the child's awareness of unconscious material.

Psychoanalytic Play Therapy Skills

In psychoanalytic play therapy, the play therapist focuses on making statements and objective observations (Quackenbush, 2008). For example, the psychoanalytic play therapist might say something like “The mommy doll is holding the baby doll.” This communicates to the child that you are paying attention to what she or he is doing and that you are interested in his or her play without placing judgment on what is occurring in the moment.

In psychoanalytic play therapy, play therapists accept the children's feelings and help children turn their internal experiences into words. For example, as the child bangs the hammer loudly on the play tool table while discussing his or her relationship with his brother, the therapist might comment that the child seems angry or upset. In the same vain as helping children verbally express their emotions, the psychoanalytic play therapist also aims to accept the child's feelings by taking a nonjudgmental stance toward the content of the child's play, by restating emotions that the child identifies and by bringing to light feelings that the child has not yet identified in a calm and accepting way. Feelings are feelings. They are neither right nor wrong but they are all acceptable within the realm of psychoanalytic play therapy. It is what one does with the driving forces of these feelings that matters so the psychoanalytic play therapist aims to increase the child's awareness of unconscious material so that behavioral change can ensue.

In psychoanalytic play therapy, the play therapist suggests alternatives to help children resolve conflicts (Quackenbush, 2008). For example, if a child repetitively uses puppets to act out a bullying scenario in which the cat puppet is continually victimized, the psychoanalytic play therapist might take on the role of another puppet in the puppet play, suggesting that the cat puppet try something new (e.g., telling an adult, walking away).

In psychoanalytic play therapy, the play therapist avoids the use of questions, especially questions that can sound as if they are attacking the child's ego (Quackenbush, 2008). For example, something like “Why did the dad yell at the mom?” is likely to elicit a defensive response when something like “the dad is yelling at the mom” is likely to communicate to the child that you are fully present and noticing the child's play while being careful not to place judgment on the act of yelling.

Interpretation

After the relationship and the foundation for therapeutic work have been established, the psychoanalytic play therapist continues to work on maintaining the relationship using the aforementioned skills while she begins the interpretive process, a process that Melanie Klein paralleled to the free associations that adults make in therapy (Klein, 1932/1975). Interpretations are essentially the reflections of things outside of the child's awareness. When play therapists make accurate interpretations, they are able to determine the meaning of unconscious material in the child's life while bringing said material into the child's conscious awareness. So often children's behavior can be bewildering to them. When a careful and accurate interpretation is done, children's behavior becomes understandable to them.

Erikson (1940) discussed the analyst in terms of being an observer and an interpreter, and he proposed three distinct steps for formulating interpretations of a child's play. First, the therapists fill the role of observer as they watch the child's play and process what they see. This process of observing and introspection leads the therapist to develop hypotheses about possible interpretations of the child's play. For example, the child's play may symbolically represent people and thoughts that the child is trying to avoid (e.g., the child may play nicely with female figurines while she hides from male figurines). Second, the play therapist continues to fill the role of observer while paying close attention to the child's play verbalizations and behaviors. This process of continual observation leads the therapist to reflect on the child's dynamic configuration, or quintessential qualities of the child's history. For example, the child continues to hide male figurines in the playroom while yelling with terror in her voice that you both need to hide, which may relate to the physical abuse she experienced at the hand of her father as a young child and the fear that accompanied said abuse. Third, when the time is right, the play therapist offers the child a therapeutic interpretation of the child's play. For example, the play therapist might suggest that a long time ago it was not safe to be around men because a man hurt her and she was scared.

O'Connor (2002) presents a comprehensive 6-step approach to interpreting a child's play behaviors and verbalizations.


1. Play therapists develop an in-depth case conceptualization of the child that includes a series of hypotheses about how the child's presenting issues came to be and about what may be maintaining the presenting issues. From this information, the play therapist comes to create interpretations that will increase the child's understanding of the unconscious forces behind his or her behaviors. The psychoanalytic play therapist then delivers these interpretations at opportune times while carefully evaluating the child's reactions to interpretations in order to evaluate the accuracy of the interpretation.

2. Play therapists use reflections of content and motive to bring the child's unconscious into his or her awareness. Reflections are not simply parroting what the child has said but, instead, are adding some degree of interpretation to the child's play verbalizations and behaviors. For example, as a reflection of content, if a child hides in a corner of the play therapy room under a pile of toys, the therapist might say, “You seem scared.” As a reflection of motive, if children are repetitively jumping to reach a game on the top shelf of a bookshelf that they cannot reach while refusing to accept help and throwing a stuffed animal at you when you try to help, the therapist might say, “I think you're throwing the stuffed animal to let me know that you don't want my help and you can get the game yourself.”

3. In conjunction with the interpretative process, children may repetitively draw or act out their fears and conflicts as a way to resolve resistance to learning new ways of being. For example, a child who witnessed the attacks of September 11, 2001, might repetitively draw pictures of angry men blowing up buildings that contain their loved ones. During these drawings, the psychoanalytic play therapist might point out that the child has drawn the same image four times and then interpret the art as being connected to their fears that the world is unsafe because of the scary events that he witnessed on September 11, 2001.

4. During this stage the play therapist makes simple dynamic statements. Essentially, the play therapist makes links between the thoughts, feelings, and motivations of the child. To ease the child into this process, the play therapist should begin with interpreting play and behaviors that occur during the session and should then progress to interpreting the patterns of play and behavior that have been observed throughout multiple sessions. Since children have already accepted reflections of content and motive, they are likely to accept the combination of the two presented in this stage.

5. This step involves the play therapist's knowledge of the child's thoughts, feelings, and behaviors outside of the session. Using these things in conjunction with the observed and identified thoughts, feeling, and behaviors of the child that have occurred during session, the play therapist makes interpretations about the connections between the child's world inside the play therapy room and in his or her outside life.

6. The final stage involves making interpretations on the genetic level. This level involves beliefs that are central to who the child is and how the child functions. These beliefs typically manifest themselves throughout several sessions via play themes. For example, a child might continually become angry or aggressive when help is offered at appropriate times. This refusal to accept help may occur outside of play therapy sessions and may be connected to the children's early experiences with their parents not being available or dependable to assist the children when they were in need of assistance.



Clinical Applications and Clinical Vignettes

In general, children experience angst and fear. They fear being abandoned, rejected, unloved, and unprotected by their caregivers because they are essentially defenseless and need to have their basic needs met by adults. For children who have been abused, neglected, or bullied, this fear has been amplified. These children experience a heightened sense of anxiety, an often unconscious sense of terror that others desire to hurt them. This unconscious terror often drives them to form defenses against others and impacts their ability to form relationships with trustworthy people in their lives. “The goals of psychoanalytic play therapy are many and include helping the child to suffer less (e.g., quelling anxiety and related bodily symptoms, lifting depression, and resolving complicated grief); overcome trauma; adjust to life events, such as divorce; cope with illness and comply with treatment; master phobias; be better able to attend, learn, and work in school; manage personal anger and aggression; and come to terms with a learning disability or physical handicap” (Bromfield, 2003, p. 2).

Vignette #1: Sarah

Sarah is a 6-year-old girl who grew up in a world without structure, a world filled with neglect and physical abuse. She comes to the office (Tillman's) with a loving adoptive mother who is concerned about Sarah's refusal to interact with men, her violent temper tantrums, her nightmares, and her difficulty sleeping.

Sarah's typical routine after coming into the office is to close the door and to cover the opening between the bottom of the door and the floor with rocks so that light does not seep into the room from outside of the office. After filling the gap with small rocks, she places magic wands on the edges of the rocks and then places pillows from the couch on top of the rocks. She does this, as she says, so that “no light gets in.” After her fortress of safety has been created, she tests her protective system by turning off the office light, laying on the floor by the door and attempting to see if any light shines in under the door. Reassured of her safety, reassured that nothing from the outside world can harm her, she typically turns on the lights and we proceed with session as usual. This routine allows Sarah the freedom to direct her own play while decreasing her anxiety and terror and lowering her defenses so that she is better able to engage in the thematic play of the day.

On this particular day, however, the lights were never turned on. During the session we spent 45 minutes in the dark. As our time together began, Sarah located every baby animal in the collection of figurines for sand-tray therapy; there are approximately 20 baby animals. She then proceeded to bury each of the “babies” in the sand. During this process, she could not see a thing. There was absolutely no light in the room. She took each of the baby animals from the shelf next to the sand tray and buried each animal individually, all without light. To accomplish this, she ran her hands along the walls and the edges of the shelves, over each figurine, the carpet to get to the sand tray, and the wooden frame of the sand tray. Much like her early years spent in the dark with her biological family, Sarah was attempting to protect her younger siblings as she had done as a young child herself. After she had done this, she decided that she wanted to bury only families, so she did that. All the while she continued to verbally check in with me to make sure that I was with her in the room. She would sound anxious, hear my voice, and then return to her work.

Sarah: Are you here?

Play therapist: (Noticing that her voice sounds scared, I wanted to acknowledge that I'm fully present with her in the room and wanted to increase her awareness of the unconscious) Your voice sounds scared.

Sarah: Umm hmm … Are you here?

Play therapist: (Wanting to lower the terror in her voice, I want to reassure her with my presence) I'm right here next to you.

Sarah: (breaths deeply) Okay.

She then buried all of the family units in my sand-tray collection. Then she went for the puppets (and while usually I only let sand-tray toys into the sand tray, something about what she was doing seemed serious, important, almost necessary, so I did not stop her). She felt multiple puppets until she had decided on “the mommy.” She then buried the mom as well. She did this perfectly so that nothing could be seen from the top of the sand tray. Anyone who has seen a sand tray knows how difficult it would be to hide so many large things in such a small space. When she was done, she asked me to feel the sand, to run my hands over the surface to make sure that nothing could be felt and that everything was safe. She wanted all the babies and the families, her siblings and her family, to be safe.

Therapist: (offering an interpretation) It seems like everyone is afraid of getting hurt and it's important for them to be safe.

Sarah: Yeah, they're hiding from the bad men.

Defenses then emerged in her play, and her work quickly shifted from structured and intentional to pressured and disorganized, as she dumped every single animal in my sand-tray collection (approximately 100) into the sand tray. The terror returned to her play as she said that the figurines were “dead but breathing.” She continued to work, almost frantically, until I informed her that we had 5 minutes left in our session. At this time, without speaking, she located the cover to the sand tray and covered the tray, went to the door, and engaged in the second ritual that she does during each of our sessions: She removed each of the pillows one by one, returned each magic wand to the table they had come from, and carefully removed each rock from its place by the door. Interesting, as she does during each session, she removed the magic wands in a way that looked as if doors to a gate were opening slowly. And she shows each thing to me before she puts them away. She then reaches for my hand and takes me out to the waiting room to meet with her adoptive mother. She hugs me and walks away.

As I continued to work with Sarah, we worked on bringing the unconscious (e.g., her fear that all men would cause harm to her) into the conscious. This was done by providing her with a safe place to act out, through the use of sand play, her inner fears. Sarah was able to accept interpretations that addressed her fear of men and the connection to her early childhood experiences. As she acknowledged and accepted these interpretations, the themes of her play shifted from families and babies hiding from the “bad men,” to “good men” coming to help the families and babies. As her play began to incorporate “good men,” her adoptive mother reported that Sarah had begun to relate to her adoptive father and even asking for him to read her stories at bedtime. As she began to fully express her feelings through her play and as her awareness of unconscious material increased, Sarah's behavior improved dramatically, and her temper tantrums, nightmares, and difficulty sleeping all subsided.

Vignette #2: Colin

Colin is a remarkable example of preverbal trauma that was reenacted at age 5 through the power of play allowing the preverbal memories to be expressed in a safe context and the implicit (trauma) memories to be organized into a coherent narrative. Colin was only 14 months old when the alcoholic and abusive boyfriend of his mother savagely beat his twin sister Rebecca in the bedroom when she would not go to sleep. Colin's mother worked at night as a waitress at a diner and was not home at the time. Rebecca survived but suffered severe brain damage as a result of the violent beating. Her mother found her unconscious when she arrived home and Colin hidden in a broom closet in the kitchen. The boyfriend was nowhere to be found, although he was arrested 3 days later, and eventually convicted and sentenced to prison for this unthinkable act of violence.

Initially, Colin was placed in emergency foster care, but after a year his mother fulfilled all requirements specified by the county child protective services agency and gradually regained custody of her twin children although Rebecca at the time of treatment remained in the care of a regional trauma center with no speech, partial paralysis on the right side of her body, and minimal responsiveness. The mother visited her daughter three times a week and Colin visited his twin sister on the weekend with his mother and his maternal grandparents. Colin could only tolerate the visits for a brief period and then he would become agitated and restless and the devoted grandparents would take him home to do something fun with him such as getting ice cream or going to a playground before rejoining his mother later in the day.

Until a climate of safety and trust was established in the playroom and with the therapist (Crenshaw), Colin's play was rather chaotic and disorganized. Anxiety was disruptive to any attempts at fantasy play as he would begin to play with the family house or set up soldiers for battle then suddenly break off play. In the first eight sessions nothing would hold his interest for long, as he would move from one play activity to another much like a child with ADHD, but it was clear in this case that his hyperactivity was driven by overwhelming anxiety.

Beginning with the ninth session, Colin's play became gradually more focused and the play scenarios more organized and extended. Colin came in for the 12th session and what he did with no direction from the therapist, completely self-initiated, was spellbinding. Colin went to the family house that had drawn his interest in most of his sessions for brief periods but then he would abruptly move away to some other more neutral toys like blocks or cars and trucks.

But this time he stayed with the family house and created a trauma narrative that was coherent and remarkably a symbolic reenactment of what he had witnessed at 14 months when he had no language. Colin focused on the bedroom where the babies slept. In a crib, a baby was sleeping and all around the baby were musclemen. Policemen, warriors, a lumberjack, and guards of all kinds (18 of them in all), were surrounding this baby in a crib. It was a breathtaking scene. I asked Colin, “Since there are all of these guards watching over the baby, is the baby safe now?” Colin answered in a barely audible voice that to this day sends shivers down my spine, “I don't know.”

Colin's sense of safety and trust in the world was so traumatically shattered by what he witnessed at an age that did not allow him language to describe it, that even with the 18 formidable guards surrounding the baby in the bedroom, he could not be sure nearly 4 years later if the baby could be kept safe. In the family house, a little boy was hiding behind the bathtub in the bathroom one floor below, symbolically depicting the terror of the moment.

One of the more distressing symptoms that Colin had experienced since the devastating trauma exposure was persistent nightmares, sometime two or more a night. He would wake up screaming and then have trouble going back to sleep because he was so shaken. He could only describe fragments of the nightmares to his mother, but they involved intruders or predators who would attack or pursue him usually in the dark and usually in his home.

After this remarkable session, I conferred with his mother and we agreed that Colin needed to be told, as painful and difficult as it might be, what he had witnessed in his bedroom at 14 months. We agreed that it was important for his mother to tell him the tragic story but we would do it in a family session and I would be there to support both of them. The mother did a courageous and compassionate job of explaining the events of that horrendous night to Colin. He sat in his mom's lap and cried and she held him tight. As sad and heartbreaking as the narrative was, it was also evident that Colin was feeling a degree of relief that he could now understand what he wrestled with every night in terms of the menacing demons in his dreams that made for so many sleepless nights for both him and his mother.

One dramatic session or two does not a cure make. Considerable work remained in terms of processing a trauma that was exacerbated every time he painfully saw his twin sister and the debilitating condition she continues to suffer. But two things changed quite markedly after the two groundbreaking sessions. The nightmares began to decline and 6 months later have ceased altogether. Also, he was able to tolerate longer visits with his sister and he, on his own initiative, began to make gifts for his sister to bring each time, typically drawings or Lego creations that he would simply leave on her bed or the bedside table. The healing process facilitated by the power of play to access the unconscious, preverbal memories, and organize them into a cohesive narrative had begun.

Summary

A vast portion of our experience is outside of awareness. Our attentional resources are allocated according to emotional significance and in the case of threat, danger, or trauma the stress response system is activated that includes rapid processing of incoming stimuli by the amygdala, thus bypassing the conscious processing of the prefrontal cortex. Kandel (2006), a Nobel Prize winner, delineated how explicit and implicit memories are processed and stored in different regions of the brain. Conscious memory requires the hippocampus but there is unconscious memory that resides outside the hippocampus and is stored in the amygdala, cerebellum, and striatum. Implicit memories are not verbally accessible nor can they be willfully recalled.

Play therapy as an intervention that does not rely on verbalization has inherent powers to work with the implicit memories that need to be reworked in order to be transformed into explicit, conscious memories. Play therapy offers unique opportunities for the emotional side of the brain (right hemisphere) to be expressed because play is the language of the symbolic, artistic, creative, intuitive, and holistic, the language of the right hemisphere. Through play the implicit memories, inaccessible by verbal language, can be expressed, reworked, and transformed through reenactments in a contained, safe, and symbolic realm into a coherent, cohesive narrative that facilitates the conversion to explicit memories. The enormous benefits of making the unconscious conscious have been recognized since Freud, but now neuroscience is able to explain the change in the structure and function of the brain that accompanies these therapeutic breakthroughs. When children are able through play to make the unconscious conscious or to bring into awareness the motives, the feelings, the conflicts, the maladaptive defenses, or the trauma experiences that were previously outside of awareness, they can enjoy a greater sense of personal agency because they can consciously choose a course of action and make informed decisions. What an exciting time to be a play therapist!
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Chapter 4

Direct Teaching

Theresa Fraser

Introduction

“Play therapy has grown over the past 100 years to include a variety of theoretical approaches. The therapeutic and developmental properties of play help children heal and achieve optimal growth and development” (Landreth, Ray, & Bratton, 2009, p. 282). “However, the form and focus of play is influenced both by children's developments and the socio-cultural and ecological context in which play and development takes place. These factors interact with each other” (Kernan, 2007, p. 4). It is an important reminder that wherever play therapy is being provided (just as in talk therapy or adult therapy), confidentiality and/or privacy must be created for the client. Additionally, it is important to ensure that our clients have the space and tools to express what needs to be expressed (Landreth, 1993).

The therapeutic powers of play or “change mechanisms are the active forces within play that help clients overcome their psychosocial difficulties and achieve positive development” (Nash & Schaefer, 2011). Direct teaching, one of the major powers of play is a process by which the therapist imparts knowledge or skills through such strategies as instruction, modeling, guided practice, and positive reinforcement. The play therapist uses fun and games to capture children's attention and increases their motivation to learn (Drewes & Schaefer, 2011).

Receiving instruction, observing another individual modeling a skill, and participating in guided practice (where one can fail and then try again), while then experiencing subsequent positive reinforcement, can provide our clients with needed reinforced knowledge, skills, and subsequent self-esteem enhancement. In direct teaching, it may also be appropriate for the play therapist to identify social/emotional behaviors that interfere with positive growth and to help the client overcome these issues or deficits (Drewes & Schaefer, 2011). Having fun and playfully interacting with the therapist, family members, or other group members during the instruction reinforces the learning and development of skills.

The direct teaching experience in the playroom is different from the lesson that a child would experience when watching a program such as Mr. Rogers, Sesame Street, or The Electric Company because in play the child is actively involved in the learning process. “Experiences can shape not only what information enters the mind but the way in which the mind develops the ability to process that information” (Siegel, 1999, p. 16). It is hoped that by providing our clients with playful opportunities to receive and process information, we are facilitating their ability to learn and transfer their newly learned skills for use outside of the play therapy room. “Through playing we can imagine other possibilities and ways of being” (Cattanach, 2008, p. 36).

Role of Direct Teaching in Causing Change

Often the presenting problem of a client is due to a knowledge or skills deficit, such as a social skills or self-control deficit. Also, “child therapists have long understood the power of pretend play as a vehicle to express painful psychic material that would ordinarily be difficult for a child to express consciously. In therapy at times, play is a substitute for verbalization, fantasy expression, or free association” (Schaefer & Reid, 2000, p. 1). How does play facilitate the teaching of needed information or coping skills? The following are some of the qualities of play that enhance the teaching process.

Captures Attention

“Children with rare exceptions do not choose to come to therapy. Rather they are brought or sent by parents who are pressured to do so by extended family, schools, or courts” (Crenshaw, n.d., p. 1). “Because children rarely refer themselves for treatment, often they do not recognize or acknowledge the existence of problems, and frequently are at odds with their parents about the goals of therapy, alliance formation can be a formidable challenge with youth (Shirk & Russell, 1998, as cited in Shirk & Karver, 2003, p. 452).

This means that once the child enters the session, it is up to the therapist to engage the child in therapy. By making therapy sessions fun and enjoyable, the therapist gains the attention of the child and motivates the child to become actively involved in the play activities. Creating this playful environment is not just about the space but also the tools. The tools used in the play will vary depending on the population or client that the play therapist works with as well as the setting where the tool is to be used. Puppet play and game play implemented with individuals and/or groups are examples of playful activities that can be used with children, teens, groups, and families to address referred or discovered needs. These are appropriate for use in home, school, or clinical spaces.

Puppets can be particularly helpful in direct teaching. Puppets can be utilized to act out a scenario while requiring the client to assist in problem solving the task at hand. In this way the puppet is seeking out the child as the “expert” who creates an opportunity for the child to risk suggesting a new or varied strategy. This process can be applied to an issue that is very real for the child in his or her other life spaces. In direct teaching, children can also be encouraged to seek out the use of miniatures from the sand play area of the playroom. Miniatures can be chosen to represent specific individuals from the child's inner or outer worlds. The therapist can utilize these miniatures to engage the child in problem solving a conflict that is relevant to a child's real life.

All play therapists can become somewhat overwhelmed with the variety of art supplies, miniatures, nurturing toys, puppets, and games that can be purchased for the play therapy healing space. The novice play therapist learns that we do not gather tools, rather they should be carefully “selected not collected” (Landreth, 2002, p. 133). They are therefore encouraged to find toys that will be used with individuals, families, or groups that have long-lasting play value as well as pique the interest of their client population keeping in mind that “the playroom should reflect the cultural norms of the population that will be seen in play therapy” (Glover, 1999). To capture a child's interest, play toys and materials need to be fun, bright, and perhaps sensory satisfying. For example, a study published in 2004 utilized Legos both individually and in a group setting to teach social skills with children who were diagnosed with pervasive developmental disorders. Lego was described as being “inherently interesting and motivating to clients which lent themselves to promoting social interaction and development of social competence through collaborative and interactive play, the creation of a social group with which the clients' identify and which helps develop a need for social approval in order to enhance peer modeling” (LeGoff, 2004, p. 569).

Active Involvement

Play therapists need to be mindful that intervention provided either individually or within a group context needs to facilitate the active involvement of all participants. For example, a recent study released in the United Kingdom identified that “preschool children who witness severe intimate partner violence (IPV) are at increased risk for a wide range of emotional, behavioral, cognitive, and health problems” (Miller, Howell, Hunter, & Graham-Bermann, 2012, p. 67). The children involved in the reported Kids Club Program participated in a structured 10-session group that involved feelings identification, safety planning, and structured conflict resolution activities. These psychoeducational activities coupled with structured interventions provided the children with opportunities to both practice and reinforce skills that assisted them in regulating emotions as well as other interpersonal skills (Cook, Blaustein, Spinazzola, & van der Kolk, 2003; Fraser & Kenney-Noziska, 2010). Chu and Kendall (2004) and Karver et al. (2008) all identified that there is a correlation between treatment outcomes and the involvement of the child in treatment tasks.

Consolidation of Skills

For a child to experience skill consolidation, he or she may need to repeatedly replay a skill. In play children tend to repeat an activity over and over again because it is intrinsically rewarding. Children are likely to request an enjoyable game such as Simon Says over a number of sessions or a similar self-control game such as Mother May I? as repetition helps in skill acquisition. This benefit of repetition for learning is often referred to in current brain literature by the observation that “cells that fire together, wire together” (Spenrath, Clarke, & Kutcher, 2011, p. 299). “In an individual's mind, integration involves the linkage of separate aspects of mental processes to each other, such as thought with feeling, bodily sensation with logic” (Siegel, n.d.).

Learning by Example

In direct teaching, the therapist, or peers in group therapy, may model the desired behavior for the client. This concrete modeling often assists the client in risk taking and trying out a new behavior. Once success is experienced, the client can repeat the adaptive behavior in the safety of a play session until the skill is incorporated into the client's repertoire. For example, this approach is highly effective in social skills programs. Another example is the use of a stuffed animal or wetting doll by parents during toilet training of their child in order to model how to use the potty (Schaefer & DiGeronimo, 1989).

Strategies and Techniques

In therapy, at times play is a substitute for verbalization, fantasy expression or free association” (Schaefer & Reid, 2000, p. 1). Child-centered approaches do not rely on leading or instructing the child to connect play with real-life experiences. However, in contrast, direct teaching utilizes the underlying purpose of the facilitated activity to assist the child in acquiring knowledge and skills and in so doing make these connections.

Therefore, direct teaching can be utilized during all three phases of the play therapy process. In the rapport-building phase, play therapists may encourage if not model how to use the play tools available when introducing the new client to the play therapy activity. This modeling also often occurs when a new tool is introduced to the client or clients.

In the working-through phase, clients may be particularly amenable to strategies such as instruction or guided practice. This happens regularly during game play. Among the many therapeutic games that have been developed for specific childhood problems are: The Good Mourning Game to Help Children Deal with Loss, Exploring My Anger, My Two Homes, and Divorce Cope, which assists children in coping when their parents' divorce; Stop, Relax, & Think to strengthen coping skills in ADHD children; The Talking, Feeling, Doing Game, What I Think, What I Know and How I Feel game and the Ungame. All of these facilitate expression of inner thoughts, feelings, and wishes of children, adolescents, and their families.

Therapeutic board games provide several levels of learning including instruction (where embedded skills can be practiced), mediated learning (where the facilitator or therapist promotes interaction and helps the player practice additional skills such as self-calming strategies), and mediated learning (where game learning is generalized; Hromek & Roffey, 2009).

Common children games such as Twister, Pop Up Pirate, and Butterflies and Elefun: The Butterfly Catching Game can also be used therapeutically for knowledge or skill acquisition. The therapist selects a game that will engage the child and adapts it to address an identified treatment goal. For example, in the Pop Up Pirate game, children can identify colors that represent feelings they have had (Lubimiv, 2006). The child may then be invited to share a story about an experience that precipitated that particular feeling. If the goal is helping the client recognize the feelings of others (the first stage of empathy building), then the client is invited to note an occasion when he or she recognized that a family member or friend experienced a particular feeling.

There are games with cards that describe scenarios or role plays that the client ponders or problems solves. For those children that find nonverbal expression easier, Pictionary is another game that can be adapted to help communicate feelings or practice decision making.

Also, the use of relaxation strategies incorporating muscle relaxation, music, or imagery have been incorporated in numerous studies and programs intended to help therapists, physicians, educators, and parents to teach children and adolescents to relax when feeling tense (Bath, 2008; Klein, 2008). Therapists can teach children and parents the skill, practice the skill in session, or also assign this as homework. Parent involvement is associated with increased student success, especially when it includes a two-way exchange of information between home and school (Adams, Womack, Shatzer, & Caldarella, 2010). This therapist would add that client success often increases when this also occurs in therapy.

When working with newly placed adoptive children (particularly children with complex trauma histories) this therapist provides parents with a guided visualization script or assist parents and child in creating a narrative that assists the child in completing a journey that ends in a magical room, castle, or place of nature that is relaxing and created for the purpose of relaxation or self-care. The parents are then lent a voice recorder and the story is made into an MP3 file so the children can listen to the visualization over and over again at bedtime or as required throughout their day. The parent's voice serves to relay to the child in a sensorial way that we are here to help you feel safe. Later, children may be encouraged to tape their own voice so that they are ultimately able to replay the visualization in their head as self talk whenever this is required.

In the “termination phase” of therapy, a playful party to celebrate the client's learning can reinforce the knowledge/skill acquisition and help promote maintenance and generalization of the gains made throughout the play therapy process.

Direct teaching is often used integratively in many models such as CBT, TFCBT, Theraplay, social skills play groups, family and play therapy. “An integrated, multicomponent intervention reflects the fact that most psychological disorders are complex and multidimensional, that is, they are caused by an interaction of biological, psychological and social factors (Schaefer, 2011, p. 367).

Empirical Support

A recent study (Neef, Perrin, Haberlin, & Rodrigues, 2011) found that Ohio State students who studied course material through a game activity showed greater improvement on subsequent course quizzes than students in the no-game group. The game and no-game groups were counterbalanced in a multi-element design.

Brain research has shown that circuits used repeatedly will strengthen and those unused are pruned. The human brain is very plastic—capable of changing in response to patterned, repetitive activation (Perry, n.d., 2006), such as through play.

According to Perry (2009):

Once there is improvement in self regulation, the therapeutic work can move to more relational-related problems (limbic) using more traditional play or arts therapies and ultimately, once fundamental dyadic relational skills have improved, the therapeutic techniques can be more verbal and insight oriented (cortical) using any variety of cognitive-behavioral or psychodynamic approach. (p. 252)

Clinical Applications

Emotional states can be transferred directly from one individual to another by mimicry and “emotional contagion,” through copying of emotionally relevant bodily actions, particularly facial expressions seen in others” (Fowler & Christakas, 2008, p. 1). This is one of the reasons that play groups can be so effective in working with children who have similar issues that can be normalized. Some common groups include social skills groups for children who may not know how to make friends, grief and loss groups for children who have experienced loss of family members due to death, and groups for children of divorce. Anger management groups with intense focus on self-regulation strategies are also effective for children who struggle to control temper outbursts. Also, “changes in perspective fostered by mindful awareness strengthen the therapeutic process” (Badenoch, 2008, p. 174). Furthermore, integrative play groups for children with autism, who do not know how to play well with others, are effective. This is because direct teaching provides the children with the opportunity to practice social skills while interacting with higher functioning children who serve as models and teachers.

Hromek and Roffey (2009) reported how life-space interviewing utilizing direct teaching in conjunction with game play can improve:


	Reflective listening.

	Learning the use of emotional first aid (which can include taking a walk, getting a drink, or practicing relaxation exercises).

	Focusing on the incident that occurred during the game play.

	Identifying the feelings or values of the client.

	Problem solving and perhaps restitution.

	Planning for success, which can include rehearsals as well as anticipating the feelings of other game players and then accepting the outcomes of their actions.



Stokes and Baer (1977) “found that many children have difficulty in generalizing skills that are taught in only one setting” (Adams et al., 2010, p. 514). Parents are therefore required to reinforce skills so the child is practicing and generalizing skills in all of his or her life spaces.

Theraplay is another example of direct teaching with parents. Parents are instructed in how to initiate a specific play activity based on the focused domain (structure, nurture, challenge, or engagement). The therapist models the use of the specific activity with the child and in the presence of the parent. Then the parents are taught to use the activity with their child first in the play therapy session and then later as part of parent/child play time. Child-Parent Relationship Therapy (CPRT) is another parent-child program that begins with direct teaching of parents in a group format. Specific interactional values are taught such as giving children full attention in preannounced time frames. These values or new skills are then applied to parent/child playtime. Parents practice skills with their child, videotape the playtime, and then bring the tapes back to the group for peer and therapist feedback (Bratton, Landreth, Kellan, & Blackard, 2006).

Vignette

The following vignette describes the experience of direct teaching shared with a latency-aged male and his parents. The parents identified that they were very worried that their son had “something seriously wrong with him,” given his school avoidance behaviors and desire to play independently.

Xavier

Xavier was a 10-year-old boy who was the older of two children. He had a younger sister who was 7 years old. Both Mom and Dad were working parents whose extended families lived in a city at least 6 hours away. They shared that they had a strong marriage and grieved for their son who was easily affected by the negative comments from peers. He had few friends and a history of struggling with transitions in all of his life spaces. His parents identified that he would refuse to go to school or music lessons and was easily agitated when things did not go his way. He was then more likely to “give up.” Xavier was described as being “sensitive” and would act out when he was upset about “failing” or anticipated that he would fail in sports, academics, or social interaction opportunities.

Xavier reported being bullied at school and demonstrated school refusal. His teacher did not seem to recognize the need for nor was able to maintain emotional safety in the classroom. The parents were directed to set up a parent/teacher conference to help gain more information. Xavier was reported to be crying at various times during the day and could not verbalize what in the moment was precipitating these intense feeling states. He reflected at school that he was sick in order to come home. Once home, his parents reported that after a half hour he felt better (nausea and headache were gone) but that he did not want to return to school.

Xavier was beginning to isolate himself from his family as well as from the one friend who lived on his street. He had an increased desire to play single player video games, which his parents were limiting much to his disappointment. He verbalized feeling tired all the time and stated that he was not hungry. However, there was no difficulty noted with his sleeping. His parents were worried that these avoidance behaviors were about avoiding family interaction and discussions. This therapist was concerned about depression as well as anxiety. A family history was taken (including a familial genogram) and both depression and anxiety had been experienced by family members on both sides of the family. It was immediately recommended that an annual medical exam occur with Xavier's pediatrician prior to starting treatment so a baseline medical assessment could be obtained.

Xavier had not experienced any known traumas, although his paternal grandfather had died 6 months prior to intervention. The family attended the funeral in the faraway city. Xavier's parents felt that this loss was processed well for all family members, although Xavier was emotionally connected to his grandfather. Xavier's parents were able to readily discuss resiliency factors at intake. He loved science and enjoyed reading science fiction. He loved video games. He was kind to his younger sister and until just prior to referral could talk with his parents about day-to-day experiences. His parents described him as a model son who went out of his way to please others (this was an area that warranted further adult discussion). Xavier was not competitive and previously wanted to socialize with peers in his free time. Xavier enjoyed indoor soccer as long as he did not have to be goalie.

Once a therapeutic alliance was established, Xavier was invited to play the game Sky Travelers. In this game, participants are peaceful sky travelers who have crashed on earth. As a team they need to search the different parts of the planet to gather the items needed to repair their craft before the mother ship came to pick them up. On this planet there are UTOCS (ugly things that get out of control). These sky travelers need to survive the UTOCS without harming them so they need to work as a team. The UTOCS include things like water pollution, earthquakes, crazed animals, armed conflict, killer bees, and strip mining. After therapist and child played the game for two sessions, the game was sent home so Xavier could play with his parents and they all could become familiar with the language presented, specifically “ugly things that get out of control.”

By playing this game the therapist wanted to assess through direct teaching Xavier's ability to:


	Have fun.

	Manage frustration.

	Imagine being in another situation and playing a different role.

	Identify external and internal stressors.

	Identify internal and external resiliency factors.

	Identify support systems.

	Identify strategies to address stressors.

	Identify the presence of cognitive distortions.



When playing, Xavier went first and verbalized that his friend usually went first when they played games. So he liked the opportunity of going first “for once.” Xavier's game-playing style was generous as well as people pleasing. This presentation was consistent with the information provided by his parents at intake. Xavier was pleased that this was not a win-or-lose game as he verbalized that he usually loses games with peers except when he plays chess.

It appeared that Xavier would benefit from increased self-esteem building activities. The alteration of using whatever “special powers” we could find was agreed on by both child and therapist so that the team could fix its spacecraft before the mother ship arrived. It appeared that when Xavier felt overwhelmed, he would demonstrate avoidance behaviors as he lacked the ability to self-advocate and trust and/or utilize his internal resources. He also lacked the ability to ask for assistance. This therapist reflected to Xavier that team members could not get to the mother ship unless team players worked together. Hence, it was important to underscore the special powers that we had or wanted to develop as well as being aware of available support systems.

Also, it was stressed that he had many special powers that may yet be undiscovered and if we need help we have to self-advocate. After playing the game, the therapist and child made a list of UTOCS in Xavier's life as well as special powers that he possessed. We then listed support systems that included his best friend, family members, and his teacher. We then listed what their special powers were or could be both within and outside of the game.

Last, the special powers that Xavier wanted to develop were identified. This process directly impacted the cognitive distortions that he was working with, which included, “I am a loser; People don't want to get to know me; No one will stand up for me.” Using direct teaching through game play with this client provided the opportunity for players to practice connecting the use of special powers with UTOCS as well as the opportunity to discuss how interactions or situations might be different if a specific power was available for use.

LeGoff (1994) states that “the extant treatment literature (Albanese, San Miguel, & Koegel, 1995; Harris & Weiss, 1998; Schopler, 1987) indicates that psycho-educational interventions should be tailored to the needs and strengths of the individual child and family” (p. 558). Therefore, the psycho-education component was most important given that Xavier and his parents could identify that Xavier needed encouragement to self-advocate and create a plan specific to his needs. Xavier's parents also needed the direct teaching experience to give themselves permission and direction to advocate on their son's behalf with his teacher. They did not want to be seen as interfering parents, however this therapist pointed out that it might be helpful for him to see his parents advocating for him as this also models what he needs to do for himself. This made sense to Xavier's parents. His teacher as it turned out did not recognize that bullying was occurring in her classroom. Once this issue was identified, she took concrete steps to address the bullying through classroom meetings.

Xavier's cognitive distortions were challenged and then diminished by playing this game. His parents were not aware of his cognitive distortions but once they were they attempted to address them within the home milieu by supporting his strengths and facilitating resiliency factors for him and his little sister. Xavier was also able to visualize when in the future he would like to use “special powers.” He also was able to verbalize how he would ensure that he sought the help of other team members when needed. Xavier and his parents both consolidated skills as the Sky Travelers game provided a symbolic experience that they could understand and use to practice new skills in their life space. Xavier was excited to see the connection to life experiences with this game. The direct teaching that occurred while playing the game included sharing knowledge, instruction, modeling, and guided practice. In a follow-up phone call, after termination, Xavier's mother stated that they were less concerned about depression and anxiety. They also agreed that it was important to continue with yearly pediatrician check-ups and knew that they could schedule check-in sessions with the therapist as needed.

Summary

Direct teaching is an effective and powerful therapeutic tool. In this example, Xavier felt isolated and alone and did not think he could fight the UTOCS of his life. He was able to identify that he creates some of the UTOCS that he experiences such as avoidance of anxiety-provoking situations. Through direct teaching, his coping skills increased, as did his awareness of which peers might not be supportive as a potential friend. Consequently, his social interaction style became less inhibited. His parents reported that with his newfound “voice” he became less of a people pleaser. Xavier also became more persistent in attempting new activities and not giving up so easily, as evidenced by his willingness to play goalie for his soccer team. Use of game play as a directive teaching tool was well received by this child, especially as he was already interested in science fiction and felt that he knew much about such narratives.
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Chapter 5

Indirect Teaching

Aideen Taylor de Faoite

Introduction

Indirect teaching has been used over the generations and across cultures and countries to convey messages and to support understanding and meaning. These were traditionally stories told to explain events both in nature and human development and to explore human conditions. For example the story associated with my name is about Etain, who was the lover of the fairy man in Irish legend. She traveled between this world and the fairy world and supported understanding of difference between the two worlds. I often use this metaphor to explain the role of the play therapist. The therapist enters the world of the child and acts as a conveyer of messages, meaning, and understanding between the child's world and the lived experience of a particular child.

As a child I grew up surrounded by stories. These included cultural and religious stories and told stories within my family. The cultural stories included the legend of Queen Medb (pronounced Maeve), a female warrior who used her strength and intelligence to achieve her goals against the odds. St. Patrick, the patron saint of Ireland, is famous for his use of the metaphor of the three-leaved shamrock to explain the concept of the Holy Trinity in the Catholic tradition. In our family, stories were told at bedtime. These were used to incorporate the trials and tribulations of the day, how these were faced and overcome to result in a happy ending. The stories happened to different characters, such as Curly Wee and Gussy Goose. This acted as a distancing mechanism so that as children we didn't realize it was about us.

This chapter looks at the role of indirect teaching as a therapeutic power of play. A definition of indirect teaching is provided and the therapeutic power it offers to support change is explored. The psychological theories that inform the use of this therapeutic power and its change mechanisms are discussed. The strategies and techniques that are informed by these theories are presented and the chapter finishes with a range of vignettes to illustrate these.

Indirect Teaching

There is an old Persian proverb that translates as “One talks to the door so the wall will hear.” This is in essence indirect teaching. Information is presented in images, metaphors, and stories. Indirect teaching is defined as “a potent method of conveying a message without creating resistance within the conscious mind of the listener” (Rowshan, 1997, p. 50). As a therapeutic power of play, told and written stories are used to support the child's understanding of his or her feelings and experiences, their worries and anxieties. Margot Sunderland (2000) talks about how children can become confused about their feeling and how just giving the child the vocabulary for their feeling, by naming these feelings, is not enough as it is not the child's natural language of emotions. She uses the metaphor of the “digestive system.” In the same way as food has to be chewed and digested to be of any good for the body, feelings and emotions need to be thought about and processed to ensure well-being. The story, picture, or metaphor offers a digestive system for understanding the issues. The child uses stories as a vehicle for creative imagining and feeling, in the same way as an adult uses thinking and language to explore and express their feelings and experiences. Sunderland identifies the importance for children of “processing” confusing feeling. She defines processing feelings as “fully feeling painful and difficult feelings and thinking about them as opposed to avoiding feeling them or giving them no real thinking time” (Sunderland, 2000, p. xi). Therapeutic storytelling as an indirect teaching strategy offers the child a means of processing these painful and difficult feelings. Sunderland proposes the stories are “a vital part of a child's healthy emotional digestive system” (Sunderland, 2000, p. xi). The specific power of stories and metaphors is that they provide a means of processing confusing feelings and experiences in the language of imagination. The imagination is both the natural language of the child due to its concreteness and it prevents resistance associated with discussing issues directly with children.

In listening to a story, watching a film, looking at a painting, or listening to music, two processes seem to occur, namely the “unthought known” and “transderivational searching.” Sunderland (2000) identified that the therapeutic story can “speak about the child's ‘unthought known.’…the sense that ‘I know that exactly, but I have never thought it’” (p. 15). When the story is right for the child, the story gives the child a profound sense of being understood and some sense of relief. The book Not Now, Bernard by David McKee (1990) became a fascination of twins I worked with, who had been separated for their first year due to illness and hospitalizations. As a result of these hospitalizations, the parents had to divide their time between the two children, as they were based in different towns. When each child entered the playroom, he was observed to seek out this book, which was one of the range of books available to the children in the playroom, and request that it be read to him. Each twin always sat where he could have full view of the pictures, while being able to make direct eye contact with the therapist as she read the story. Each twin looked intently at the pictures and questioned why the parent had not looked up when Bernard called. They observed the mishaps of the adults and grappled with why the mother had not noticed that it was a monster in the bed, not Bernard. This story, in some way, seemed to provide an unthought known for the twins. Accessing the unthought known through this story presented as a turning point in therapy for both twins.

The second process is transderivational searching. “This is when the child in listening to the story continuously associates the events and characters of a story with their own experience of events” (Rowshan, 1997, p. 34). Bandler and Grinder (1975, as cited in Mills & Crowley 1986) proposed that the operation of metaphor went through three stages:


1. A surface structure, the presence of the metaphor in actual words in the story.

2. An associated deep structure of meaning, which is activated because it is indirectly related to the listener.

3. A recovered deep structure of meaning, which is activated and directly related to the listener.



It is at this third stage of the metaphor that the process of transderivational search is activated for the listener. As reported elsewhere (Taylor de Faoite, 2011), in working with a child who had been abandoned by her mother and was being cared for by her father, the child became fascinated by the book Bye Bye Baby: A Sad Story with a Happy Ending (Ahlberg & Ahlberg, 1991). She initially wanted this book read to her continuously. Then she moved to enacting the story. The process of transderivational searching was noted throughout the therapy in her use of the metaphor of this story. She wanted the therapist to act with cruelty toward the child, when the mother had found the child in the story. Once the therapist in the role of the mother was unprepared to participate in this cruelty, the child began to make links between the unconditional love that she was looking for in a mother and the conditional love of her stepmother. The first stage of this process appeared to be achieved by the rereading of the story several times so that the child could understand the surface structure of the meaning of the story. The second stage of associated deep structure of meaning was understood by the child through her role play or enactment of the story. The final stage was achieved by the child when she began to make the links between the themes of conditional and unconditional love in the story and her experience of these in her family life. The operation of the metaphor and the process of transderivational searching appeared to be a key element of the therapeutic change process for this child in therapy.

Empirical Support

A review of the literature on indirect teaching and the use of metaphor and storytelling revealed that there is little direct empirical evidence to identify the impact of this as a therapeutic power or change mechanism. This is not to suggest that indirect teaching is ineffective in supporting change. Instead it serves to indicate that little consideration has been given by researchers to the impact of indirect teaching as a therapeutic power of play.

As a result, this section draws on some theoretical perspectives and their hypotheses on the role of indirect teaching in therapeutic change. No single theory identifies indirect teaching and the use of metaphor as a change mechanism. Therefore, the author proposes to draw on a range of theoretical positions, including recent developments in child psychoanalytical thinking and theory, narrative play therapy and theory and developments in our knowledge from brain research to identify the change mechanisms associated with indirect teaching, story, and metaphor. Research on the use of bibliotherapy is presented to complete this section.

Mills and Crowley (1986), having reviewed a range of theories both from the Eastern tradition and Western psychology and the emerging brain research of the 1980s, integrated these four main contributing factors in the use of metaphors (Mills & Crowley, 1986, pp. 22–23):


1. Metaphor is a primary experience.

2. It is mediated by the processes of the right brain.

3. The unconscious association patterns summate to present a new response in consciousness.

4. This is achieved through the transderivational process.


Since then a number of theoretic perspectives have developed and our knowledge of brain development expanded with the development of research tools such as fMRI scanning. Schore (2001), in his extensive work on the right brain development and its impact on infant mental health and affect regulation, has identified six key processes the right brain is involved in:


1. Processing social-emotional information.

2. Facilitating attachment functions.

3. Regulation of bodily and effective states.

4. Control of vital functions supporting survival.

5. Enabling the organism to cope actively and passively with stress.

6. The location of the spontaneous emotional communication system is in the right hemisphere.


Drawing from this research on the function of the right brain and the earlier position of Mills and Crowley (1986), it is reasonable to conclude that in telling a story, the optimal social-emotional environment is created through tone of voice, shared attention, and the movement of attention between the subject of the story and the objects within the story. Affective synchrony is achieved through the interaction and the common experience of the story.

Expanding Theories

Psychoanalytic theory has expanded to take into account the developing knowledge from brain research. Levy (2009) proposes that play and psychoanalytic child therapy may promote integration of diverse brain processes to foster therapeutic change. The use of metaphor, including the telling, listening to, and enactment of stories may allow for the integration of various modes, allowing experiences to be stored and constructed differently in the brain (Levy, 2008, as cited in Levy, 2009). Levy proposes that there are two processes involved: implicit and explicit cognition. Play integrates both implicit and explicit thought and fosters reorganization of neural structures to form a more complex integrated system.

Indirect teaching is conceptualized as incorporating both implicit and explicit cognition; explicit cognition in the words of the story or the images of the metaphor, and implicit (asymbolic) in the structure of the story and the context of the storyteller and the listener.

Psychoanalytic thinking has shifted from understanding change as one that requires knowledge, awareness, and insight, to implicit understanding of relational behaviors and organizing structures, (Fosshage, 2004, as cited in Levy, 2009). Play and metaphor therefore facilitate the development of reflective functions for children, a process called metallization.

In summary, it is suggested that the neurobiology of metaphor, story, and indirect teaching is such that the story works on many levels:


	The explicit level: The words, pictures, and images.




[image: img] The surface story.

[image: img] Whether the story has an explicit therapeutic message.




	The implicit level: The structure of the story.




[image: img] The beginning, the middle, and the end.

[image: img] The role of the listener, the audience, and the storyteller.



The integrating nature of indirect teaching allows for the change, organization, and reorganization of structures in the brain to incorporate new relational behaviors, events, and emotions.

Narrative play theory and therapy places great emphasis on the story and in supporting the clients to tell their story, from their changing perspective. In narrative play therapy the change mechanism of indirect teaching and metaphor is based on the fluid nature of the story, how stories can be expanded and contracted, and how different endings can be facilitated. The following five assumptions of narrative play therapy identified in Narrative Play Therapy: Theory and Practices (Taylor de Faoite, 2011) relate to the role of story:


1. The story, whether generated by the child in play or chosen by the child from the range of published stories, offers the child the opportunity to control his or her world.

2. The structure of a published story offers predictability and consistency. The creation of a story in play allows the child to create (and thereby control) his or her own world in play.

3. The themes that the children generate in their stories in play or in their choice of published stories do not have to be the same as the themes in their lives but are often similar.

4. In the sharing of the published stories and in the co-construction of stories in play, the relationship between the adult and the child is developed and expanded.

5. Narrative play therapy assumes that creating stories and expanding the child's range of favorite stories offers opportunities to explore ways of shifting and expanding and trying out different stories and different endings without having to bring them into the lived world of the child.

For example, Jack's favorite story became that of Hansel and Gretel. Jack came from a socially deprived background and spent some time of each week in respite care. He was particularly intrigued in the part of the story where the stepmother discussed the plans of leaving/losing the children in the woods and asked for this part of the story to be reread a number of times before the story could be read to the end. While Jack really tried to understand the role of the mother in this story, this did not mean that he behaved in any way that suggested he thought of his mother's failings to be similar to that of the stepmother in the story.



To conclude, narrative play therapy identifies the therapeutic power of stories as one of supporting the child to reach a satisfactory understanding of his or her situation. (Taylor de Faoite, 2011).

Research by Shechtman (2000) looked at bibliotherapy as an intervention in the treatment of child and adolescent aggression. In this research, films and stories were used, followed by suggested activities associated with the story and film to process the metaphors contained therein. The research findings indicated that the interventions increased insight, self-control, and empathy, promoted adjusting behavior, and reduced aggression. Shechtman identified the therapeutic factors as catharsis interpersonal learning, social skills developments, and cohesiveness. Interestingly, the participants identified the films and stories as the most meaningful activities (Shechtman, 2000).

Role of Indirect Teaching in Causing Change

Indirect teaching and the use of metaphors and stories can emerge in play and play therapy in a number of ways. One is the introduction of a therapeutic story. There are a range of published therapeutic stories to support children around specific themes and issues. Such stories can include some distancing by placing the story in a different context or using imaginary characters or creatures. The aim of this is to address the issues while reducing anxiety or the likelihood of increasing the defense mechanisms. Therapists will have their own preferred authors. I have found the books written by Margot Sunderland very beneficial for my clients in my culture. Some of her books have specific themes to facilitate thinking about different feelings and experiences. For example, Teenie Weenie in a Too Big World is a beautifully illustrated and told story that children have been drawn to. The story teaches children indirectly how to deal with their feelings, particularly feelings of fear. The story of the insignificance of Teenie Weenie in a big scary world and how the support of another seems to make the world less scary and very manageable has appeal to a wide range of children from different backgrounds and presenting issues. Themes covered by other stories published by Sunderland include the themes of bullying, anxiety, and obsession, yearning for someone to love and helping children to pursue their hopes and have dreams.

Children's literature offers another route into indirect teaching. Each culture, tradition, and time will identify the stories that might be included in this element of indirect teaching. Traditional fairy tales may also be included in this range of stories. It is suggested that the traditional versions of fairy tales provide greater opportunity as agents of change, as the protagonists in these stories are multidimensional. (This is in contrast to the abbreviated and sanitized versions often presented in Disney-type versions in fairy tales.) Here are some suggestions of children's literature that have proven beneficial in the playroom:

The traditional fairy tale of The Three Little Pigs, and the alternative, The True Story of The Three Little Pigs (Scieszka, 1989): Children who feel blamed and always seem to be in trouble have been drawn to the alternative version with its representation of the Wolf and his motives as much misunderstood, while children who are in transition are often drawn to the traditional version.

Bye, Bye Baby: A Sad Story with a Happy Ending (Ahlberg & Ahlberg, 1991) is another piece of children's literature that has proven beneficial to a range of children. From clinical observations, I have noted that children in the care system, and particularly those in transition between carers, seem to be drawn to this story. Oh, the Places You'll Go by Dr. Seuss has helped children who find themselves in transition as a result of intercultural adoption or as a refugee.

In her book, Play Therapy w ith Abused Children, Cattanach (1992) identifies children's literature that addresses a range of themes and events. These include books about babyhood, children's behaviors and feelings, fear of the dark and nighttime (Cattanach, 1992). One of my children's favorite stories when they were toilet-training was I Want My Potty by Tony Ross. Its appeal appeared to be the omnipotence of the protagonist, the princess. Instead of having debates and discussions about whether my daughter needed the potty, we would enact the princess's ordering of her potty, thus introducing humor to the situation.

Angry Arthur, by Oram and Kitmura (1984), proved popular with my younger daughter, who had terrible tantrums at 2 to 3 years of age, which she could sustain for extended periods. She often requested this as a story going to bed on particularly difficult days.

With the aim of counteracting nightmares, The Wish Factory (Riddell, 1990) has been observed as a useful indirect teaching tool in clinical practice. I have recommended this book to parents when their children are having difficulties going to sleep or are having nightmares. Parents have reported an improvement after reading this book to their children. In consulting with a parent of a child in therapy, I was curious as to the reoccurrence of a pink fluffy pig in her drawings. This mother reported that this was a representation of the present the child collected in the wish factory to help make the dreams less scary.

Play-based stories are another element of indirect teaching. For example, in the playroom, children will begin to create stories while playing with small-world objects in the sand or with puppets. When children begin to provide a running commentary on their play, I will offer to record the story. The children's words are written down. Any confusion within the story will be clarified through a series of questions based on the metaphors provided by the child in their play. This is then read back to the child and any amendments made by the child are included. In this way the child is supported in creating a story that is satisfactory to the child in that moment. These stories are then available to the child throughout his or her time in the playroom.

The use of indirect teaching, stories, and metaphors supports the working through and resolution of issues and events at an unconscious level that may or may not become conscious. Projection is an element of the change process in indirect teaching. The child can identify with the character of the story and project and try out feelings and solutions for the character while not having to try these out in his or her lived world.

Seven factors have been identified by Schaefer (personal communication, 2012) in the process of change associated with indirect teaching:


1. Teaching adaptive behaviors.

2. Sparking emotions.

3. Rousing to action.

4. Teaching problem-solving skills.

5. Reducing the activation of defense mechanisms.

6. Fostering therapeutic insight.

7. Providing new solutions to the problem.


In general, stories and indirect teaching work from a number of angles. Stories are nonthreatening. They are contained within a beginning, middle, and an end. Stories are engaging for children. Children will frequently request that stories are retold or reread. If the storyteller tries to shorten or change the written story, the child will notice and proceed to correct the storyteller if they are engaged in the story. Stories foster independence in that the child both chooses the stories and also the key messages within the story for them, their own conclusions, and their own actions. In the case of the twins that requested Not Now, Bernard, the conclusion their parents would have noticed is that it was not them in bed, even though they were identical twins and they often tried to fool me. In indirect teaching, the story is not intentionally didactic. The children are thereby given the space to make their own sense of the story they have chosen to hear. Defense mechanisms and resistance to change is bypassed. Indirect teaching can support the therapeutic relationship. By bringing stories into the playroom, the therapist can introduce the idea of “being held in mind.” I often introduce the story by saying “I was thinking of you during the week and I thought about this story,” thus offering the opportunity for the story to be read to the child. The relationship between the storyteller and the listener then offers a safe structure for the interaction. The predictability of a story with a beginning, middle, and end offers a consistency to the child. The change process that is associated with indirect teaching may also be associated with mirror-neurons and their activation by the perception of emotions within a story without having to produce the emotions or actions (Ramachandra, Depalma, & Lisiewski, 2009). Stories provide a model of coherent narratives and models of alternative endings.

In summary, the role of indirect teaching in causing change is threefold. It provides opportunities for learning new approaches, adaptive behaviors, and problem-solving skills while reducing anxiety or bypassing defense mechanisms that may be activated if these skills or behaviors were to be taught directly. Indirect teaching uses images and metaphors that are more developmentally appropriate for children's cognitive levels, allowing children to think about feelings in a language that is more meaningful to them. Indirect teaching is therapeutic in a number of ways, including fostering therapeutic insight and providing new solutions to current issues. Third, the structure of storytelling supports the development of the therapeutic relationship, which has been found to be a key factor in facilitating change.

Strategies and Techniques

In this section, I discuss four main indirect teaching techniques and how these can be used in therapeutic settings. The vignettes in the following section illustrate the uses of these techniques with different children in a range of contexts. The four strategies are:


1. Storytelling using children's literature and fairy tales.

2. The use of therapeutic storytelling.

3. Story-making.

4. Play-based, co-constructed story-making.


Storytelling Using Children's Literature and Fairy Tales

This strategy requires the therapist or adult to be familiar with a wide range of children's literature including stories, picture books, and poems. Therapists will be sensitive to the culture and ecosystem of the child in selecting and making available books for the child. In selecting stories, the therapist needs to be aware of a range of elements in the story. Rossi (1985, as cited in Mills & Crowley, 1986) identifies the importance of the shared phenomenological experience. The choice of metaphor will need to resonate with the child's experience. Three-way empathy is created between the therapist, the child, and the story. The child identifies with the character and events and can therefore relate to the solutions or resolutions in the story. The child will need to be able to identify with the images created in the story. In choosing a story, the combination of the images created by the metaphor and the child's familiarity with and ability to relate to the images are what makes a children's story therapeutic. This can be presented in the following formula (adapted from Mills & Crowley, 1986):

[image: equation]

The child needs to be able to relate to the main character and the images presented, thereby entering the metaphoric world of the character and bringing back the solutions to the lived world. Mills and Crowley (1986) identify the six main characteristics of classic fairy tales that facilitate the shared phenomenological reality for the child:


1. Metaphorical conflict —The main theme will set up a metaphorical conflict for the main protagonist.

2. Unconscious processes —Abilities and resources will be personified in the protagonist or helpers, while fears and negative beliefs will be placed in the villains and obstacles within the story.

3. Parallel learning situations —The story includes parallel learning situations for the main protagonist in which they are successful.

4. Metaphoric crisis —Where the protagonist overcomes the obstacle or resolves the problem.

5. A new identification once the hero is victorious.

6. Celebration of the hero's special worth.


As discussed earlier, Bye Bye Baby (Ahlberg & Ahlberg, 1991) has been a therapeutically beneficial book for children. The main reason for its success is that it has facilitated a shared phenomenological reality for the children who have gained from using this story to explore experiences and emotions and gain understanding. The story begins with the strengths of the main protagonist in being able to look after himself even though he is a baby. However, this is a cause of sadness and creates the metaphorical conflict of needing a Mommy. The parallel learning situation is the success the baby has in gathering help around him in his search for a Mommy in the form of the cat, the teddy, the clockwork hen, and the Uncle. The metaphoric crisis presents itself when the baby “tripped over and bumped his nose” and his world of support comes tumbling down as they all land in a heap on the ground and it begins to rain. The new sense of identification emerges as the baby calls for a Mommy and a Mommy appears, pushing a pram. The celebration is nurturing care by the mother and a search for a Daddy following their successful search for a Mommy.

By choosing stories with these six characteristics, one is facilitating the shared phenomenological reality between the child and the protagonist. This facilitates the identification of the child with the protagonist and, in turn, the potential of the child to bring solutions from the imagined world of the story to the lived world of the child.

Use of Therapeutic Storytelling

In this technique, the therapist develops a story for the child that the child can identify with, while not being directly about the child, which would risk raising defense mechanisms and increasing anxiety. The aim of therapeutic storytelling as a technique is to act as a container for the events and feelings of the child, while providing solutions to the issues that emerge. Platteuw (2011) has adapted Sutherland's model for creating therapeutic stories and identifies the following elements needed to create the story:


	Establish the issues the child is struggling with.

	Create a character, place, and situation that can provide a metaphorical structure for the identified difficulty. The main character should also be struggling with the same issue as the child.

	Describe the main character using coping strategies for the issue similar to those used by the child. Show how these lead into difficulties in relation to how the child sees himself or sees others, eventually leading to crisis.

	Describe a pathway out of the crisis to a solution. Someone or something will usually enter the story to enable a different approach or different way of managing. This changes the way the character feels about himself and others. This shift makes the world a better place to be. (Platteuw, 2011, p. 221)



This technique can be used in a variety of ways within a therapeutic environment. A therapist may choose to use this technique when a child is stuck in therapy, where themes repeat themselves but with little resolution or when the solution chosen by the child is ineffective. The aim in this instance is to provide alternative solutions to the themes presented by the child in therapy. The instigation of the therapeutic story may also come from outside the therapy, where significant people in the child's life report an ongoing difficulty or issue. Platteuw writes about how she has used this structure to co-construct therapeutic stories with adoptive parents to support their newly adopted child. In this way the adoptive parents can be instrumental in identifying the therapeutic message they wish to impart to their child.

Therapeutic Story-Making

This is a technique that has been developed for work with groups of adults and adolescents. Gersie (1997) defines therapeutic story-making as “a form of creative-expressive group work which focuses on the restoration of people's ability to tell stories and parallel development of their willingness to interact meaningfully with other people's stories in order to alleviate pain” (p. 41). Cattanach (1994) has used this approach with children in individual settings. She suggests that this technique offers children “a playful way to enjoy and explore stories” (p. 49). In her book Play Therapy: Where the Sky Meets the Underworld, Cattanach gives an example of how this technique is used with the story The Witch and the Rainbow Cat (Cattanach, 1994, pp. 45–49). In this technique, the story is read with interjections throughout to carry out a variety of creative activities, including writing, art, and enactment. In this way, the child is offered opportunities to “experiment with different ways of being, leaving the past and exploring the future within the safety of the therapeutic space” (Cattanach, 1994, p. 51). In the clinical applications section below, I give an example of how Badger's Parting Gifts was used to facilitate a group of bereaved siblings.

Co-Constructed Story-Making

In children's play, be it in role-play, in pictures in the sand, play with small world objects or in art or drawing, children are constructing stories, whether they are aware of it. The role of the therapist is to help the child develop his or her creative skills “so that fictions made can help transform the child's experience,” (Cattanach, 1994, p. 18). As the stories begin to emerge in the child's play, the therapist offers to record the stories in writing. In this co-constructed story-making technique, the therapist uses “questioning to support the structure and sequence of the story and clarify the meaning of the actions of different characters in the story” (Taylor de Faoite, 2011, p. 45).

Clinical Applications and Vignettes

The clinical application of indirect teaching is explored using a range of vignettes from my play therapy practice in this section. Examples of the use of the four different strategies and techniques in indirect teaching and how they were introduced to the play therapy or emerged from the child's play are presented.

Storytelling Using Children's Literature and Fairy Tales

Jonjoe was 8 years old when I first met him. He had a rare genetic disorder. Although he had no significant illnesses, prior to his admission to the hospital, he required a bone marrow transplant to ensure the best prognosis into adolescence and adulthood. Prior to a bone marrow transplant, patients are required to undergo chemotherapy to kill off their own marrow. When the patient is awaiting a bone marrow transplant, they are placed in reverse isolation, as their immune system is compromised and they are at significant risk of infection. Reverse isolation is a highly sterile environment to ensure that infection is not introduced. Anyone who enters this room was first required to gown up and wear a mask. Prior to hospitalization Jonjoe was described as an active young child who was used to open spaces and freedom to play and be physically active. Due to the distance of the hospital from his family home and other family commitments, he generally only had visitors on the weekends.

I was asked to see Jonjoe at this point primarily for diversion therapy, though nurses reported concerns as Jonjoe became anxious and shut down when members of the medical team tried to explain the medical procedure they were due to carry out. Due to the high level of sterility required, few toys and materials were allowed in the room. Typically I would choose a range of sensory or embodiment toys such as clay, plasticine, and slime, as I have found these beneficial to children wishing to symbolically represent how they feel immediately following chemotherapy. Such materials were completely out of bounds in the reverse isolation environment. After some negotiation with medical staff, new books, newly opened paper, and crayons were permitted. With these limited resources, the book had to be chosen carefully.

In this instance I chose George's Marvellous Medicine by Roald Dahl. As the usual predictability of therapy at a certain time of day was not possible due to the medical interventions, this chaptered book offered a container for short bursts of work while giving predictability to the structure of the session. I employed the techniques of relationship building offered by this approach, including the idea that when I was asked to visit him, this book came to mind. I introduced the book saying that it was about a boy who was 8 years old like him and he lived in a rural area, like him. I chose not to draw his attention to the fact that George was socially isolated like Jonjoe but once this part of the story was read to Jonjoe, he voiced this similarity. At the beginning of each session, we spent time remembering what happened up to then and at the end of the session we wondered what would happen next. This offered a sense of continuity and “being held in mind” between sessions. The crayons were available to Jonjoe to doodle and draw while he listened to the story. As we moved through the sessions and chapters, Jonjoe quickly became engaged in the story, forgetting to doodle. He asked questions throughout the story. His questions focused on the motivations of the characters. He was unsure of George's motivation in creating the medicine and how it might work. He struggled with the Granny and why she was so nasty to George. In looking at Granny's motivations, we explored being ill, how it might have made her feel and in turn how she might behave toward others. He delighted in Granny's joy when she grew big, so big that her head came out through the floor. He wondered how she would eat. As the story ended Jonjoe delighted in George's brush with magic.

The use of children's literature in this intervention provided predictability with a beginning and a middle and an end. It acted as a container both within the sessions and between sessions. It facilitated the speed with which the therapeutic alliance was formed, as the child was familiar with the role of storyteller and listener/audience. The technique offered Jonjoe the space to explore feelings and motivations in relation to medication and the impact on the person. The sensory nature of the concocting of the medicine may have activated mirror neurons, in the absence of the physical ability to play with these sensory materials. It exposed Jonjoe to humor and fun in a sterile environment as well as to the quiet, unassuming power of the protagonist, George. As the impact of the medicine on Granny was explored within the metaphor of the story, there was no sense of anxiety generated when talking about the medicine. On the conclusion of this storytelling intervention, nurses reported that in general Jonjoe appeared less anxious and had begun to ask questions about his medicine and how it would help him.

The Use of Therapeutic Storytelling

A number of people have written on their use of therapeutic storytelling, among them Platteuw, Sunderland, and Rowshan. Platteuw, in her chapter “Narrative Play Therapy with Adopted Children,” illustrates the use of therapeutic stories with a 6-year-old client (Platteuw, 2011). As mentioned earlier, Sunderland (2000) has published a range of therapeutic stories addressing a variety of feelings, themes, and issues for children. Rowshan (1997) writes about therapeutic stories and their use for a range of issues and how parents might use therapeutic stories to support their children.

I have used the therapeutic story technique to support my children in stressful situations. I remember when Aoife was 3 years old and a bird flew into our house via the chimney. We were both home at the time and I was 7 months pregnant. I initially reacted in a startled and anxious manner, panicking about how I would get the bird out of the house. The bird was also becoming distressed and banging against the window in an attempt to get out. I managed to open the window and the bird flew off. Aoife immediately picked up a wooden ornament that had a beak-like top and began flying this around the room and talking to it. I decided to use this as a metaphor to tell the story of how the bird loved to go on adventures.

One day, while sitting on the chimney stack, he noticed that there was light at the end of the long tunnel and he wanted to see what was down there. The bird flew down and when he realized he didn't know how to get back to his mummy, he got scared. A little girl found him and told him she would help him to get out. When the little girl realized they the bird could not get out the way he came in, she found another way and he flew off and found his mummy. He continued his adventures because although it was scary sometimes, he liked the excitement of the adventure.

Bedtime stories became told stories about the adventures of the little bird. Gradually, Aoife began to choose her bedtime stories from her library and equilibrium was restored.

Story-Making

This technique of story-making was used with a group of children age 6 to 11 years old. They all had a sibling who died of cancer. The session was part of a bereavement day run by the multidisciplinary team of the hospital in which their sibling had been treated. The children were familiar with some of the staff from their time visiting the hospital. All children who attended the group had been bereaved for a minimum of 6 months, but for most of them it had been a year since the death of their sibling.

The following is an outline of how the story-making technique was used to support this group of children in thinking about their feelings in relation to the death of their sibling, while remembering their relationship with their sibling. Parents had completed briefing information indicating the cause of death, length of illness, and the bereaved child's general understanding of the death. Parents opinions on how the family was, as a whole, coping with the bereavement were also sought.

Materials required:


	The picture book Badger's Parting Gifts (Varley, 1984).

	Art materials, including different sizes and colors of paper (including black paper), pencils, paints, chalks and crayons, feathers, eyes, fluffy balls, lollipop sticks, and a range of collage material and glue.

	Feelings faces cards and feelings posters.

	A collection of miniature animals and stuffed toy animals.



The procedures were as follows:


The children were seated in a semicircle so that they can see the story as it is being read. The story was read to “His only worry was how his friends would feel when he was gone.” Using the feelings cards and posters, the children were asked to make a list of how badger thought his friends might feel when he is gone. The children shared their list of feelings using the structure (his friends might feel…because…).

The story was read to “He watched Mole and Frog for a long time, enjoying the sight of his friends having a good time.” A conversation was generated about grandparents and the children were invited to think about being as old as a grandparent. Following a short breathing exercise, the children were instructed to close their eyes or look down and imagine themselves as a grandparent looking back and remembering when they were little. Suggestions of what the child might remember included holidays, Christmas, a day at the beach or visiting grandparents for Sunday lunch. When the children had a picture, the children were invited to draw the picture they had in their head. The children were then invited to show their picture and to tell the story of the image if they wished. They were cued to distance the story by starting the story with “A long time ago, when I was young.…”

The story was then read to “He had his supper and then sat down to his desk to write a letter.” The children were invited to write the letter Badger wrote. Adults were available to act as scribes for the children at their request. The children placed their letters in an envelope.

Each child was invited to get a fresh piece of paper and some crayons to doodle with or plasticine to fiddle with while they listened to the story. The story was read up to “The animals often visited each other and talked about the days when Badger was alive.” The picture of all the animals sitting around and talking was shown. The children were invited to choose an animal from the circle. Similar animals were available as plastic miniatures or stuffed toy animals. Each child was invited to choose an animal and to think about what their animal might remember about Badger and to talk about it with their friends when they visited. Groups of animals then met and told their story about what they remembered. Again, each child was encouraged to use the starting sentence “I am…(name the animal)…and I remember.…”

The story was read to the end. The children were then invited to draw a picture of the parting gift they would like from Badger. Each child was invited to put a name on his or her picture. The pictures were put up “as if” in an art gallery and the children were invited to view each picture.

To finish the session, the children were invited to gather all the things they had created around them and look at them all together. The children were asked to choose a colored card and to write a message to their sibling that they would like to attach to a helium balloon to be released into the sky.



This strategy of story-making presented the children with opportunities to explore and to think about feelings, to remember and imagine a future using the structure of the story and using the metaphors presented within the story. There were sad moments and quiet moments, busy moments and fun moments throughout the session. What was surprising to observe was how engaged the children were in the process and the effectiveness of remaining within the metaphor of the story. This allowed the children the space to explore these painful feelings while containing them and preventing the children and facilitating adults from being overwhelmed by their emotions.

Co-Constructed Story-Making

Sara-Jane was just 3 years old when she came to play therapy. Her mother, Kate, requested play therapy following the death of her father in a tragic road accident near the family home when Sara-Jane was 30 months old. Kate described Sara-Jane's relationship with her father as close. While he had traveled a lot, he spent time with her in the evenings when he worked nearer to home. Kate identified missing the closeness to her father as the key concern for Sara-Jane. She felt that she had little understanding of the death and she was not aware of the accident. Behaviorally, Sara-Jane was generally doing well. She reported that the only change was that she woke up late at night calling for her father. Once she was settled in her mother's bed, Sara-Jane settled back to sleep with little difficulty. As Sara-Jane began to explore the playroom and the toys, she began to play with the small world objects. She was observed to intentionally select the doll's house furniture though she did not use the doll's house. Instead, she appeared to use the square carpet tiles (floor covering), and each square became a different room in the house as identified by its furniture, for example, the bathtub, basin, and toilet for the bathroom and tables and chairs for the kitchen. Once this was set up, Sara-Jane then began searching through the people. She picked out a nurse, a fireman, and a little girl. It was curious to observe that while there was a range of characters of similar scale, the fireman chosen was from a different set and was of a significantly larger scale. Cars and traffic lights appeared outside the boundaries of the house, with the fireman and the nurse being introduced in week 3 and 4. I typically photograph pictures children create with small world objects. Before review meetings with parents, I inform children of the meeting and share with children, in developmentally appropriate ways, the information I am thinking of sharing with their parents or guardians. When I informed Sara-Jane that I was due to meet her mom, she asked for the photographs to be shown to her. When Kate saw the photographs, she was astonished. She reported that on the night of the accident, it had been a fireman that had called at the door to report the accident, that there had been temporary traffic lights on the road outside their house due to road improvement works being carried out, and that she had been a practicing nurse prior to the accident. Based on the photographs, Kate realized that because Sara-Jane was very young, she had assumed that she had not seen, heard, or understood what had happened in relation to the accident. I suggested that we needed to tell her a coherent story about what had happened on that night. We co-constructed a story and I invited Kate to tell it to Sara-Jane. However, at the time, Kate did not feel that she was able to tell the story. We decided that if the scenes were created again in therapy, I would tell the story as she set up the scene using the characters she had chosen. This happened in the next play therapy session. Sara-Jane seemed to relax as the story unfolded. She was made aware that the therapist and her mom had written the story for her from the photographs of her play. In the story, the role of the nurse minding the baby and protecting her from bad news was emphasized. The role of the fireman in helping during accidents was described. In the following few sessions, Sara-Jane's play changed. She explored a range of toys, she played mommies and babies, and more developmentally appropriate play emerged. Kate reported that Sara-Jane was sleeping through most nights and she regularly asked to look at the family photo album and to hear about the stories of the photographs as part of her bedtime routine. It was decided to end therapy at this point.

The co-construction of this story, using the objects the child had included in her play and adding the factual information, seemed to have been a turning point in the therapy. It offered a coherent narrative to fragmented images that the child had about the night of her father's accident.

Conclusion

Indirect teaching is a strategy within play and play therapy that can be used to support thinking about feelings and issues for children. The mechanisms by which it supports change include facilitating the development of a therapeutic alliance while reducing the activation of defense mechanisms and anxiety, modeling problem solving, and providing models of a coherent narrative. It provides opportunities to process information through the right side of the brain. It is influenced by a number of theories including psychoanalytical play therapy theory, narrative play therapy theory, and attachment theory. A number of techniques have been identified and explored including therapeutic storytelling, story-making, storytelling using children's literature, and play-based co-constructed story-making. In choosing a technique one might consider the themes and metaphors that children are presenting in their play and the presenting issues that bring the children to therapy. Clinical observation would suggest that a child's engagement in the technique is the best indicator of the usefulness of the technique in supporting the child.
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Part II

Fosters Emotional Wellness

Various forms of therapeutic play help clients develop better awareness of and control over distressing feelings. Moreover, the many positive affects experienced while playing strengthen the emotional health and well-being of clients.


	Catharsis

	Abreaction

	Positive Emotions

	Counterconditioning Fears







Chapter 6

Catharsis

Athena A. Drewes and Charles E. Schaefer

Introduction

Catharsis has been recognized throughout history as a healing, cleansing, and transforming experience, and has been used in cultural healing practices, religion, medicine, literature, drama, and psychology. Catharsis involves the release of pent-up negative affect such as anger or sadness, which then results in a lessening of the negative affect and can even result in an increase in positive affect. Although it is regarded by many as a major mechanism of change in psychotherapy, it also has been met with some recent controversy.

The word catharsis comes from the Greek word katharsis, which literally means a cleansing, purification, or purging (Bushman, 2002). Most definitions emphasize two therapeutic components of catharsis: the emotional aspect (strong emotional expression and release) and the cognitive aspect (insight, new realization, and the unconscious becoming conscious). The American Psychological Association (APA; 2007) also associates a particular form of catharsis with psychodynamic theory and defines it as “the discharge of affects connected to traumatic events that had previously been repressed by bringing these events back into consciousness and re-experiencing them” (p. 153).

The first record of catharsis occurred more than 2,000 years ago in Aristotle's Poetics (2001). He taught that viewing or performing tragic plays gave people emotional catharsis from feelings of fear and pity, which were believed to be beneficial to both the individual and society (Bushman, Baumeister, & Stack, 1999). Catharsis is believed to produce therapeutic change by not only discharging deeply felt emotions that are stored up, but also by increasing one's conscious awareness and control of them. By deliberately expressing a strong emotion, one is likely to experience power over it. A shift from an external locus to an internal locus of control can then occur (Schaefer, 1993, 2012).

Children's cathartic play offers stress-reducing potential. Catharsis allows the child the satisfaction of completing some or all of a previously restrained or interrupted sequence of self-expression. In the safety of the playroom, the child can verbally or physically express and release emotional tensions in a safe, progressive, and nondamaging way as a natural reaction to some upsetting experience or thwarted expression at the moment (Nichols & Efran, 1985). This termination of “unfinished business” prevents future emotional arousal. Play becomes a means for children to act out unpleasant experiences and minimize resulting negative psychological impact (Freud, 1920). Cathartic play then in turn leads to play satiation, in Erikson's (1963, 1977) view, which is the opposite of play disruption. It is “play from which the child emerges as a sleeper from dreams which ‘worked’” (1963, p. 229).

Description of Catharsis

By purging one's negative feelings, such as anger and aggression, a child or teen can obtain a calm psychological state. Freud revived the notion of catharsis (Wegman, 1985) in that repressed emotions could build up in an individual and cause physiological symptoms, such as hysteria or phobias. A simple cause-effect hydraulic model followed, whereby frustrations lead to anger and then anger, in turn, builds up inside an individual, similar to hydraulic pressure inside a closed environment, until it is released in some way.

The analogy of emotions being released has been compared to fluid flowing through a system. Emotional distress, if not expressed, gets stored and can create pressure in the system, therefore “venting” emotions should decrease tension and consequentially the negative psychological experience and symptoms. The greater the expression of negative emotions, the greater the relief should be (APA, 2007).

Thus, aggressive energy must be “drained off” by some form of aggressive expression—either through behavior or fantasy—which reduces the likelihood of the subsequent expression of aggression. Psychoanalytic, ethological instinctual theories, along with drive theories of aggression, have similar implications for the modification and control of anger and aggression.

Some of the recent researchers have challenged the traditionally accepted views that venting negative emotions actually reduced them and have supported the view that the release of emotion by itself without a cognitive change is not enough to produce a positive outcome in psychotherapy (Bohart, 1980; Drewes, 2008; Kennedy-Moore & Watson, 1999; Nichols & Efran, 1985; Rachman, 2001). Catharsis-promoting interventions and cathartic experiences can have an essential and well-defined role in psychotherapy, if and when a client's high intensity cathartic experiences become integrated within the client's self and are transitioned and extended into their everyday life with its lower levels of intensity (Klopstech, 2005). Therapies such as psychodrama, gestalt therapy, and depth-oriented brief therapy use techniques that bring into awareness the “emotional truths” that logically and rationally drive undesired behaviors and thoughts (Ecker & Hulley, 1996). When these truths are combined explicitly with the cognitive assessment of the consequences of the undesired behaviors or thoughts, change occurs. Various play therapy objects and materials make it easy for children to vent their anger and to think about the person with whom they are angry. The inflated “Bobo” doll is one such item that is frequently utilized by child-centered play therapists.

Empirical Support

The existing scientific evidence about catharsis resulting in a positive therapeutic change is controversial. This confusion occurs because of a lack of careful definition and agreement as to what constitutes catharsis.

Empirical studies have indicated that the use of catharsis alone to cure aggressive impulses is not always helpful and may serve to increase real-life aggression in children referred for aggressive behaviors (Bushman, 2002; Drewes, 2008; Littrell, 1998; Schaefer & Mattei, 2005). After conducting a number of studies on the catharsis of anger, Bohart (1980) concluded that the simple arousal and cathartic discharge of anger did not lead to the anger's reduction or resolution. On the contrary, it leads to an increase in aggression. A purely rational analysis of the provocation and one's anger did little to help either. What helped to resolve the anger was an arousal and expression of anger in conjunction with a cognitive exploration of its meaning. According to Bohart, one needs to cognitively reflect on the reasons for and the consequences of the anger, and learn new, more adaptive strategies to control it.

Studies have also shown that if the person thinks, while angry, about something else (e.g., everyday events, relaxation methods), the anger will dissipate in time (1999; Bushman, 2002; Bushman et al., 1999; Rusting & Nolen-Hoeksema, 1998). Geen and Quanty (1977) found that venting anger can reduce physiological arousal but people must express their anger directly against the provocateur. People must also believe that the provocateur will not retaliate.

Bemak and Young (1998) conducted a comprehensive meta-survey on the efficacy of catharsis in group psychotherapy and found that, in general, catharsis is effective for producing attitudinal and behavior change. They found a significant body of research supporting catharsis as a method for insight, attitude change, creation of cognitive dissonance, and completion of unfinished actions. They also noted that just producing arousal and maximizing expression is not sufficient for therapeutic change. Specifically, they concluded that cognitive insight, reframing, and education (both before and especially after abreaction) is necessary for maximum therapeutic effect. The release of emotions is not as significant as the new insights and new learning experiences that result from emotional expression and confession (Bohart, 1980; Chefetz, 1997; Kraus, 1997; Mathe, 2001; Pennebaker, 1990; Straton, 1990).

Cognitive neoassociation theory puts forth the position that aggressive thoughts are linked together in memory, thereby forming an associative network. Once an aggressive thought is processed or stimulated, activation spreads out along the network links and primes or activates associated thoughts as well as emotional reactions and actions (Bower, 1981; Bushman, 2002). Aversive events (e.g., frustrations, provocations, hot temperatures) produce negative affect. Negative affect, in turn, automatically stimulates thoughts, memories, expressive motor reactions, and physiological responses associated with both fight and flight tendencies. The theory predicts that venting will decrease angry feelings. Venting involves behaving aggressively, often against “safe” inanimate objects (e.g., punching pillows, walloping punching bags or Bobo dolls).

Recent neurobiological work reported by Rolfe (2000) supported new models of emotions and development, which suggest that emotions play an important “binding role” in memory. Rolfe posits that experiential reenactments may be a way of binding out-of-awareness emotions into conscious awareness. He further states:

[T]he orbitofrontal cortex seems to orchestrate changes in engrained states of mind through the process of response flexibility. Emotional change does indeed appear to be mediated by cognitive facilitation of the orbitofrontal region, through the process of response flexibility which integrates new information and emotional experiences with older enduring states of mind through the working memory platform. The result is the creation of new and more flexible states of mind.

Role of Catharsis in Causing Change

Play contributes to the effectiveness of catharsis in several ways (Schaefer, 2012):


	The playroom provides a safe and supportive environment with clear boundaries and limits by the therapist on the venting of negative affect unacceptable elsewhere in clients' lives.

	Symbolic play expression provides the player sufficient psychological distance from experiencing and becoming overcome by painful affects such as anger and sadness.

	The indirect expression of anger and aggression on an inflatable “Bobo” doll protects the player from retaliation from the provocateur should such expression be conducted in real life.

	Physical play activities such as pounding clay, hitting a wall with foam bats, and popping balloons allow the release of both muscle tension and negative affect (Schaefer, 2012).

	The positive feelings aroused in play (power, fun) help to balance the negative emotions that are released and thus support the psychological well-being of the player (Schaefer, 2012).

	Humor (verbal play) triggers hearty laughter, which releases both physical and psychological tension. Strong laughter can be considered a form of internal jogging that loosens one up and helps discharge negative affects.

	Play allows expression of negative emotions and the reconciliation of inner anxieties within the unconscious (Freud, 1967/1920).



Freud (1967/1920) noticed a toddler throwing objects so that they disappeared behind other objects, such as sofas and chairs, and then retrieving them over and over again. Freud explained that the child was mastering the feelings he felt each time his mother left him. Like most young children, the toddler had no control over the comings and goings of his mother. He did, however, have control over the comings and goings of the objects he was throwing. In play, then, he could master feelings of frustration and helplessness that were difficult to master outside of play.

Piaget (1951) identified two distinct but complimentary types of play that serve restorative functions: compensatory combinations and liquidating combinations. They are play behaviors that modify real-life events to fit the child's wish and turn a negative or stressful experience into a more pleasant and satisfying one. Compensatory play involves satisfying in fantasy what is forbidden or unavailable in real life. For example, a young child who was forbidden to hold a new baby may pretend to rock an imaginary baby in her arms. In liquidating play, a child might become the aggressor in reenacting a situation where the child was the one being aggressed. Liquidating combinations are play behaviors that help children neutralize strong emotions that were aroused by a specific event and derive pleasure in the process. For example, a child might engage in spanking a baby doll to release feelings of anger and frustration at being spanked by a parent (Scarlett, Naudeau, Salonius-Pasternak, & Poute, 2005; Schaefer, 1993).

Ginsberg (1993) identified four stages of emotional release in play therapy:

The first stage tends to be global release of affect, which tends to be projected onto others.…The therapist enables the child to feel safer and take more responsibility for his own affect through the consistent acceptance, structure, and limits of the play therapy format.(In the next stage) the child escalates the release of negative affect but more toward the objects in the play room than the therapist.…This stage occurs when the child begins to include episodes of play behavior expressing positive affect. As the child learns to accept his affect more, he begins to integrate positive and negative affect in releasing his emotions. The next stage occurs when the child brings this emotional expression into his fantasy life and includes it in fantasy and role-playing activities. In the final stage, the child begins to share (rather than project) this emotional release with the play therapist. As the child is able to share his feelings intimately and openly with another, he feels safer and is able to achieve a greater level of mastery. This leads to increased expression of real life issues, and initiation of games with the adult. (p. 135)

Clinical Applications

In an approach termed Release Therapy, Levy (1939) helped children gain a cathartic release of negative emotions through the use of catharsis techniques. He differentiated three forms of release therapy in the playroom: (1) simple release of aggressive behavior by such actions as throwing play objects; (2) release of negative feelings triggered by family situations, such as sibling rivalry; and (3) release of negative feelings in a rearranged play scenario set up to resemble a real-life stressful or traumatic event. The latter form of release therapy has been called abreaction. Abreaction, a type of catharsis, is a psychoanalytic strategy (Waelder, 1933), which entails the repeated reliving of a stressful or traumatic real-life event in the playroom so as to gradually purge it of intense negative feelings. The focus of this chapter is on the simple release of negative affects, while abreaction is discussed in a subsequent chapter.

Bibliotherapy can assist children in identifying and relating to characters and storylines as they may relate to their personal situations (Pehrsson, 2011). The play therapist assists the child to verbally express emotions, cognitions, and concerns within the safety of the playroom and relationship. Through the articulation (verbally, through play, or using both methods) of emotions, cognitions, and concerns and identification with the character and emotions, the story can be a valuable tool that helps the therapist to guide the client toward insight. The story character's problems, feelings, and reactions, can be a safe way to initiate discussion about the client's concerns or to role-play the scene for expression of affect.

Play group therapy has advantages over individual play therapy in regard to catharsis (Ginott, 1999). Slavson (1951) writes that besides “free associative catharsis,” it provides also “vicarious” and “induced” catharsis. Fearful children, especially, can covertly participate as spectators in activities that they crave but may fear. The group can accelerate the child's feelings of permissiveness of the setting. So that when one child initiates a daring activity, others in the group then find it easier to join in and do the same thing. Thus children who are afraid to initiate any activity on their own, or to let out strong feelings of anger or aggression, gain the courage to do so in the company of others. “It is as if the children help each other realize that the playroom is a ‘safety zone’ amid life's heavy traffic, where they can rest or roam without fear of authority figures and careless drivers” (Ginott, 1999, p. 19).

Techniques

Balloon Bursting. Levy (1959) created this technique to promote assertiveness in shy, timid children through the release of repressed aggression. The play objects consist of colored balloons of varying sizes and shapes. The play therapist blows up the first balloon just a little so that when it pops it does not make a loud noise that might frighten the child. The child is encouraged to break this first balloon any way he or she wishes, such as stamping, jumping, sitting on it, piercing with a sharp object, or shooting with a dart gun. Subsequently, the balloons are blown up bigger and bigger. Later, if the children are willing, they should inflate and tie the balloons themselves.

Cathartic Humor. Laughter, tears, and angry shouting are natural resources that humans use to purge themselves of anxious, sad, stressful, and angry feelings. Humor therapy involves the therapist's use of laughter to help clients successfully achieve catharsis of these negative affects (Falk & Hill, 1992; Grumet, 1989; Mahrer & Gervaize, 1984).

In addition to balloon bursting and cathartic humor, there are a broad array of specific play therapy techniques (Cavett, 2010; Drewes, 2006; Goodyear-Brown, 2002, 2005; James, 1989; Kaduson & Schaefer, 1997, 2001, 2003; Kenney-Noziska, 2008; Lowenstein, 1999, 2002) to encourage the simple release of strong affect, including pounding clay, stomping your feet, hitting a punching bag or inflated plastic doll, striking objects with a soft, foam bat, and the empty chair. These directive techniques for purging negative affect, especially anger, can be helpful for many children across the age span.

More specifically, Balloons of Anger is a widely used play therapy technique to help children release angry feelings. Balloons of anger was developed by play therapist Tammy Horn (Kaduson & Schaefer, 1997, pp. 250–253) to give children a visual metaphor of how anger can build up inside them and how, if not released slowly and safely, anger can explode and hurt themselves and/or others. Initially the child blows up a balloon and then the therapist helps tie it. The therapist then explains that the air inside the balloon represents anger. The child is asked to stomp on it until it explodes and all the anger (air) is released. The therapist then explains that if the balloon were a person, the explosion of the balloon could lead to an aggressive, hurtful act. Next, the child blows up another balloon and pinches it closed. The child is shown how to slowly let the air out. Finally, the therapist discusses ways in real life to release anger slowly and safely.

Tammy Horn has found this technique to be effective for aggressive children who have trouble controlling their temper outbursts, as well as for withdrawn children who internalize their anger instead of safely expressing and releasing it.

Clay Bombs. Beverly James (1989) found that unfocused aggression was not effective and could create feelings of confusion and guilt in the child. Therefore, the child, in safe partnership with the therapist, releases aggressive feelings in a focused way by acting directly against an important drawing. The child draws on a large piece of paper the picture or shape of an abusive person, or someone responsible for an accident or a disease, whichever the case may be. Using pieces of clay, wet wads of tissue, toilet paper, or hand towels, the child throws the “bombs” at the drawing. The child is instructed “today we are going to make clay bombs. Most kids really like to do this. It helps us release mad feelings in a safe way and helps us exercise the big muscles in our arms, like baseball pitchers do. And, we can cheer each other on and make ‘Yahoo’ noises like they do at baseball games” (p. 165). The child is then encouraged to make 10 bombs (which can be recycled) and to throw one of them at the paper placed on the floor or tacked to the wall, allowing for a thwack sound of connection. The therapist models by going first, throwing the bomb and saying, “Here are the rules. You have to stand across the room, and as you throw one of these bombs at Fred, you must say something to him. Then it will be my turn. But I'll go first. ‘I'm mad at you for what you did to Jenny!’” (p. 165). Then, the child takes a turn with the therapist encouraging expression of feelings, being sure they are the child's feelings and not the therapist's (e.g., “I hope you go to jail! I hate your hands! I hope you have really scary dreams like I do”). Author AAD finds this technique very useful in helping children who may feel anger to vent it in a safe and satisfying way. She adds another piece following the anger expression piece that helps in cognitive reframing and processing. After about 5 to 10 minutes of venting anger, children are then encouraged to throw the bombs but to come up with positive reframing of their statements or positive things about themselves. For example, the therapist demonstrates by throwing the bomb and saying, “Jenny has a magical smile” or “Jenny is strong. She is able to express her feelings.” The child is encouraged to think of other positive attributes about him- or herself, with the therapist offering suggestions if the child has difficulty coming up with items. It is also helpful to have children do this activity in the presence of their parent or caregiver who through witnessing validates the children's feelings, and their participation then creates a powerful supportive memory for the children.

Contraindications

Careful consideration should be given as to whether the child is able to handle the release of anger without losing control or harmful real-life consequences.

Several authors have written about the potential harm done by inappropriate use of cathartic methods (Corey & Corey, 1992; Lieberman, Yalom, & Miles, 1983; Peebles, 1989). They found that guidelines should be in place for the efficacy and safety of the client using cathartic methods. In particular, that the clients have control over the content, form, and intensity of the cathartic experiences. Cathartic experiences should be preceded and followed with emotional and cognitive support designed for insight, integration, reframing, and reeducation. Clinicians especially need to assess their clients' ego strength and emotional control mechanisms before cathartic experiences and monitor them during and after such experiences. Special care should be given to the physical safety of the client and other participants in the cathartic activities (Mathe, 2001).

Bushman (2002) claimed that “venting anger” does not help to reduce anger, and should not be used in therapy. Jemmer (2006) argued that traumatic experience, if repeatedly relived in catharsis, can be relearned and become harmful. Scheff (2001) raised the point that the effectiveness of catharsis strongly depends on balancing the past distress with the feeling of safety and support in the present, thereby achieving optimum “distancing” from the traumatic event with the client being an “observer” as well as the participant. The repeated somatic-emotional discharge of grief, fear, and anger with appropriate distancing and support are necessary components for success (Powell, 2012).

Cathartic methods are not appropriate for all clients. Bemak and Young (1998) report that the cathartic release of aggression in the playroom may actually encourage antisocial youth to act more aggressive in real life. Moreover, individuals who have difficulty expressing emotions may actually be helped more from emotional arousal-expression than those who are already expressive and have difficulty in controlling the intensity of their emotional outbursts. They found in their expressive and experiential therapy that clients with emotional dyscontrol such as borderline personality disorder, dissociation disorders, and explosive personality disorder, would not be appropriate for cathartic therapy without individual work on ego strength, emotional control skills, and strong support networks.

Clinical Vignettes

Axline (1969) described a case involving a young girl who made a clay man who limped. She would release her anger by punching holes in him and tearing him to pieces. She continued to make and destroy the clay man during each play session for several weeks. Only after the case was terminated did Axline learn that the mother was considering marriage to a man with a disability (Schaefer, 2012).

In a case treated by the senior author (CES), Jay, age 8, came into the therapy room and sat with arms folded and a sullen look on his face. When asked why he looked upset, he replied that his teacher was stupid and he did not want to go back to school. The therapist (AAD) asked him to tell what happened. He initially did not want to talk about the experience and stated he did not remember. But he did reply that he was sent to the principal's office. The therapist encouraged Jay to tell the story from the end going forward (as it is often harder to remember details from the beginning when upset), asking what happened just before going to the principal's office. He replied that he threw the tables and chairs. The therapist repeated the pieces of the story told so far (“You threw the tables and chairs, and then the teacher sent you to the principal's office”). “Okay,” she replied, “so what happened just before you started throwing tables and chairs?” Jay replied, “The children were laughing at me.” The therapist again repeated what he said in the correct order (“The children were laughing at you and you threw the tables and chairs and got sent by your teacher to the principal's office”). “And just before they started laughing at you?” the therapist asked. At which point Jay was able to start at the beginning. He had gotten up to go sharpen a pencil to do his work, and a boy he considered his friend pulled his chair out from under him just as he went to sit down. He fell on the floor, and the children in the classroom started laughing at him, which then resulted in his anger outburst and disciplinary action. We then used the “Managing Your Anger” (Creative Therapy Associates, 2000) poster, looking at what feelings were really underneath the anger. Jay, using a bean bag, was able to repeatedly throw it at the poster and identify feelings of embarrassment, sadness, hurt, disappointment, anxiety, worry, and fear (about getting disciplined by his foster parent), explaining each time how it related to the situation. He was able to gain insight into how sad he was that his friend had done this to him, and now he felt he could not be his friend anymore. By the end of this task, Jay showed a definite cathartic release, becoming much calmer, no longer sullen and even smiling at times. He was able to sit and process verbally and cognitively as well as physically role play with his therapist other options to his throwing chairs and tables when upset. He also was able to process how he could tell his friend about his sadness and disappointment in him, and ways to try to repair their friendship.
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Chapter 7

Abreaction

Eileen Prendiville

Introduction

The word abreaction is a translation from the German abreagieran, which means “to react away from.” It is little wonder then that the term is so closely associated with our growing understanding of the impact of trauma. Re-creating experiences is generally understood as our attempt to assimilate unexpected and uncontrollable experiences that have confused, overwhelmed, and disempowered us. The concept has been commonly linked to both trauma reactions and trauma recovery in ways that suggest that the abreactive mechanism can be retraumatizing (Kaduson, 2011; Terr, 1981) and/or healing by facilitating mastery (Ekstein, 1966; Erikson, 1950; Freud, 1920; Piaget, 1962; Van der Hart & Brown, 1992).

Comstock (1986, 1988) differentiates between “symptomatic flashbacks” and “therapeutic re-experiencing of trauma.” Likewise, Zero to Three (2005) differentiates between posttraumatic play and adaptive play reenactments (p. 16). Steele and Colrain (1990) regarded flashbacks and unrelated phenomena as spontaneous abreactions, which they defined as “a reflexive, incomplete, uncontrolled, and fragmentary re-experiencing of trauma, with much of the content occurring unconsciously” (p. 19). As these phenomena do not provide any emotional release or insight, can these truly be considered abreactions? Schaefer (1993, p. 8) states that abreaction “is a more heightened process than catharsis in that the discharge of affect is greater.” Nader and Pynoos (1991) stress that the ability to cope is enhanced by the perception of control and adequate cognitive processing abilities. According to Colrain and Steele (1991), it is the incomplete nature of a flashback (or related phenomena) and the lack of an accompanying cognitive framework that prevents its resolution (Van der Hart & Brown, 1992, p. 5).

In this chapter I take a brief historical overview of abreaction, its links to catharsis, and its use with both adults and children. I review some of what has been written in relation to posttraumatic play, I explore the therapeutic process that occurs when abreactive play is utilized in play therapy, and I link this to neurobiological evidence for both the potential for harm that exists when childhood trauma occurs and the potential for healing when emotional release and integration occur. In exploring how the abreactive process facilitates healing in play therapy, I describe and examine the relevant mechanisms and appropriate interventions, and give examples of these in practice with child clients.

Since ancient times, the essence of both abreaction and catharsis have been jointly linked both medically and philosophically to themes of contamination, purification, and cleansing (Jackson, 1994; Jemmer, 2006). Abreaction and catharsis are commonly linked in psychotherapeutic literature (Jemmer, 2006), however, it is not always clear which comes first or if they are intrinsically part of the same nexus. Abreaction is generally deemed to include emotional release/discharge, and increased insight that is connected with the retrieval of memories previously repressed (Schaefer, 1993; Van der Hart & Brown, 1992). “Abreactive treatment, emphasizing catharsis, is generally seen as originating in the work of Breuer and Freud (1895/1974), and in particular with Breuer's famous case of Anna 0. during the early 1880's” (Van der Hart & Brown, 1992, p. 5). Initially the emphasis was placed on verbal expression rather than emotional and physical discharge. Later, the principle of constancy led to the belief that balance would be achieved through abreaction by discharging surplus excitement associated with traumatic experiences. Hypnosis was often used as an intervention of choice to abreact memories associated with trauma and/or dissociation. To abreact in itself, bringing memories to consciousness was presented as the therapeutic goal; there was no emphasis placed on integration of the recovered/uncovered memories. This subsequently became a controversial stance.

As time went on, catharsis became linked to ideas of emotional cleansing and abreaction was linked to a conceptualization of trauma that sees trauma stored and needing to be belatedly discharged for healing to occur. The purging itself was seen to be the therapeutic factor. Breuer and Freud proposed that events leading to extreme excitment, too much to process in the usual manner, produced psychic trauma.

Some theories about why abreaction might be therapeutically beneficial for adult clients have leaned toward a belief that the adult is more equipped to deal with experiences that overwhelmed the child. Others (Grof, 1988; McGee, Browne, Kenny, & McGennis, 1984) believe that the child could not fully experience, and psychologically digest, the event due to “massive psychological shock” and that the reliving during, for example, play therapy could be the first full conscious experience of the event.

Following psychic trauma children commonly engage in reenactive play that can be either retraumatizing or adaptive (Gil, 2006; Nader & Pynoos, 1991). Dripchak's (2007) description of two forms of posttraumatic play, positive and negative, are similar to Gil's (1999, 2006) dynamic and static forms. The static, toxic, or negative form suggests stuckness without relief or resolution, and the dynamic or positive form depicts mastery, control, and positive emotion. It is essential that play therapists can accurately distinguish between retraumatizing and healing play and can facilitate the child in expressing feelings and achieving relief, empowerment, satisfactory outcomes, and cognitive reappraisal. Chazan and Cohen (2010) analyzed posttraumatic play patterns of 23 children and describe three extremely useful patterns of adaptive-defensive strategies: reenactment with soothing, reenactment without soothing, and overwhelming reexperiencing. They undertook three forms of analysis, describing adaptive, anxiety-reducing strategies, identifying coping strategies and play patterns, and qualitiative analysis of the “dynamics and personal meanings conveyed through the children's capacity to play.” The children who were found able to self-soothe were more able to plan and anticipate, had greater awareness that they were engaged in play, were more able to utilize symbolic play rather than literal reenactments, had greater levels of self-efficacy and pride in their abilities, and formed positive relationships with the therapist, establishing feelings of safety and containment.

The Trauma Play Scale (TPS; Findling, Bratton, & Henson, 2006; Myers, Bratton, Hagen, & Findling, 2011) is an observational-based assessment to discriminate between the play behaviors of children with a trauma history and those without such a history. The five domains assessed are intense play, repetitive play, play disruptions, avoidant play, and negative affect. When comparing the play of traumatized children with that of normally developing children, the TPS was found to have strong support in all five domains (Myers et al., 2011), however, when comparing the play of traumatized children with that of children attending play therapy for other reasons, the repetitive play domain was not found to have strong support.

Children's play scenes following a trauma (Terr, 1983) can be literal reenactments that may compound the trauma (van der Kolk, McFarlane, & Weisaeth, 1996). Terr (1983) lists 11 characteristics of “posttraumatic play,” a concept she had first described following observations of the 23 children who had been kidnapped in Chowchilla, California (Terr, 1979, 1981). Terr (1983) described posttraumatic play as spontaneously occuring, fixed, repetitive, and unconscious reenactment of earlier experiences that does not lead to relief. This type of play is deemed to be retraumatizing rather than leading to mastery and resolution. Terr makes links to examples of what she considers posttraumatic play in earlier literature from Erikson (1950), Freud and Burlington (1942), and Gardner (1971). This obsessive-compulsive play can heighten the child's anxiety and sense of helplessness, even provoking terror, and can be repeated regularly for years (Terr, 1990). Terr (2003) contends that the therapist is unlikely to see posttraumatic play in the therapy room as it is often location-specific and is played out with the same materials each time. She sees posttraumatic play as having value in assessment; its literal qualities mean that the child can present a direct replication of actual events, which may not even be remembered consciously. Part of what supports the representational, rather than the abreactive, quality of the play is the fact that, while it may sometimes be exciting, it looks grim and joyless.

Description of Abreaction

Steele and Colrain (1990) describe abreaction as “the revivication of past memory with the release of bound emotion and the recovery of repressed or dissociated aspects of a remembered event. . . . It provides a psychic reworking of the trauma that identifies, releases, and assimilates the unresolved aspects of the abuse, allowing resolution and integration on both psychological and physiological levels” (p. 1). Fine (1991) stated that the purpose of abreaction is to inform, to educate or to reeducate, to release the repressed affect, to achieve continuity of memory content, to release somatically encapsulated trauma, and to reformulate cognitive schemata and beliefs (p. 672).

According to Gil (2006), abreactive play is a “natural form of self-imposed ‘gradual exposure’” (p. 157). Consequently, there is strong support for the healing power of reenactive play (Ekstein, 1966; Erikson, 1950; Freud, 1920; Gil, 2006; Goodyear-Brown, 2010; Piaget, 1962; Schaefer, 1994; Terr, 1990; Van der Hart & Brown, 1992; Waelder, 1932). It enables the processing of trauma memories that have been stored in sensorial and somatic forms, can facilitate reorganization of the personality, and is often the intervention of choice when treating traumatized children. Self-initiated play reenactments, without the need for additional therapist-led interventions, may lead to resolution for children who have experienced mildly stressful events: Those with more significant trauma histories may require carefully timed focused interventions to facilitate release and recovery. Abreactive work with adults can also be effective, provided that the therapist supports both discharge and assimilation. Putnam (1989) felt that this required attending to the emotional and physiological elements, a similar stance as is taken by Norton, Ferriegal, and Norton (2011) in relation to children in experiential play therapy.

So why does abreactive play assist in integrating traumatic events? In the pretend world of play, the ability to imagine new realities can be activated, and the emotional tone associated with memories can be altered. Children who are attempting to assimilate learning or adjust to new circumstances can develop mastery, those strugging with feelings of helplessness can become powerful, those who have been overpowered can regain control, and those who have been humiliated or shamed can regain a sense of personal dignity and self-efficacy.

For many, the context of the therapeutic relationship, and the interventions of the therapist, is essential in the move from static to dynamic abreactive play (Gil, 2006) and healthy adaptation to the now-safe world. The therapist either supports or hampers the child's engagement in play. A therapist “showing a lack of response, interest or empathy” (Chazan, 2002, p. 35) may disrupt the child's play. Therapists who are unable to contain the traumatized child's abreactive play for any reason (e.g., inexperience, countertransference) may inadvertently abandon the child when that child most needs their assistance in finding resolutions to repetitive play sequences.

Play enables complex thoughts, feelings, ideas, and perceptions to be brought into focus. Repetitive, reenactive play themes can be viewed as the child's attempts to work through previously unresolved material (Erikson, 1950; Gil, 1991; Terr, 1990). Repetitive play is associated with both children of trauma and children with other clinical issues (Findling et al., 2006). Play can be accompanied by disruptions, interruptions, or fragmentation (Erikson, 1950; Chazan, 2002; Yasenik & Gardner, 2004, 2012) when there is a rising tension or emotional intensity that prevents the child's behavior remaining in the realm of play. “The activity and associated feelings are no longer contained within the safety of a play framework” (Chazan, 2002, p. 34). “Rising tensions within himself or within the interaction with the therapist may cause him to interrupt the play by leaving the room, thus using avoidance to lessen his distress” (p. 35).

If we see abreaction as a mechanism by which mentally undigested traumatic experiences are reenacted and assimilated, and we bear in mind the child's need for protection from emotions and memories that could be overwhelming, we can see that the psychological distance that is afforded by the use of metaphors and projections in the play process can provide additional safety facilitating abreaction as a potent therapeutic factor. The player can gain mastery over frightening memories by having significant events happen to a play character rather than to the self. The “as if” qualities of play allow for the duality of something being real and not real at the same time, allowing the child to take advantage of the emotional distancing and safety that are afforded by the use of symbols and metaphors.

Creative expression provides a means by which “the child can express experiences, memories, and emotions that he or she may not be able to put into words” (Eaton, Doherty, & Widrick, 2007, p. 261). Externalizing confusing inner experiences within an active play process can facilitate the players in logically sequencing their storyline, engaging more fully with sensory and somatic experiences, becoming more aware of their own bodily sensations, and developing insight into how they process emotions. The commentary provided by therapists can enrich the child's emotional vocabulary, support development of a coherent play narrative and mastery ending, which is likely to mirror the previously experienced traumatic event. The paradox that the pretend “as if” quality of play facilitates the player to get closer to the real event, and to previously blocked thoughts and emotions, is central to this process. Symbolic play and use of metaphors can enable the child to feel control over an emotionally laden theme rather than being restricted to the compulsive and exact repetition of experiences that is associated with static posttraumatic play. In these ways, and assisted by the positive emotion aroused when playing, abreactive play can provide an organizing framework that facilitates mastery of the traumatic event.

Empirical Support

Six months after a major earthquake devastated six Italian villages, Galante and Foa (1986) provided abreactive play therapy to children of one of the two hardest hit villages. During seven monthly group sessions, children in grades one through four had the opportunity to reenact the earthquake experience in their play and to express their feelings about it. To re-create the quake they shook tables to topple toy houses. They then pretended to be firefighters or rescue workers who helped the survivors and rebuilt the village. Compared to children in the untreated village, anxiety symptoms were significantly reduced in the children who received the abreactive play. Treatment gains were maintained at an 18-month follow-up.

Chemtob, Nakashima, and Hamada (2002) used a school-based, manual-guided four-session therapy for children following a hurricane. The treatment consisted of a combination of play, expressive art, and talk. The children were randomly assigned to three cohorts: individual therapy, group therapy, or a wait-list control. Treated children were found to have significantly reduced posttraumatic stress disorder symptoms than the control group. Group and individual treatment modalities did not differ in effectiveness, but the group treatment resulted in better treatment completion rates. Gains were maintained at a 1-year follow-up.

In a qualitative study, Saylor, Swenson, and Powell (1992) reported that preschoolers, following Hurricane Hugo, tended on their own initiative to repeatedly play out themes related to the hurricane. For example, 8 weeks after the storm, a mother reported that her 4-year-old son repeatedly replayed the Hugo storm with every medium available, including broccoli spears at the dinner table, which represented the trees being ravaged again and again by the winds that reached 175 miles per hour.

Maqwaza, Kilian, Petersen, and Pillay (1993) found that the more preschool children were able to express their experiences of living within a context of chronic violence, the less they suffered from posttraumatic stress-disorder symptom.

Neurobiological evidence for traumatized children's affective and sensorimotor memory storage in the “more primative” somatic and visual areas of the brain has been presented by van der Kolk (1996a). In the face of overwhelming experiences our facility for declaritative memory decreases and our ability to contextualize diminishes (van der Kolk, 1996b). This results in a form of “speechless terror” in which the limbic system is activated and Broca's area is deactivated (van der Kolk, 1996c), and we are unable to give narrative to our immediate experiences. Instead we are left with a more primitive sensory and somatic level of processing that does not facilitate us in being able to coherently understand and transfer the experience to long-term memory. Harris (2009) states that “the human brain's storage of traumatic memories undermines verbalization” (p. 94). He highlights the “unusual power of structured play” and the benefits of reenactive play in facilitating children to access “reconstructive fantasies that are critical to their healing” (p. 99).

More recently, Hogberg, Nardo, Hallstrom, and Pagani's (2011) proposal that memories are not stored in a single location in the brain, but are spread over a number of areas related to the PRM complex, including sensory, somatic, and motor elements, suggests that intrusive memories are enacted in action-oriented abreactive play. As the emotional tone of a memory, when activated in a playful, safe environment, is amenable to change prior to reconsolidation, we can surmise that the therapeutic power of abreactive play will contribute to changes in the networks in the brain involved in trauma reactions. Play reenactments can assist in changing “a reliving intruding memory into a more distant episodic memory” (p. 92). This can reduce the negative affect tied to the specific episodic memory by disconnecting the fear reaction that has been pathologically preserved due to the player's previous inability to process the memory fully. The “as if” quality of pretend play can also assist in integrating a positive fantasy into the memory so as to enhance the positive shift and produce a less emotionally disturbing memory. Gantt and Tinnin's (2009) neurobiological view of trauma is based on “research findings and clinical observations [that] suggests that posttraumatic disorders involve nonverbal mental activity that escapes or overrides verbal thinking” (p. 148). They describe three strands to support this stance. The first is that during the “instinctual trauma response” (Gantt & Tinnin, 2007), reflexive mammalian responses are exhibited by humans and for the duration of this response verbal processing fails, and “the nonverbal mind loses the capacity for narrative memory” (p. 150) resulting in perceptions and thoughts being stored in a fragmented form. The second strand is that neuroimaging studies have shown inactivity in the verbal processing areas of the brain. The third strand is related to alexithymia, a deficiency in understanding, processing, or labeling emotional states that may be linked to difficulties in reading body cues and/or diminished interhemispheric communication. “Our hypothesis is that the usual integration between the emotional nonverbal brain and the rational verbal brain is diminished” (Gantt & Tinnin, 2009, p. 150). They go on to make a case that “trauma is a nonverbal problem: hence, a nonverbal resolution is in order” (p. 151). However, they claim that simply releasing emotion is not enough for healing to take place. Instead they propose a protocol, utilizing image making and art therapy that aims to restore a sense of temporal order by developing a (visual) coherent narrative, recontextualize fragmentation, associate nonverbal memories with verbal description, and facilitate transfer of memories to past memory. It is likely that these same outcomes are achieved by using reenactive play as the abreactive mechanism.

In relation to theories of change, specifically in relation to the creative therapies versus cognitive behavioral therapy approaches, including the Trauma-Focused CBT model (Cohen, Mannarino, & Deblinger, 2006), Johnson (2009) states that “CBT insists that the client accommodate to an external set of “health cognitions,” their own “distorted cognitions” being viewed as products of traumatic schema that need to be confronted and dislodged” (p. 117). Creative therapies, and play according to Piaget, are traditionally seen to be “based on assimilation where the client is encouraged to play out their internal schemas through the arts process.” However, Johnson suggests that there are many similiarities between the two approaches, and that many CBT techniques were actually derived from creative sources: “it can be reasonably argued that the creative arts therapies utilize the empirically supported therapeutic factors of imaginal exposure, cognitive/narrative restructuring, stress management skills, resilience enhancement, and psychoeducational methods” (2009, p. 118).

Role of Abreaction in Causing Change

Panskepp (2005) puts play forward as a core emotional action system. He describes it as integrating the motor, visual, auditory, and other sensory regions of the brain, supporting cortical and subcortical organization, promoting brain development, enhancing cognitive abilities, and facilitating long-term emotional change (1998, 2003). Play enables changes in implicit and explicit thinking (Levy, 2008). Smith (2009), in discussing the use of catharsis and abreaction in play therapy, states “In abreaction, the repressed emotional disturbance is brought to consciousness, and there is then an opportunity to develop ways of coping with or reducing the impact of these feelings” (p. 209). Abreactive play utilizes a number of therapeutic mechanisms, including miniaturization of a stressful experience by the use of small toys, active control and mastery of the experience, and piecemeal assimilation of the experience by repetitive play (Ekstein, 1966). In this way the player achieves the abreactive goals of cognitive assimilation and emotional release (Schaefer, 2012). “The child must switch from passive avoidance to active confrontation (Schaefer, 1994, p. 309). Schaefer (1994) identifies four properties of play, symbolization, “as if” quality, projection, and displacement, as having significance in providing psychological distance, thus allowing the child to feel safe while engaged in trauma-related abreactive/mastery play.

When children are able to engage with and change the endings of the posttraumatic stories that they create either in small-world or role-play scenarios, they begin to assimilate the experiences and gain power over the negative arousal that has previously been associated with the memory. In essence, repetitive play that is moving toward resolution facilitates children to emotionally and psychologically digest their traumatic, and other disturbing, experiences. This results in more coherent and organized memories. It is clear that playful repetition assists in reducing negative affect, enhances mastery, and facilitates gradual assimilation. The act of engaging interactively with this play within a therapeutic relationship can also provide opportunities for the therapist to assist the child in amending cognitive distortions and reframing trauma responses.

In recognition that children use imaginative play to relieve anxiety Levy (1938, 1939, 1976) developed release therapy, based on Freud's repetition compulsion theory, so that children could be assisted to use their “own method,” play, to overcome anxiety following difficult experiences. Suitable cases involved children younger than 10 years old, in relatively stable families, where the anxiety was traceable to a recent, specific, uncomplicated event. His aim was to allow for the re-creation in play of the original stressful situation and to assist the child to release, through abreaction, the repressed feelings associated with the event. The therapist does not use this technique until after a therapeutic relaionship is formed and generally does not offer interpretations as insight is not considered necessary—the benefit is linked to the “release of destructive behaviour, messy play, and general naughtiness” (Levy, 1976, p. 178). When the child is playing with a re-created life event, the therapist uses skills to “keep the action going” (p. 179). Soloman (1938) advocated a more directive approach that confronted the child more forcefully with a miniaturized version of the traumatic scene. Similar techniques can also be used in trauma debriefing interventions and assessments (Lipovsky, 1991; Nader & Pynoos, 1991) when a child is asked to play or draw about the event.

While Levy (1938, 1939) suggested that emotional release through play, without the need for verbal discourse, would be sufficient to cure a traumatized child, Terr (2003) disagreed, believing that for children with full-blown posttraumatic stress disorder (PTSD), abreactive play must be accompanied by emotion, and/or followed by verbalization that provides a context, in order to be healing. However, she suggests that these intense feelings may be attributed to characters in the child's play rather than necessarily owned directly by the child. She contends that full emotional expression of the child's traumatic experiences is an essential component of the healing process. “I have renamed this kind of experience ‘abreaction’” (Terr, 2003, p. 1403). Kaduson (2011) describes abreaction as the most significant power of play in Release Play Therapy and describes Specific Release Play Therapy for use with children who have experienced past trauma.

Oremland (1993) noted that abreactive play processes for children relate to events that the child is consciously aware of in addition to unconscious experiences. He states “the conscious and unconscious are not yet as dichotomixed as they are in adults” (p. 145).

Mann and McDermott (1983) put forward a stage model for conceptualizing the play therapy process with tramatized children. The second of the four treatment stages is entitled “Regression and abreaction of the trauma.” In this stage the client's play is informed by attempts to gain empowerment over difficult emotions by reenacting, in symbolic form, difficult experiences. The therapist can assist the child by extending the play, perhaps by introducing additional characters or identifying feeling states for the characters in the child's play. It follows the rapport building and developing play skills stage and precedes a stage in which real relationships are explored, self-esteem is enhanced, and the ability to control impulses is developed, before the final stage of termination is reached.

Irwin (1983) describes how the child's enactment of stories in therapy enables them to organize the story into a script. This story is comprised of past and present, real and imagined, events. This action method was proposed by Erikson (1950) as a substitute for recollection. Irwin (p. 149) reminds us that Woltmann (1964) stated that play “furnishes the child with opportunities to ‘act out’ situations which are disrupting, conflicting, and confusing to him” (p. 21).

The form of play that is most identified with reenactments of traumatic (or other unresolved or confusing material) is pretend play. Stagnitti (1998) contends that pretend play encompasses both symbolic and more conventional imaginative play and allows the child to utilize object substitution, attribute properties to objects, and substitute symbolic actions to refer to absent objects or actions. Ariel (1992) explains make-believe play as being “primarily a complex mental activity and only secondarily outward behavior” (p. 37). The player's verbal and nonverbal behavior is transformed into make-believe play if the player makes specific claims of realification, identication, and playfulness while engaged in the activity. Realification is where a mental image is retrieved from long-term memory and treated as if present. In identication, something in the play space is treated as if it is the image that has been retrieved. Playfulness enables the player to remain aware that they are just pretending (Ariel, 1992). The conceptualization of make-believe play as taking place within an information-processing framework allows us to identify its power as a change-producing process leading to more mature and evolved understanding of, and engagement with, both past and current experiences and with stored sensory elements. This allows for the further processing of memories. “In treatment, play activity facilitates the modification of past experiences and the innovation of new coping strategies. During treatment, changes in the child's play activity transform his perspective on significant relationships and alter his adaptation to his surroundings” (Chazan, 2002, p. 23).

Ariel (1992, pp. 40–41) suggests that pretend play acts as a device for regulating the level of arousal around sensitive emotionally laden themes. He suggests that working through occurs in connection with a number of processes including habituation through repetitive play, cognitive restructuring by association with new thoughts and understanding, deconditioning by association with pleasant stimuli, and mastery by becoming empowered over emotions linked to play themes. Reworking old memories in therapy enables the emotional tone attached to difficult memories to be modified in a way that will enable children to experience themselves as more self-effacious (Hogberg et al., 2011; Stern, 1985). “In treatment, play activity facilitates the modification of past experiences and the innovation of new coping strategies” (Chazan, 2002, p. 23). Loewald (1980) stresses that pretend play builds the child's reflective skills and enables reorganization and reinterpretation of the original action. The context of the therapeutic relationship supports this reorganization (Levy, 2008).

In choosing appropriate play therapy interventions for children who had experienced sexual abuse, Ramussen and Cunningham (1995) proposed “A prescriptive approach.…that combines the rapport building component of non-directive play therapy with focused techniques (i.e., cognitive-behavioral therapy, metaphors, bibliotherapy, and art therapy).” In 1997, Kaduson, Cangelosi, and Schaefer widened the debate about how therapists could match the type of intervention they offer to address specific identified problems in a prescriptive way, rather than maintaining a one-size-fits-all approach. Today many, if not most, play therapists aim to utilize a multimodel approach that is responsive to the needs of the individual child. The integrative approach (Drewes, 2011; Drewes, Bratton, & Schaefer, 2011) can incorporate a blend of two or more models, a reliance on a single theoretical model with influences from others, or the therapist can utilize the model that they deem to be most appropriate in the given circumstances. This prescriptive approach (Schaefer, 2003, 2011) is commonly driven by reference to the child's referral issues, the diagnosis, and the evidence base in relation to interventions. “The primary criterion employed by prescriptive play therapists to match an intervention to a disorder is scientific evidence ” (Schaefer, 2003, p. 308). Yasenik and Gardner (2004, 2012) describe a flexible integrative approach that responds, often intuitively but within a conceptualizing framework, to the changing needs of the individual child at various points in the series of therapy sessions or even within a single session.

Strategies and Techniques

Let us now consider some of the strategies and techniques that have been found to be beneficial in moving from a passively experienced traumatic event to the empowered, active mastery stance of the player following successful play therapy.

Therapists wishing to work actively and productively with reenactive play could usefully utilize a range of frameworks and approaches. These include the Nortons' four Ss (C. Norton & Norton, 2006; Norton et al., 2011), Jennings' EPR (1990, 1998, 1999, 2004, 2005, 2011), Gil's (2006) TF-PT (trauma-focused play therapy), Yasenik and Gardner's four dimensions (2004, 2012), Terr's three principles (2003), and Goodyear-Brown's (2010) FSPT (flexibly sequential play therapy), which can all guide clinical decision making and assist in conceptualizing the healing process.

My own intervention, the Therapeutic Touchstone (Prendiville, 2009), a story-making approach utilizing doll play to tell children their own life story in age-appropriate language, with psychological distancing, can also facilitate the transition into abreactive play. My experience has been that utilizing this narrative building intervention helps the child to experience the therapist as trustworthy, establishes safety, facilitates the building of the therapeutic alliance, and enables the child to introduce significant play early in the therapeutic process.

Terr (1983) discusses types of play therapy used with PTSD in children. She focuses on spontaneously occuring and therapist-induced abreactive play, including release therapy/abreactive treatment (Levy, 1938), psychotherapy utilizing spontaneous play (Erikson, 1950), control play (Levy, 1939), and corrective dénouement play, newly coined by Terr. Each of these approaches is based somewhat on the therapeutic powers of abreactive play and involve the therapist initiating specific play, working with spontaneously arising play, or inviting trauma-related play. Varying degrees of interpretation and/or working at a conscious level are described. The spontaneous repetition of play is expected to support assimilation and reduce anxiety. However, good practice now demands that the therapist would closely monitor the situation for any signs of retraumatization and consider intervening should there be evidence of looping; repetitive play disruptions; significant negative feelings of anxiety, terror, or powerlessness without release; or if the play becomes compulsive, is not facilitating mastery, and is not moving toward resolution after a reasonable time period has passed. At times, the child will need the therapist to be “an active mediator” who will direct the play so that the child achieves mastery by experiencing control, concludes the play satisfactorily, expressing and releasing negative affect, and cognitively reappraising the event (Schaefer, 1994). Kaduson (2011) entreats us to use both our knowledge and intuition when moving abreactive play along. Congruent therapists will reflect on their own internal process, noticing their emotional and somatic responses to what the child presents. They will use their knowlege of the child, including the child's play skills, trauma history and presenting problems, the therapy phase (C. Norton & Norton, 2006, 2008, 2011), the therapeutic relationship, and their shared history with the child to either terminate the play safely or move to another dimension (Yasenik & Gardner, 2004, 2012). They might elaborate or extend the play by introducing a new character or by bringing something to conscious awareness. Other useful therapeutic interventions may include co-constructing a new ending; the therapist speaking in role to describe a character's sensations, emotions or thoughts; or simply by amplifying sensory and somatic experiences within role play. Therapists may make use of opportunites that arise to facilitate insight and enable the child to move from what might be described as speechless terror into being able to fully engage with and cognitively reappraise the created scene. This may include reframing the characters' response to their situation—perhaps presenting it as the best that they can do in the moment rather than as helplessness. Other possibilities include giving voice to perceived fantasies or fears, expressing wishes (even fantastical wishes), and releasing blocked actions as well as words. There can also be opportunities to raise awareness, increase insight, or influence the player's worldview and/or cognitive distortions while speaking in character or taking a narrator role.

Trauma is a somatic experience and recovery is not facilitated through conversation; activity is necessary for the child attempting to regain dignity, empowerment, and control (C. Norton & Norton, 2006). The child may ascribe either an active or a passive role to the therapist who will attempt to convey understanding both through their language and by emphasizing somatic elements (p. 43). To demonstrate understanding in a fully empathic manner, the therapist “plays the affect of the experience to which he is assigned” (C. Norton & Norton, 2011, p. 193), reenacts the sensory and somatic elements (including facial expressions and sounds), and highlights the emotional expressions, that would fit for the child at the developmental stage indicated.

Gil (1991) suggests that “setting a context for trauma work can facilitate the child's posttraumatic play or behavioral re-enactments” (p. 24) and that the therapist can interrupt and participate in the play if it remains too literal, is not relieving anxiety, or if it is not providing a corrective emotional experience. These interventions are introduced with the aim of promoting a sense of control if the play has remained static for 8 to 10 times and include introducing physical movement, commenting on the play to interrupt self-absorbsion, interrupting the play sequence by asking the child to take on a different character's role, manipulating the characters and asking the child to respond to “what would happen if” questions, highlighting differences between the remembered event and current safety, and recording the play and playing it back with time for discussion (p. 74). Gil (1991) emphazises the importance of ensuring that the child is appropriately relaxed following this work, perhaps by using relaxation techniques or guided imagery (p. 76). Gil (2010) gives us more details of her very sensitive approach to invite postraumatic play and facilitate children in initiating gradual exposure. She quotes Herman (1997) as providing her guiding principle: “Though the single most common therapeutic error is avoidance of the traumatic material, probably the second most common error is premature or precipitate engagement in exploratory work, without sufficient attention to the tasks of establishing safety and securing a therapeutic alliance” (p. 173). Therefore Gil always utilizes a multimodel approach and is initially nondirective (Axline, 1947; Landreth, 2002) to allow the child to “make use of whatever reparative approaches that they have at their disposal, including posttraumatic play” (Gil, 2010, p. 50). She cautions that use of a set agenda or application of specific protocols or predetermined activities may prevent children from being able to direct their own healing. However, she also points out that the traumatized child may need active therapeutic assistance to enable them to confront that which they may be drawn to avoid. She challenges suggestions that verbal retelling is a necessary component of healing, pointing out that children create narratives with their play that is “equal in value to words” (p. 52). Gil (2006) takes account of the traumatic experiences of each client and provides materials to enable them to recreate literal representations should they so desire.

Clinical Applications and Clinical Vignettes

Children who have experienced any overwhelming or confusing experience, including disasters and child abuse, may benefit from the therapeutic use of abreactive play. This may include children with adjustment problems, trauma reactions, and those with simple or complex posttraumatic stress disorders. Therefore, it is useful to bear in mind the triad of symptom clusters (intrusive reexperiencing, avoidance symptoms, and hyperarousal), and the evidence base that suggests that the key components of effective treatment for PTSD are “psycho-education about trauma reactions, sustained exposure to trauma-related cues and memories until habituation occurs, coping skills training for children to help them manage anxiety, and parent training” (Carr, 2004, p. 237). Play therapy has been well established as a developmentally appropriate intervention for traumatized children (Bratton & Ray, 2000; Bratton, Ray, Rhide, & Jones, 2005; Drewes, 2009; Dugan, Snow, & Crowe, 2010; Gil, 2006). Schaefer (1994, p. 309) states that “The curative processes of abreactive play include: power and control, insight, cognitive reappraisal, emotional release, repetition, and social support.” Carefully chosen miniature toys provide ideal trauma-related cues to which children can be exposed in play therapy, allowing them opportunities to practice managing anxiety with the support of the therapist who provides a “corrective emotional response” (Alexander & French, 1980).

Terr (1993) records how she viewed a 12-year therapy process, with a young girl, Cammie, who had experienced trauma, through the “trio of essentials” (p. 1403) of abreaction, context, and correction, which can be used in any PTSD treatment protocol either by working with each factor separately and sequentially or by integrating them across the duration of the intervention, as occurred in this case. In addition, these three components must be accompanied by creativity and playfulness, having fun dominating the process. This case study provides us with useful insight into how Terr worked with the child's abreactive play. Terr viewed Cammie's presentation and her healing process through psychoanalytic eyes, framing her coping and behaviors in terms of defenses and transference. When Cammie began to “fully abreact her trauma” through a game of Red Riding Hood, Terr believed it essential to “rechannel her abreactions to the proper places” (p. 1405) by making interpretive comments to highlight how she felt the characters in the play may have used defenses. This game continued, without a corrective ending, until Terr introduced contextual thinking in relation to the wolf's motivation. Terr followed this by working at a cognitive level—moving from spontaneous play reenactments to “open discussion and exploration” (Yasenik & Gardner, 2004, 2012), including telling Cammie the story of her infancy and contextualizing her PTSD. Power themes continued to dominate her play and, although she was able to fully express the emotional experiences of the victim characters in her play scenes, Terr's recognition of her continuing identification with the aggressor (A. Freud, 1937) prompted her to cofacilitate the play (Yasenik & Gardner, 2004, 2012) by inserting new characters and planning strategies to overcome the villain. This play led to a significant shift—a recognition that cognition can be useful in overcoming obstacles.

I have seen the physiological impact of trauma enacted (Terr, 1990) when children engage in personally relevant (C. Norton & Norton, 2006, 2008) role play in sessions. I have also experienced it, via the projective identification process, when I have been placed in the victim role in play scenes directed, scripted, and enacted by the child in play therapy sessions. Or perhaps this is part of what Terr (1990) describes as the “contageous” element of posttraumatic reenactments? Or maybe it is contageous because of the child's inability to make sense of, contain, process, and attend to their own physiological reaction? When it is externalized, passed over to another, there is an opportunity to engage with it more fully—the paradox of dramatic distance again.

My way of working psychotherapeutically with this phenomena is to pay close attention in sessions not only to what I see in the children and their play, but also to what is happening inside me. I monitor my own internal process and make a tentative hypothesis as to whether my experiences might possibly be a parallel process to what the children experienced in the life events that may have caused/contributed to their psychological difficulties. I test my hypothesis by making quiet statements (muttering), staying within the assigned roles, enacting and describing the somatic, emotional, and cognitive elements of my experience (e.g., “I'm getting scared now, my tummy feels like it is wobbling, it looks like the doctor is going to hurt me,” or “Something is happening and I don't know what it is. It looks like this might be a trick.”). Depending on the child's reaction I can elaborate further on what I am experiencing.

Debra is 12 years of age. She regularly plays a game of school in her play therapy sessions. In fact, we have repeated this game in every session for a number of weeks. The story line varies very little. She is the angry teacher, while I and a range of teddies and dolls are her pupils. We always get things wrong and end up in trouble. A clip of the session could look like this: Debra, as teacher, presents a math lesson on the blackboard, turns and points at me and shouts “Two and two is?” As pupil, I move my head slightly (to indicate a move out of role) and whisper “What will I say?” She replies in an excited tone, “Say three, say three.” I say “Three” and I am severely reprimanded. This is repeated a number of times. I am consistently told I am stupid, naughty, in big trouble, going to have my name put on the bad list and that my parents will have to be called in as I am so useless. This scene has played out without resolution for a number of weeks. When I decide to make more use of my internal reaction I begin to add some muttering into my repetoire of responses. I start one time when Debra has her back to me, writing on the blackboard. I whisper, in a frightened tone “This teacher is so cross, she makes me frightened. Sometimes, I even know the right answers but she scares me so much I keep saying the wrong thing.” At this point Debra stretches her arm out behind her back and moves it in an encouraging gesture saying “Keep talking, keep talking.” The game begins to shift slightly. Sometimes when I ask “What will I say?” I am permitted to give the right answer. Occasionally I am even praised! But the teacher tends to remain cross, treating me unfairly, and continually humiliates me in front of my peers.

Debra's play sessions began to change further as time went on. My muttering began to address my additional feelings (as the stupid child) of being confused, upset, sad, worried, anxious, and so on. I described and exaggerated my sensory and somatic experiences. I began to “wonder” aloud if teachers were supposed to treat children like this. I wondered about telling my mammy. All these utterances were actively encouraged and incorporated into the play by Debra. The week after I suggested telling my mammy, Debra told me that in the game this week, I was to go home and tell. New scenes evolved over the following weeks, culminating in a major shift in the power imbalance portrayed in the play. Debra's abreactive play was metaphorically linked to her trauma history and dramatic distance gave her opportunities to play out and gain empowerment over her experiences and memories of sexual abuse perpetrated on her by her father.

Bill was a 6-year-old boy who was referred for play therapy as he was experiencing high levels of anxiety. His repetitive play theme involved a physical game in which he would hit a ball with a bat, dive to the floor shouting “safe base” and touching foam mats, while I would have to chase around the room, retrieve the ball, and try to get to the safe base with the ball before he did. This was an impossible task as the safe base was located right beside Bill's feet! I had no idea of the significance of this play until one day when Bill's breathing seemed to become distressed. I was fully aware that he had not actually overexerted himself, so I knew the gasping was significant to his process. He asked for a drink of water, which I provided. He held the glass to his lips, half filling his mouth with water, and continued to breathe over this, making gurgling noises and gasping for breath. I commented on how hard it is to breathe while drinking water, and in reflecting on this became aware that this was the critical component! A number of months before starting therapy, Bill had fallen into a river. While he was a strong swimmer and a number of adults were in attendance, Bill had slipped under the surface of the water a couple of times before being helped from the water. Although I was aware that there was a definite link between the play and the river incident, I was struggling to make a connection to how the ball game was linked. This became clear when Bill's mum told me that on his way home from his session he had asked “Why does Eileen have swimming floats in the playroom?” That was it—the safe base that Bill had made were actually kneeling mats used in gardening but closely resembled swimming floats. The power of play!

Emily was a 4-year-old girl referred for play therapy following disclosures of sexual abuse. During the middle phase of her treatment she began to disclose additional occurrences of sexual abuse that had not come to light previously. In one session she stated that the offender had “put a stone in my bum.” She spontaneously announced that “He took all my good love away and put all his bad love into me.” I quickly moved close to her and stated that I had to tell her something very important. I expained that good love can never go away but that sometimes, if bad love comes in, good love has to find somewhere to hide. “If you can find where your good love is hidden in your body, you will be able to set it free again.” Emily lay on the ground, closed her eyes tight, and began to pat her body all over. Suddenly she exclaimed “I found it, I found it” as she patted under her left arm excitedly. “It's under here.” I asked her to try to peek inside and tell me what it looked like. “Lots of little pink hearts” was the answer. I told her that I was delighted she had found it and told her that whenever she was ready she would be able to let the pink hearts move around and grow to fill her body. We took time in that session making pink hearts out of pipe cleaners. In the following sessions, Emily expressed a concern that the “stones” were still inside her. She lay on a large sheet of paper and I drew her outline. She drew in the stones and the “good love/pink hearts.” The hearts were still clumped together under her arm. The pink hearts could not be free until the stones were gone. Initially she wanted to be sure that her feelings would not get out but then she said that it would be okay to make “a very little way” for them to get out. She drew a number of items on the page—a hammer, a nail, a gun, a knife, bullets, and binoculars to be this exit! I mentioned that using our voice was another way to let feelings out. Then she said that we needed to go to our second play area. She gathered up a baby doll and bottle, a number of toys including those that she had listed as being the “way out” for the feelings, a timer and a microphone. She placed the gun, hammer, and other tools on top of a large teddy that she identified as representing the person (we call him Mr. X) she had named in her disclosures, and kept the rest of the toys with her.

She said she wanted to show me what had happened. She lay on the couch, wound up the timer and placed it on the table announcing that when the bell rang Mr. X would come into the room. She was very specific in describing how she would lie, on her tummy, and what exactly he would do. She suggested that I should perform his part but I explained that I could not do that as it would be wrong. She chose a small teddy to represent the adult male instead. When the timer rang Emily placed the small teddy on her back and spontaneously reenacted the somatic experience she had described, moving her body, sobbing, shaking, wriggling, and calling out “Stop.” I found it difficult to witness this without seeking to interrupt or comfort her but I knew it was important to trust that she knew, on a deep level, what was needed for her recovery. I needed to be a witness for her. She shifted into taking a more empowered stance, jumping up, shouting “Stop” and “I hate you, leave me alone” as she punched, threw, and assaulted the large teddy with her fists and the tools she had brought to the play area. She used a lot of energy in this. I was surprised when she announced “Now I have to do it again!” and set up the scene again. I was so amazed, however, when the second enactment depicted an even more empowered situation. This time, when the timer rang, the scene was not repeated and Emily sat up, picked up the baby doll, which she had previously identified as having her name and being 3 years old, to feed, comfort, and nurture. She spent the remainder of her session engaged in this reparative play.

Such reexperiencing of trauma in a supportive setting is therapuetic (Littrell, 1998). Hogberg et al. (2011) stated that “Both the negative and the positive emotion must be activated during the treatment session.” The change Emily introduced led to a new version of the memory—one in which she was powerful and in charge, culminating in her being able to take care of the baby doll. Through reenactment, and in the presence of a supportive witness, Emily experienced mastery and relief (Shelby, 1997). The impulse she had to withhold at the time of the events, that is, shouting Stop, expressing her feelings, and enacting revenge, was now experienced in fantasy. This may have contributed to her feeling safer and enabled her to engage in nurturing activites with the doll that she identified with. Emily truly confirmed for me the therapeutic power of abreactive play.
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Chapter 8

Positive Emotions

Terry Kottman

Introduction

“I can't think of anyone who knows more about sparking smiles, laughter, and positive emotions (joy, mirth, excitement, flow, happiness, etc.) in others than you. Many of our clients come in dire need of such positive affect” (C. Schaefer, personal communication, February 2012). Those were the words that hooked me into writing this chapter. When I got the e-mail from Charlie Schaefer asking me to write a chapter for the new edition of The Therapeutic Powers of Play, I was flattered and kind of thrilled. What a compliment from the founder of the Association for Play Therapy! I love having fun and spreading happiness, and I was delighted that such a “Big Cheese” in my professional world had acknowledged my ability to use humor and playfulness to make a difference with children. And I totally agreed with him that many of our clients flourish and grow because the process of play therapy creates a space that gives them permission to have fun and be joyful, to smile and laugh, to be silly and feel happy. So I said, “Yes, I can do that,” forgetting that I hate to write book chapters—that I get all caught up in trying to please the editor instead of myself, and they are not fun for me to write. I blithely (and kind of ignorantly) thought, “Of course I can do this. I will just whip it out off the top of my head. I am all about positive emotions. No problem.” After I had already agreed to write the chapter, I read the fine print on what the chapter was supposed to include and freaked myself out! Yikes! A list of positive emotions triggered by play therapy? An explanation of why positive emotions are therapeutic? Empirical support? The role of play in causing the “change agent” to occur? Strategies and techniques? Yikes! I stalled; I thought of other things I could do instead of writing. I cleaned my basement; I played solitaire; I cleaned out my inbox in my e-mail account; I started working on a book about something else entirely; I cleaned my 17-year-old son's room; I was in a play at the community theatre; I made collages; I stalled. Every once in a while, I would begin to work on the chapter and get overwhelmed. I was trying to be very scholarly and formal, and it was driving me nuts—I was stuck on the question, “How do I write about fun engendering positive emotions in a serious, stiff way?” Finally, however, after the chapter was already a month overdue and Dr. Schaefer had begun to gently nudge me (probably regretting the invitation and the compliment), I recognized that I just needed to stop stalling and get busy writing. I was in the midst of giving myself a “talking to,” trying to psych myself up to be academic, feeling grouchy and miserable, when I suddenly had an epiphany—I was making this harder than it needed to be and I was abandoning myself—leaving behind the reasons Dr. Schaefer had asked me to write it in the first place. Instead of being fun and happy, I was making the chapter into drudgery, which was creating negative emotions, not positive ones. This chapter is the result of my getting busy (finally), and the style of the chapter is the result of me deciding to put into practice what I was going to preach. Before I could start writing, I had to figure out how to steep the experience in positive emotions, fun, and humor. I decided to make the chapter informal, humorous (I hope), and fun—to write and to read. [Brief pause for my running to the kitchen to make a small batch of guacamole—after I finished making it, I discovered there were only four chips left in the bag; I resisted the urge to run to the store for more chips.]

Description of Positive Emotion

In preparing to write this chapter, I searched through my personal library (which is conveniently located in my bathroom) and paid several hundred dollars for books about positive emotions and books about play, labored innumerable hours reading those books, spent days surfing the Internet and scouring the library for journal articles on play, and worked weeks on slogging my way through all those articles, looking for the holy grail of a list of positive emotions engendered by play and play therapy. I did not find it, and eventually I gave up [though I am sure it is really out there somewhere waiting to be discovered by a better woman (?), researcher (?), person (?) than me]. In thrashing around for what to do in the absence of such a helpful and revelatory list, I had what I thought was (and actually still is) a brilliant insight—I would go to the source. I would spend my next several sessions of play therapy observing the children with whom I work, watching and listening for the positive emotions that emerged during our play. So, here's my list. The children seemed to be feeling:
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Some of these emotions were verbalized (e.g., “I love coming here.”“Thanks for letting me play.”“I am proud that I figured out how to put that together.”“I missed you, and I am so glad school started again so I can play with you.”“We have some new stuff in the room. Wow!”), and others were exhibited through behaviors (e.g., hugs, smiles, laughter, attention). I am sure that there are other positive feelings evoked in the process of play therapy, but I have decided that this list is sufficiently representative of the positive emotions that occur in many play therapy sessions. [I want to point out that positive emotions were not the only feelings experienced and expressed in my play therapy sessions. My sessions are not all sunshine and rainbows. Sometimes the children were frustrated, nervous, worried, and/or irritated, to name a few of the not-so-positive emotions that also occur in play therapy.]

Because many people do play therapy with adolescents and adults, it should also be noted that these same feelings (both the positive ones and the not-so-positive ones) occur in sessions with them—I just happen to have observed children. It is interesting that, while most of the research on positive emotions is done with adult subjects, most of the literature on play and play therapy focuses on children. There are limited professional resources for play therapists who want to work with adolescents and adults. Terr (1999) and Frey (1993, 1994) have written about doing play therapy with adults. The few resources that focus on play therapy with adolescents include Gallo-Lopez and Schaefer (2005) and Ashby, Kottman, and DeGraaf (2008). In my mind, though, in some ways adolescent and adult clients could use an infusion of positive emotions even more than children—they are often in even greater need of the kind of fun that generates happiness, joy, mirth, excitement, and the other positive emotions because they may not be participating naturally in play in the way most children do.

This section of the chapter is supposed to answer the question of why this power is therapeutic. I think this was, in some ways, the crux of my struggle to begin writing the chapter. It just seemed obvious to me that, of course, experiencing these feelings would be helpful to clients—therapeutic and healing. So, in some ways, I just wanted to write, “Duh!” in this section, but I decided that was not exactly doing due diligence in fulfilling my professional obligation to explain the therapeutic powers of positive emotions. So, I dipped into the myriad resources I had gathered and found that there were many experts writing about why experiencing positive emotions can be therapeutic.

Fredrickson (1998, 2001, 2003) provided a foundation for understanding why positive emotions are therapeutic with her “broaden and build” theory. According to this theory, “many positive emotions broaden individuals' momentary thought-action repertoires, prompting them to pursue a wider range of thoughts and actions than is typical (e.g., play, explore, savor, and integrate)” (Fredrickson & Branigan, 2005, p. 314). This broadened range of thought-action repertoires helps build the person's emotional, psychological, cognitive, physical, and social resources. Because “the broaden-and-build effects of positive affect accumulate and compound over time, positivity can transform individuals for the better, making them healthier, more socially integrated, knowledgeable, effective, and resilient” (Fredrickson & Losada, 2005, p. 679). Fredrickson (2001) gave conceptual analyses of several different positive emotions as examples of how this “broadening” happens: joy “broadens by creating the urge to play, push the limits, and be creative” (p. 219); contentment “broadens by creating the urge to savor current life circumstances and integrate these circumstances into new views of self and of the world” (p. 220); pride “broadens by creating the urge to share news of the achievement with others and to envision even greater achievements in the future” (p. 220). People who have experienced these positive emotions broadening their thought-action repertories then build on this foundation to create personal resources that serve them throughout their lives.

Both the popular literature and the professional/psychological literature are replete with information about why positive emotions should be considered a healing force in the emotional, psychological, cognitive, physical, behavioral, and social arenas. According to popular authors, such as Baker and Stauth (2003), Chittister (2011), Rubin (2009), Ryan (2005), and Salmansohn (2001), and scholars, like Frederickson (2000, 2001, 2003), Neuhoff and Schaefer (2002), Sin and Lyubomirsky (2009), and Teach and Lyubomirsky (2006), happiness, delight, mirth, joy, and other positive emotions are the antidotes to fear, sadness, anger, stagnation, and despair. In the presence of these positive emotions, it becomes difficult to stay stuck in not-so-positive emotions. Experiences that generate positive emotions can facilitate the formation of a therapeutic alliance in counseling (Bedi, Davis, & Williams, 2005) and can even generate therapeutic change and support movement toward positive mental health (Cloninger, 2006; Fitzpatrick & Stalikas, 2008; Russell & Fosha, 2008; Seligman & Csikszentmihalyi, 2000). Having fun in therapy can serve as a motivation to continue to come to therapy even when the process might be painful or difficult at times (Ashby, Kottman, & DeGraaf, 2008; Carol, 2002; Kottman, 2011). According to Kissel (1990), play and positive emotions can be extremely helpful in “loosening up” clients who are “too tight.” Also in the psychological realm, positive emotions increase life satisfaction, coping skills, a sense of well-being, resilience, and success (Cohn, Fredrickson, Brown, Mikels, & Conway, 2009; Frederickson & Joiner, 2002; Frederickson & Losada, 2005; Lyubomirsky, King, & Diener, 2005; Sin & Lyubomirsky, 2009; Tugade, Frederickson, & Feldman-Barrett, 2004). Creativity, cognitive skills, and problem-solving are also enhanced by positive emotions (Fredrickson, 1998; Fredrickson & Branigan, 2005; Fredrickson & Joiner, 2002, Fitzpatrick & Stalikas, 2008; Isen, 2000). Positive emotions can improve physical health (Martin, 2004; Steptoe, Dockray, & Wardle, 2009; Teitelbaum, 2006), provide relief from pain and discomfort (Christie & Moore, 2005; Goodenough & Ford, 2005), and even promote longevity (Xu & Roberts, 2010). Elkind (2007), Brown (2007), Heidemann and Hewitt (2010), Landreth (2002), Kottman (2003, 2011), Kissel (1990), and Terr (1999) are just a few of the many experts in play and play therapy who suggest that the positive emotions generated in and by play can contribute to positive behavioral changes. There is even some empirical research that suggests that humor can be used to change aggressive behavior and improve conflict resolutions skills (Norrick & Spitz, 2008; Ziv, 2001). Other authors (e.g., Hromek & Roffey, 2009; Johnston, Miles, & Macrae, 2010; Nezlek & Derks, 2001; Waugh & Fredrickson, 2006) have suggested that humor, fun, and games and expression of positive emotions can improve social functioning. Cohen (2002), Elkind (2007), and Kottman (2003) have made the case that the positive emotions in playful and joy-filled parent-child interactions enhance the connection between parents and children and generally improve relationships in families.

Positive emotions make a contribution to the creation of positive emotional, psychological, cognitive, physical, behavioral, and social shifts. Because of this contribution, positive emotions have to be considered a healing power of play, and there is quite a bit of empirical research to support this contention. [Time for a small break—I went to the nature preserve, where I experienced many positive emotions in the process of (a) observing a family giggling while they raced toward their car in the parking lot, a squadzillion squirrels, a bazillion birds, eight deer and (b) interacting with another family who asked me to take their picture—I suggested we try one pose of silliness, which resulted in chuckles and chortles.…]

Empirical Support

There is a great deal of empirical support for the healing power of positive affect. Researchers have gathered data suggesting that positive emotions facilitate emotional, psychological, cognitive, physical, social, and behavioral shifts. It should be noted, however, that the majority of these studies were with adults, rather than children or adolescents, so I am positing that the empirical support for positive emotions offered by this research can be extrapolated to apply to children and adolescents.

Emotional, Psychological, and Cognitive

The field of psychology has produced many empirical studies supporting the useful effects of positive emotions on people's emotional, psychological, and cognitive functioning. Garland et al. (2010) reviewed a body of research related to positive emotions that suggested that “positive emotions may exert a countervailing force on the dysphoric, fearful, or anhedonic states characteristic of psychopathologies typified by emotional dysfunction” (p. 849). In other words, these authors gathered a plethora of studies that supported the contention that it is difficult to maintain negativity in the presence of positive emotions—upward spirals can counteract downward spirals. These authors also contended that “evidence from behavioral and brain sciences suggests that repeated activation of even mild emotional states may ultimately alter emotional traits, a transformational process that we speculate is undergirded by sustained changes in brain function and structure” (p. 860).

In a series of studies constructed to explore the broaden-and-build theory of positive emotions, Frederickson and her colleagues have provided support that positive emotions help promote emotional and psychological health (Burns et al., 2008; Catalino & Fredrickson, 2011; Cohn et al., 2009; Frederickson & Joiner, 2002; Frederickson & Losada, 2005; Fredrickson et al., 2003; Tugade & Fredrickson, 2004; Tugade et al., 2004) and cognitive functioning (Fredrickson & Branigan, 2005).

In a study designed to measure the relationship between positive emotions and broad-minded coping, interpersonal trust, and social support, Burns et al. (2008) found that positive emotions were positively associated with positive coping and interpersonal trust, but not with social support. They also found preliminary evidence that there may be a positive relationship between positive emotions and dopaminergic functioning. However, this evidence was rather limited, and they suggested further study by pointing out that “more fine-grained biochemical research in this area may prove illuminating” (p. 368).

Fredrickson and Losada (2005), and Catalino and Fredrickson (2011) conducted studies exploring the positive emotions of individuals who they identified as being flourishers. “To flourish means to live within an optimal range of human functioning, one that connotes goodness, generativity, growth, and resilience” (Fredrickson & Losada, 2005, p. 678). Fredrickson and Losada (2005) found that flourishers had statistically significantly more positive emotions than negative emotions, with a mean ratio of positive to negative affect above 2.9 for those classified as flourishing and below 2.9 for those who were not flourishing. Catalino and Fredrickson (2011) compared flourishers with nonflourishers and people with depression to determine whether the flourishers experienced relatively more positive emotions in reaction to the everyday events in their lives. They found that flourishers, in comparison with nonflourishers and depressed individuals, displayed greater positive emotional reactivity when helping, playing, learning, and interacting with others. [Okay, now, this is crazy! I was supposed to make gumbo, my favorite food, this afternoon, but I am too into doing this to stop and stir the roué for an hour! Double yikes!]

In a study by Cohn et al. (2009), the researchers measured the emotions of a group of university students once a day and assessed the students' life satisfaction and trait resilience. They found that positive emotions increased life satisfaction and resilience. Life satisfaction did not mediate the relationship between baseline and final resilience, but positive emotions did. These researchers concluded that this study strengthened the evidence that “positive emotions actively help people create desirable outcomes…but when momentary positive emotions were disentangled from general life satisfaction, it was the momentary emotions that remained predictive” (p. 366).

Fredrickson and Joiner (2002) wanted to find support for their premise that positive emotions trigger upward spirals toward a general sense of emotional well-being. They hypothesized that (a) initial experiences of positive emotion (but not negative emotions) would predict improvements in broad-minded coping over a period of time; (b) initial levels of broad-minded coping would predict increases in positive emotions, but not negative emotions, over time; (c) other coping styles would relate similarly to positive emotions, but not negative emotions; and (d) positive emotions and broad-minded coping would serially influence each other. The results of this study confirmed the first, second, and fourth hypotheses—there is a serial influence in which positive emotions predict improvements in broad-minded coping and broad-minded coping predicts increases in positive emotions (supporting the idea that this creates an upward spiral toward emotional well-being). However, they did not confirm the third hypothesis—there was no other coping style that related in the same ways to positive and negative emotions.

Fredrickson, Tugade, Waugh, and Larkin (2003) conducted a study that explored whether positive emotions are active ingredients in emotional resilience. They found that positive emotions such as gratitude, interest, and love experienced in the aftermath of the September 11th terrorist attacks on the United States tended to reduce the development of depression and enhanced the postcrisis growth of psychological resources. Their analyses of the data suggested that “positive emotions were crucial active ingredients that helped resilient people to thrive despite the emotional blows delivered by the September 11th attacks” (p. 373).

Tugade and Fredrickson (2004) designed three different studies to investigate whether resilient people use positive emotions to help them rebound from and find positive meaning in stressful encounters and negative circumstances. In the first of the three studies, they found that “the experience of positive emotions appeared to aid resilient individuals in achieving accelerated cardiovascular recovery from negative emotional arousal, compared with those with less resilience who experience relatively less positive emotions” (p. 325). In the second study, they found support for their prediction that positive emotions and appraisals of challenge, rather than threat, were important factors that contribute to psychological resilience. Study 3 lent support for the contention that positive emotions can strengthen a person's ability to cope with negative experiences. “Recurrent experiences of positive emotions will likely increase the possibility that an individual will find positive meaning and making positive appraisals in subsequent stressful events” (p. 330).

In two studies by Tugade, Fredrickson, and Feldman-Barrett (2004), the researchers examined psychological resilience (the ability to bounce back after negative events by employing positive emotions in coping) and positive emotional granularity (the propensity to be precise and specific when representing experiences of positive emotion). In Study 1, the subjects who rated themselves as being able to rebound effectively from stressful situations demonstrated this capacity physiologically by “quickly returning to baseline levels of physiological responding after negative emotional arousal” (p. 1167). Study 2 provided evidence that, compared to individuals with lower emotional granularity, individuals who demonstrate high emotional granularity by being very precise with the emotional labels they use to describe their positive emotional experiences are (a) less likely to mentally distract themselves during stressful situations, (b) more engaged in their coping strategies, (c) less likely to respond automatically, and (d) more likely to think through their behavioral options before responding to the stressful situation. Based on the data gathered in these studies, Tugade et al. (2004) extrapolated that positive emotions “can be an important factor that buffers individuals against maladaptive health outcomes. Emerging research indicates that finding ways to cultivate meaningful positive emotions is a critical necessity for optimal physical and psychological functioning” (p. 1183).

Fredrickson and Branigan (2005) devised two studies to measure whether distinct, discrete positive emotions widen the arrays of activated precepts, thoughts, and action urges more than neutral states or negative emotions. They found that two specific positive emotions (amusement and contentment) did result in a broadened scope of attention and thought-action repertoires and that two specific negative emotions (anger and anxiety) reduced momentary thought-action repertoires.

In addition to the extensive studies conducted by Fredrickson and her associates, several other researchers have also contributed to the evidence that positive emotions have an important impact on individuals' psychological and emotional functioning. Neuhoff and Schaefer (2002) found that adults who act happy for at least a minute a day are likely to elevate their mood, for at least a short period of time.

These studies really just touch the surface of the studies related to the effects of positive emotions. Lyubomirsky, King, and Diener (2005) did a meta-analysis in which they examined 225 papers with 293 samples, with more than 275,000 participants. All of the studies they analyzed used measures of happiness, positive affect, or a closely related construct and assessed at least one outcome, characteristic, resource, skill, or behavior. They found that happiness and the concomitant experience of frequent positive affect is associated with and precedes a variety of successful outcomes, including employment and quality of work, income, community involvement, social relationships, friend and social support, marital satisfaction, positive mental health, and physical health. They also concluded that “positive affect—the hallmark of well-being—may be the cause of many of the desirable characteristics, resources, and successes correlated with happiness” (p. 803).

There were at least two other studies that actually examined positive emotions in the therapeutic process. Sin and Lyubomirsky (2009) did a meta-analysis of 51 studies that investigated whether positive psychology interventions (activities designed to cultivate positive feelings, positive behaviors, or positive cognitions) enhanced well-being and reduced symptoms of depression. They found that these interventions do significantly enhance a sense of well-being and decrease depressive symptoms. Bedi, Davis, and Williams (2005), in a qualitative study in which they interviewed adult clients, found that “positive sentiment” (the experience and related expression, both verbal and nonverbal, of positive affect and attitudes) was one of the most important factors in the clients' perception of the formation of therapeutic alliance with the counselor. [I am still interested in all of this and going strong—not even stopping for meals at this point—I am hooked on positive emotions.]

Physical Health

There are innumerable studies on the effects of positive emotions and humor on physical health—some of these studies support the contention that there is a correlation between humor and positive emotions and positive physical health, while others do not (Martin, 2004). A full exploration of this body of literature is beyond the scope of this chapter [and beyond the endurance of the author of this chapter]. Readers who are interested in deeply delving into this aspect of the research should consult Lyubomirsky et al.'s extensive meta-analysis (2005) for a list of some of these studies. Several researchers (e.g., Christie & Moore, 2005; Goodenough & Ford, 2005) have provided empirical support for the use of humor as a method of helping patients cope with pain and discomfort. Xu and Roberts (2010) conducted a longitudinal study designed to explore the relationship between subjective well-being (along with its components positive feelings, positive affect, and global life satisfaction), negative feelings, and longevity. They concluded that, while the prevalence of negative feelings does not predict longevity, subjective well-being and its positive components do significantly predict longevity and lower risks for all-cause, natural-cause, and unnatural-cause mortality. This would seem to suggest that those people who live lives filled with positive emotions will tend to live longer. [And have more fun, which makes it worthwhile to live longer! Oops—that was an editorial comment and was not part of this study.]

Behavioral and Social

Several researchers have designed studies to explore the relationship between humor and positive emotions, improved social functioning, and decreased negative behaviors (Johnston et al., 2010; Nezlek & Derks, 2001; Waugh & Fredrickson, 2006; Ziv, 2001). Johnston, Miles, and Macrae (2010) did three different experiments measuring whether perceivers reacted differently to smiles that indicated enjoyment and smiles that indicated nonenjoyment. They found that perceivers noticed the differences between smile types, especially in circumstances where cooperation and/or trust were important. Individuals who exhibited enjoyment smiles were more likely to be perceived positively by participants in the experiments and were more likely to elicit the perceivers' willingness to cooperate than those who exhibited nonenjoyment smiles. This would suggest that people who genuinely smile to express positive emotions will be likely to be perceived positively and to find others willing to cooperate with them, which has significant ramifications for social interactions. Nezlek and Derks (2001) examined the use of humor as a coping mechanism, psychological adjustment, and social interactions. They found that individuals' use of humor as a means of coping with stress was positively correlated to their enjoyment of their social lives and to their confidence in their ability to interact with others. They concluded that, “compared to those who do not, people who use humor to cope may make light of their own problems, easing the burden experienced by others, and they may provide others with more palatable (more humorous and less serious) forms of support” (p. 406), which can make social interactions easier (and more fun). In a study of first-year college students, Waugh and Fredrickson (2006) found that those students who demonstrated a higher level of positive emotions were more likely to have a positive relationship with and greater understanding of their roommates. Investigating the effect of humor of aggression catharsis in a classroom, Ziv (2001) found that frustrated students who viewed a humorous videotape had a reduced tendency toward aggressive responses, suggesting that humor can mitigate negative emotions and reduce anti-social or inappropriate behavior.

So…to sum this section of the chapter up…there is much empirical support for the effectiveness of positive emotions as a therapeutic power. [Even though it seemed as though this section took forever to research, organize, and write, there is a lot more research evidence where this came from, but I am going to stop for now, before my positive emotions expire.]

Role of Positive Emotion in Causing Change

Not to be too obvious, but play is fun, and fun engenders positive emotions. Therefore, play naturally generates positive emotions. It is difficult to be dour, sad, depressed, angry, or afraid if you are having fun, and it is easy to feel happy, joyful, excited, proud, and so forth when you are having fun. There is even research that supports the idea that children who are playing exhibit more positive affect than children who are not playing (Moore & Russ, 2008). I know, again with the “Duh,” but this is an important point if I am suggesting that positive emotions are a healing power for clients (who are playing) in play therapy. There is even empirical support for the idea that play leads to positive emotions—Teach and Lyubomirsky (2006) did a study that found that one of the ways people successfully pursue happiness is a factor the researchers labeled active leisure (aka “play”). Another was social affiliation (which is basically “hanging out with friends,” often an adjunct of playing and certainly a component in play therapy).

Schaefer (1983) suggested that it was difficult to gain a clear understanding of what the term play means because a comprehensive definition of the word had never been developed. [Twenty years later, it still has not—or if it has been developed, it is hidden where I could not find it.] The lack of a satisfactory definition notwithstanding, Schaefer conceded that most people would agree that play is fun and evokes positive emotions. He even cited several sources that described play as pleasurable and asserted that “Play is generally thought to be the antithesis of work. It is fun” (p. 2). To deepen our understanding of the concept of play and how it relates to the generation of positive emotions, I gathered some official definitions and descriptions of play. Most definitions of play seem to incorporate the idea that play engenders positive emotion of some kind. According to the website dictionary.com, play is “exercise or activity for amusement or recreation.” Terr (1999) defined play as “activity aimed at having fun” (p. 21). Landreth (2002) described play as “spontaneous, enjoyable, voluntary, and non-goal-directed” (p. 10). Piaget (1962) said, “When there is no longer an effort at comprehension, but merely assimilation to the activity itself…for the pleasure of the activity, that is play” (p. 148).

According to Stuart Brown (2010), the founder for the National Institute for Play, play has several essential properties. It is (a) apparently purposeless, (b) voluntary, (c) inherently attractive, (d) free from time constraints, (e) likely to diminish the player's consciousness of self, (f) filled with improvisational potential, and (g) likely to evoke a continuation desire. Play is apparently purposeless because it does not seem to be done for any kind of practical value—it is done for its own sake. As part of its voluntary nature, it is neither obligatory nor required by duty. Often, when people are engaged in play, they forget about the passage of time and experience a lessening of self-consciousness, no longer worrying about their limitations or what others think of them. Because of the improvisational potential, players can avoid being trapped in a rigid pattern of behaviors, changing or ignoring rules. When people play because the play is pleasurable and fun, they often want to keep doing it or do it again later. 


These properties are what make play, for me, the essence of freedom. The things that most tie you down or constrain you—the need to be practical, to follow established rules, to please others, to make good use of time, all wrapped up in a self-conscious guilt—are eliminated. Play is its own reward, its own reason for being. (Brown, 2010, p. 18)

There are important biological considerations related to the neurological, biological aspect of play as well. There is even an area of study in the field of psychobiology in which scientists (e.g., Burgdorf et al., 2011; Panksepp, Sivily, & Normansell, 1984; Trezza, Baaendse, & Vanderschuren, 2010) focus their research on play and the role it has in the brain's social reward mechanisms. The findings of researchers in this area were aptly summed up in an article entitled “The Pleasures of Play: Pharmacological Insights into Social Reward Mechanisms” (Trezza et al., 2010): “Social play is a natural reinforcer, and the neurotransmitter systems intimately implicated in the motivational, pleasurable, and cognitive aspects of natural and drug rewards, such as opioids, endocannabinoids, dopamine, noradrenaline, play an important modulatory role in the performance of social play as well” (p. 463). In other words, play releases what Breuning (2012) calls the “happy chemicals.” These chemicals (opioids, endocannabinoids, dopamine, noradrenaline, oxytocin, serotonin) are released by the limbic system in the brain in response to enjoyable experiences (like playing) and create positive emotions.

All of these factors seem to me to be underscoring my original point in this section. Play is fun. Fun engenders positive emotions. Our brains even like play. And as our preponderance of empirical support has suggested, positive emotions lead to healing. Taaah Daaa!!

Strategies and Techniques

Unlike some of the other healing powers of play, no special materials or intervention techniques are necessary to evoke positive emotions in play therapy sessions. As I was walking in the nature preserve yesterday, however, I realized that I do have a loose set of “guidelines” for increasing the possibility that positive emotions will surface in my sessions. I also have a list of the types of activities that I use to enhance the fun in my play therapy sessions.

Here is my list of guidelines that a play therapist might want to implement to make sure that positive emotions arise in the process of play therapy:


Create a safe space.

Be fun and have fun.

Model experiencing and expressing positive emotions.

Give permission.

Work with parents and/or teachers to help them foster positive emotions outside the playroom.



Positive emotions cannot and will not happen unless clients feel safe, so play therapists must work to make sure that their playrooms are safe environments. Making a playroom safe could entail giving the client a clear explanation of confidentiality (and its exceptions), being clear about limits related to physical safety for both the child and the therapist, being honest with the client (even about difficult topics), having a predictable and consistent place for toys and materials, and choosing to be totally present with and for the client. I tend to agree with Bixler (1949) that limits are therapy—I believe children want structure and limits and are looking to the play therapist to set limits and enforce them. To create a sense of safety in the playroom, it is important that both the clinician and the child can count on not getting physically or emotionally hurt.

To create an atmosphere that encourages positive emotions, the play therapist should be willing to be fun and have fun. [After all, it would probably be difficult for the client to have fun with a therapist who was a wet blanket.] It is helpful to use humor, smiles, and laughter—sometimes even silliness—during sessions when appropriate. A fun play therapist, one who is comfortable with playfulness and humor, is going to invite clients to be playful and have fun. The play therapist's enjoyment of sessions will be contagious—if he or she is having fun, the client is more likely to have fun, too. Goldin and Bordan (1999) and Franzini (2001) presented information about using humor in counseling sessions with adults; play therapists working with children could adapt some of the ideas described in these articles with their child clients. Obviously, this does not apply when the client is in the throes of some not-fun work, which often happens, too. The play therapist needs to use discernment and to match the child's overall affect in sessions. It would be inappropriate for the play therapist to be cheerful and mirthful while a child is mournful, angry, or otherwise distressed.

By being willing to model experiencing and expressing positive emotions, the play therapy will foster clients' experiencing and expressing positive emotions. This might involve a certain level of self-disclosure about the play therapist's personal feelings experienced in session. It is important to do this without conveying disapproval or anger at the child. By focusing on positive emotions, the play therapist can encourage the child and convey acceptance. It would be helpful for the play therapist to model both verbal and nonverbal means of expressing emotions. Using a wide range of feeling vocabulary words can be a vehicle for increasing the child's expressive feeling vocabulary, and using the entire body (face, posture, etc.) to communicate about feelings can be a vehicle for enhancing the child's ability to physically express feelings. The therapist should demonstrate high levels of emotional granularity, using precise and specific word choices to express feelings. This process will model these skills for play therapy clients.

Another element in creating fun in the playroom is giving permission—both with “too tight” clients and “too loose” clients (see Kissel, 1990, for a more detailed description of these clients). Usually clients who are “too tight,” especially those who are timid, shy, constricted, or anxious, prevent themselves from experiencing and expressing positive emotions in the playroom (and probably everywhere else in their lives). Other clients, the ones Kissel labels as “too loose,” exhibit out-of-control behaviors and generally present as angry, hostile, or aggressive, seldom exhibiting positive emotions. With “too tight” clients, “giving permission” will involve acknowledging their reluctance to fully express themselves and inviting them to be a bit more free in their self-expression. It might even help to metacommunicate (Kottman, 2003) about the underlying issues that inhibit them. With “too loose” clients, “giving permission” will entail reflecting all of their feelings (even the not-so-positive ones), avoiding disapproval of the paucity of positive feelings, and exaggerating or magnifying any positive feelings the play therapist does observe in sessions. It also important for play therapists to give themselves permission to “let go” (within reason) in session. This means that they allow themselves to be playful—it would be difficult to be fun and have fun if they were withholding this permission from themselves.

Because play therapists only interact with clients for a limit amount of time compared to the other people in their lives, enlisting the support of parents and teachers will amplify the impact of the healing power of positive emotions. By teaching parents and teachers to exhibit and express positive emotions and by encouraging them to support children's experiencing and expressing positive emotions, the play therapist can maximize this healing power. One method for doing this is to suggest that the family/class engage in fun activities together, with the adults naming and describing the positive emotions evoked by these experiences. I explain to adults that the best way to get through difficult times is to be sure they have shared pleasurable experiences to put “positive energy” in the “bank” of the relationship. When successful, this strategy can also increase the healthy interactional patterns in the family/class.

Here is my list of the types of activities that I might choose from as a way to increase the fun in my play therapy sessions as a vehicle for engendering positive emotions: (a) make messes, (b) be encouraging, (c) use your body, (d) be silly, (e) make noise, (f) play games, (g) make stuff, (h) make stuff up, (i) share laughs and humor, (j) notice and reflect positive emotions, and (k) be affectionate. I like to make messes in my sessions—concocting potions, blowing bubbles, playing with finger paints and shaving cream, mixing water and sand—because I think it is fun and lots of clients think it is fun, too. Encouragement—pointing out assets, effort, and progress—is a strategy (Kottman, 2003) that I use to build children's self-confidence, pride, and a sense of accomplishment, which engenders positive emotions. Using your body in movement (dancing, swaggering, wiggling, gesturing) is a way to help children feel more free and experience positive emotions. Most children will be shocked and surprised (then thrilled and delighted) by an adult who is willing to be silly—making faces, walking funny, and so forth—with them. This is also true when they encounter an adult who makes noises—sound effects, made up songs, “character” voices, and other sounds—because most adults refrain from these kinds of behaviors and they are just really fun. I play all sorts of games with children—hide-and-seek, pitch and catch, bowling, basketball (badly), and board games—as a vehicle for them to experience the “thrill of victory” (which often results in positive emotions) and “the agony of defeat” (which lets them express some of the not-so-positive emotions). Most of the children with whom I work like building things—with blocks, art materials, found and recycled items—and this process often evokes feelings like interest, engagement, happiness, delight, pride, hope, satisfaction, and confidence. [And have I mentioned that it is fun?!?] I spend a great deal of my time in my play therapy sessions playing with children using techniques that I have invented. I love to make things up and introduce them to children, inviting them to help me adapt them to their needs and interests. This keeps me from getting bored and helps to make my sessions fun for me, which results in my sessions being fun to my clients. Sharing laughs in session is easy—when the client starts smiling or laughing, the play therapist who wants to encourage positive emotions will join in. Sharing humor is simple with some children—those with whom you share a sense of what makes things funny—and more difficult with others. [Fart jokes anyone?] It helps me to remember that, even if something would not usually seem entertaining or amusing to me, I can share the child's delight in it and join in the fun. I look for any possible or potential positive emotions the child might be experiencing (even if I have to reflect feelings that might only be in my imagination). Sometimes I take a wisp of a feeling and magnify it so it looks bigger than it really is. The best way to increase the child's sense of being lovable and loved is to express your affection for the child. Depending on your situation, this can include touching and hugs or it can be limited to verbal expressions of appreciation.

Clinical Applications and Clinical Vignettes

Truthfully, I cannot think of a single presenting problem or situation where increased positive emotions would not be helpful to a client. Having said that, I do think there are some clients who would gain maximum benefits from this healing power. Clients whose presenting problems are typified by unusual amounts of not-so-positive emotions—discouragement, depression, anxiety, anger, grief—would be likely to have enhanced mental health from a concentrated application of positive emotions. Other clients whose life circumstances are difficult (children whose parents are divorced, foster children, grieving children, children who are struggling in school) could also benefit from respectful cultivation of positive emotions in play therapy sessions.

One of my favorite examples of the use of positive emotions was with Kisandra, a kindergarten student who was in foster care after being removed from her birth parents because of the chaos in their home resulting from drug use and domestic violence. Kisandra was a very solemn little girl, seldom smiling and rarely making eye contact—she acted like a little old woman. She moved in a stiff and formal way and talked as little as possible. In our sessions, she always wanted to play the same card game, rigidly following and enforcing the rules. In keeping with my guidelines, I was upbeat and cheerful in our sessions, talking about how much I enjoyed playing, how much I liked being with her, and how much fun I was having—modeling experiencing and expressing positive emotions. I invited her to walk like a different animal every time I went to her classroom to get her, making noises and using the movements I thought the animal would make, laughing and smiling as I was doing it—sometimes doing things that were completely absurd in the context of that animal so that she could correct me. I responded to her corrections with humor and more silliness. I engaged her in inventing several dances so that she could express her feelings—the good, the bad, and the ugly—as I reflected what I imagined to be her pride and delight in her creativity and dancing ability. I suggested that we change the rules of the game we played, making faces and being humorous with my suggestions of standing on our heads while we played or only dealing one card each, laughing in delight when she consented to even small bends in the regulation way of playing. I always offered her my hand when I went to pick her up, and I asked her if she would like a hug at the end of our sessions, demonstrating my affectionate feelings toward her. Over time, there was a gradual but steady change in Kisandra's affect. She was more relaxed, more fluid, and less constricted. Her willingness to try new things, to act her age, to be playful and have fun, and to express her positive emotions grew along with her behavioral flexibility. Through consistent fostering of, application of, and acknowledgment of positive emotions, she blossomed. (She even won the class dance contest!)

Another case that benefited from the use of positive emotions was Seth, a fourth grade boy, whose presenting problem was anger and aggression. Seth was the classic “angry young man”—mad at the world for both real and imagined transgressions. He had a diagnosis of attention-deficit/hyperactivity disorder, and his parents had chosen not to medicate him. This resulted in struggles in attention, delays in learning, and aggressive behavior toward other students and school personnel. When I started working with him, the director of the after-school program warned me that if I played games with him, I should never win because this would result in violence and refusal to work with me. Seth was skeptical of me and of the therapy process, so I started very small. I always smiled when he came to the office, telling him that I was happy he had decided to come and spend time with me. I found funny cartoons and memes from the Internet and printed them out and brought them to our sessions. I watched for his facial expressions to change into something slightly less hostile than its usual configuration and gently reflected mild positive emotions that might match those facial expressions. I used encouragement to point out his assets and efforts. I occasionally used funny voices and made noises and faces, which he invariably labeled as “lame.” I took him on walks around the school campus, looking for things we could use to make sand trays and “sculptures,” hoping that the freedom of being outside might evoke a positive emotion or two that I could reflect. And we played games. He tended to choose games that he could win because he was more skilled or experienced than I was, and I reflected the positive emotions that winning evoked. When I won (and I did, and he did not melt), I expressed positive emotions, while acknowledging that he might not be sharing them. Over the course of the school year, Seth's anger and aggression lessened, and his acknowledgment and expression of positive emotions increased. This was not a miracle cure, by any means—he did not turn into a happy camper, but his attitude, behavior, and social skills did improve enough so that he was not regularly getting ejected from school as he had been at the beginning of our time together.

So…I am pretty terrible at conclusions—it always seems like I already said everything I wanted to say, and now it is time to say it again. Here it goes—short and sweet. Positive emotions are an amazing healing power of play. It is essential to incorporate fun and pleasure in play therapy sessions and there is empirical research (and brain chemistry) to prove it.
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Chapter 9

Counterconditioning Fears

Tammi Van Hollander

The use of play to countercondition fears is one of the most useful therapeutic powers of play, yet it had been generally overlooked in the play therapy literature. The purpose of this chapter is to explain why this power leads to therapeutic change, to elucidate how play enhances its effectiveness, and to describe the various techniques and clinical applications of this important power.

Description of Counterconditioning Fears

Counterconditioning of fears refers to the reduction and extinction of a fearful/anxious response to a stimulus by helping clients learn an incompatible (counter, opposite) response such as relaxing, eating, or playing. For example, the fun of playing in a dark room is likely to inhibit or weaken a child's fear of the dark. It is difficult to be anxious and simultaneously joyful at the same time. By repeated pairing of the feared response with the counterresponse of enjoyment, conditioning (implicit learning) occurs in that the fear response is weakened.

Joseph Wolpe (1958), a South African psychiatrist and pioneering behavior therapist, was the first to popularize the counterconditioning procedure, which he called “reciprocal inhibition.” Wolpe (1969) incorporated counterconditioning into his three-step “systematic desensitization” strategy. The first step of this highly successful strategy is to teach the client an incompatible, antagonistic response to fear such as relaxation. The second step is for the client and therapist to develop a hierarchy of fear responses, from the least to the most scary. For a child with a fear of the dark, the least scary feeling might be spending 1 minute in a dimly lit room. The most scary might be sleeping all night in a dark bedroom. The final step is to have the child practice the competing response, for example, relaxation, while imagining or facing the least scary fear stimulus. The competing response to fear should serve to counteract (countercondition) and thus weaken the fear response. Wolpe (1969) believed that the key to overcoming fears and anxieties is to do so by gradual exposure, that is, by degrees and by repeated practice of the competing response until it becomes stronger than the feared response. “In vitro” desensitization is used to overcome imagined threats, for example, monsters, while “in vivo” desensitization is used to weaken fearful reactions to real-life threats, for example, spiders.

The Role of Counterconditioning Fears in Causing Change

The use of relaxation as a counterconditioning agent for fear reactions was widely used by Wolpe (1969) with his adult clients. However, young children find it difficult to learn and remember to use relaxation exercises when under stress. An alternative competing response for children is one that comes naturally to them and that they find attractive, namely, play. Play behaviors trigger a variety of positive emotions in children, including mirth, joy, competence, excitement, flow, and happiness. All these affects are antagonistic to fear and anxiety. Over the years, parents, teachers, and therapists have found that the easiest way to get children to change their maladaptive behavior is to make it fun for them to do so.

Play Strategies and Techniques

Therapists have developed a wide variety of playful procedures to help children overcome fears and phobias, including game play and imaginative imagery play.

Emotive Imagery

Emotive imagery, a counterconditioning technique, is the use of positive emotion-arousing mental pictures (imagery) to counterbalance fear and anxiety (Lazarus & Abramovitz, 1962). Thus, a playful, exciting, enjoyable image, for example, imagining oneself to have super powers, is introduced to offset the negative feelings generated by the disturbing object or event. An emotive image may arouse feelings of power, mirth, affection, or similar anxiety-inhibiting affects. Repeated pairings of this kind may completely neutralize the anxiety. The emotive imagery technique is appropriate for children ages 5 and older. Jackson and King (1991) desensitized a 5-year-old boy to an extreme fear of the dark and associated fears through the use of emotive imagery and a response induction aid (flashlight). The program successfully treated the boy in four widely spaced sessions. Follow-ups conducted 1, 2, 3, 15, and 18 months from the end of treatment found that the treatment gain was maintained.

The “Party Hats on Monsters” technique created by David Crenshaw (2001) is a fun drawing technique that is a form of emotive imagery. First, children are asked to draw a picture of the nightmare monster that is disturbing them. Drawing their nightmare on paper gets the image out of their head and onto the paper. The picture they draw is never as frightening as the image in their heads. After they are asked to draw a picture of the scary image in their dreams, they are asked to put a party hat on it and make it as funny and silly as they can. By taking a scary scenario and making it fun and silly, the fears can be eliminated. As an alternative to drawing, they may use toys in the playroom, such as puppets, to reenact the scenario with a fun and playful outcome—the sillier, the better.

Game Play

As play therapists, there are so many different games that can be incorporated into each session to help children eliminate fears. Croghan and Musante (1975) used game play to overcome phobia of high buildings in a 7-year-old. Wallick (1979) got rid of an elevator phobia in a 2-year-old by creating an “elevator game.” The game was played with a basketball, a 5-foot basketball hoop, and a pretend elevator button. The child would press the “button” and imitate sounds of the elevator while the therapist lifted her to the top. After 4 weeks of elevator play, she was able to ride the real elevator with the therapist without fear. Mikulas, Coffman, Dayton, Frayne, and Maier (1986) reduced fear of the dark in children ages 4 to 7 by successfully training parents to play games with their child in a darkened room.

Another example of game play is of a child who had germ phobia, also known as mysophobia. He presented with OCD behaviors and had issues with bathrooms and urine. The play therapist had him urinate into a cup and placed a small drop of urine in a container of water and filled up two water guns. The guns were filled 99% with water and 1% urine. The therapist and child had a water gun fight. Although this may sound like an unconventional intervention, it was successful in eliminating his fear of germs through game play. He had so much fun playing with the water guns that his negative response to the urine stimulus was diminished.

The “Superhero Gadget” technique (Rubin, 2006) is another technique to help children overcome their fears. First, they are asked to make a gadget using play dough or Legos with different powers. This could be a gadget or a magic wand. The therapist would then ask:

What powers does your gadget have?

How would you use it?

What is the name of your gadget?

Can only you use this, or could others use it as well?



Through emotive imagery, the child is told to envision having this gadget when they are in a fearful situation. Children's imaginations are limitless and their gadgets have the power to make them feel safe. In this directive intervention the clients come up with resources/powers to overcome their fear. This activity can be done with an entire family as well as with adults individually. Adults have found this activity powerful and enjoyable. They love playing with the play dough reminiscent of childhood memories.

Blowing bubbles is a great intervention for children who are stressed and anxious. The act of blowing bubbles helps the child to relax and slow down; plus it's enjoyable. Also, teaching breathing techniques is very important for inducing relaxation. When blowing bubbles and doing other deep breathing exercises, children can turn off their thinking brain and shift their focus to their breath. Blowing pinwheels is also a great tool for helping children learn to relax by taking slow, deep breaths.

Laughter Therapy

German classical philosopher Friedrich Nietzsche stated, “Perhaps I know best why it is man alone who laughs; he alone suffers so deeply that he had to invent laughter.” Laughter truly is the best medicine. When thinking about laughter and medicine, I remember Patch Adams, a medical doctor, clown, and social activist. He developed a medical clinic built around his philosophy of treating patients through humor and compassion. Patients were depressed, scared, and hopeless, but by bringing humor and compassion into the hospital setting, patients felt better. He took their minds off the feared stimuli of their illness and replaced it with laughter and hope. Similarly, Nevo and Shapira (1989) described the use of humor by pediatric dentists to counteract dental fears in children. Dentists created a playful-humorous atmosphere by using humorous rhymes, incongruities, absurdities, exaggerations, and riddles. Dentists can use playful strategies with adults to alleviate their fears and help them remain calm. For example, one dentist had her patient hum the alphabet to help her relax her mouth and avoid gagging through the treatment. Apart from dental fears, Ventis, Higbee, and Murdock (2001) helped college students conquer their strong fear of spiders by humor desensitization.

Replay

The replay procedure (Levine & Chedd, 2007) involves the use of pretend play to desensitize autistic children to fears and anxieties. The therapist first reenacts a portion of the experience that triggers fears in the child using dolls, puppets, and role play, including a playful version of the child's intense emotional responses. To encourage strong positive affect in the child during the replays, the therapist uses such fun strategies as humorous exaggeration and characters with silly voices. Once the child is happily engaged in the therapy, the therapist gradually increases the degree of exposure to the real-life stressor, while modeling more adaptive coping strategies to use in the play and subsequently in real life. So the replay technique is a step-by-step in vivo desensitization process.

Empirical Support

Santacruz, Mendez, and Sanchez-Meca (2006) randomly assigned 78 children, ages 4 to 8 years, with darkness phobias to one of three groups: a game play group, a game play plus bibliotherapy group, and a wait-list control group. In the game play groups, the parents of the children were instructed to have their children play games in a dark room for three weekly sessions, each lasting 20 minutes. One game involved trying to find a toy hidden in a dark bedroom, another asked the child to pretend to be a brave character while trying to stay alone in a dark room for longer and longer time periods. The results indicated that the darkness fears of the children in the game play groups were significantly reduced at posttest compared to the control group. Effect sizes were large, ranging from 1.1 to 3.2. Treatment gains increased at a 1-year follow-up.

Mendez and Garcia (1996) conducted in vivo desensitization of children's phobias using game play and modeling. Fifteen children were treated, 6 girls and 9 boys, ages 4 to 8 years, who presented with phobias related to the dark and loud noises. Eight treatment sessions of 20 minutes duration were carried out with two sessions a week. Results showed significant reduction in both phobias, maintained at 3- and 6-month follow-ups.

Kuroda (1969) treated 35 children fearful of frogs by in vivo desensitization. The children ranged in age from 3.5 to 5 years. Treatment was implemented in brief sessions using fun activities, for example, the children pretended to make frog-like movements and sounds while dancing around the room. The interventions proved to be highly effective compared to a wait list control group. In a second study, Kuroda reduced children's fears of cats by a similar procedure.

Lazarus and Abramovitz (1962) applied emotive imagery to nine phobic children whose ages ranged from 7 to 14 years. Seven children were successfully treated in a mean of 3.3 sessions and follow-up inquiries up to 12 months later revealed no phobia relapses or symptom substitution. The remarkable feature of this counterconditioning technique is the extraordinary rapidity with which remission occurred.

In a between-group experimental design, Cornwall, Spence, and Schottie (1996) used emotive imagery to treat darkness phobias in 24 7- to 10-year-old children. The children were randomly assigned to a treatment or wait-list control group. Emotive imagery was conducted over six weekly sessions. Compared to the control group, the emotive imagery group significantly reduced their fears on multiple outcome measures, including both parents' and child's reports. The improvements were maintained at a 3-month follow-up.

Clinical Applications

The use of the positive affects generated by play to countercondition fears is likely to be the treatment of choice for children who present a variety of internalizing disorders, including separation anxiety, fear of the dark, specific phobias, such as elevator or dog phobia, and nightmare disorder.

Case Vignettes

Annie was a 7-year-old twin who was brought to therapy for excessive worry, rigid thinking, and explosive behaviors. She had many fears that got in the way of her daily routine, creating stress on the entire family. Annie was precocious and full of creativity and playfulness. Each week she and her therapist would target different fears. She would cut feather shapes out of construction paper and draw the fear she sought to overcome on the feather and staple it on the headdress. Each feather represented her courage and bravery. This technique can be used with beads; a bead is added to a necklace or bracelet to represent the fears a child has mastered. Annie would place the “courage” headdress on her head and create a song and a dance. Her mother would take a picture of her in the headdress and show it to her before facing a new situation that created anxiety as a reminder of her bravery. She would then sing her song and do her special dance.

The therapist also incorporated client-centered play, relaxation techniques, and deep breathing exercises. Annie loved bubbles, so they were implemented in her treatment as a relaxation aide. Her mother was stressed out and overwhelmed, so it was recommended she play bubble tennis with Annie at home. Bubble tennis is an intervention that focuses on engagement and challenge. The therapist modeled the technique by blowing bubbles high in the air between the child and the parent. The child was asked to choose a bubble and blow it back and forth to the parent until it popped. Bubble tennis was first played one-on-one with the therapist and also with the parents. This was a calming game, helping Annie to relax before entering a situation that triggered fear. She would often play the game with her mom or sisters. One day her therapist had her take the bubbles into the house where a feared dog lived and play the bubble game. He was in a crate in a separate room. Her focus in this activity was on her breathing rather than on the dog. She would blow five bubbles outside of the house and then blow them with the neighbor inside the house. This was an activity full of laughter and fun and helped her overcome her fear of dogs.

Kevin was an 8-year-old client who was anxious whenever his mother picked him up from school. He would freeze when he got to the beginning of the long hallway because he feared his mom would not be on the other side. He told his mother not to walk into the school but to stay in the designated “pick-up area.” His mother complied with his instructions. When parents feed into their child's fears, the anxiety grows bigger and bigger so exposures are essential to the treatment of anxiety and fears. Even the smallest exposure to the feared stimuli is a step in the right direction. The more relaxed and playful the child is during the exposure the better. The play therapist explained to Kevin and his mother that he needed to practice confronting his fear and this practice will get easier and easier. Kevin loved to swim, so the play therapist said, “The first time you got in the swimming pool, it was scary, because you didn't know how to swim and you were afraid you were going to drown. You were brave and jumped back into the pool and practiced and practiced. Now, look at what a great swimmer you are.” In session, he rated his fear on a scale from 1 to 10 as he drew a picture of himself on one side and his mom on the other side. His in vitro emotive imagery strategy consisted of anxiety-inhibiting emotion of affection. He visualized himself hugging mom when he saw her and walking proudly down the hall. He practiced this competing emotional response by walking down the hall with the therapist.

Kevin and his mother scheduled a day for her to pick him up at school. He walked down the hallway successfully with an anxiety rating of zero. He eagerly came to session and created a sand tray to share his success with his therapist. He knew exactly how many steps it took him to get to his mother and he lined up the number of stones in the sand tray (28, to be exact). The sand-tray scene represented himself on one side and his mom on the other. He walked his miniature boy figure toward the one that represented mom and placed a trophy next to him. He then made an award for courage and placed it in the sand tray. A picture was taken of the sand tray with him in it as a reminder of his success. He verbalized how proud he was of himself.

Josh. The following case demonstrates the danger of feeding into a child's anxiety. Josh was a 4-year-old boy who was referred with the presenting problem of severe separation anxiety. At 18 months of age, Josh's father was in a car accident and suffered severe brain trauma. Josh's mother would try to protect her son, giving in to all of his fears. Because his separation anxiety was so severe, his mother chose not to send him to day care, take him to a dentist, or allow him to join any extracurricular activities. She would try to leave Josh with her sister, but the minute she left, he would call her crying hysterically. She would leave work and come pick him up and take him to work with her. This was a family business, so she had the flexibility to do this, but she was unable to get any work done.

When the therapist first met Josh, he did not speak. He only grunted and was paralyzed with fear. Josh would throw up on the way to the office each week. After several sessions, Josh became more comfortable in the playroom and would separate from his mother. He and his mother made a book of pictures of him and his dad. They talked about what things he and his dad had in common. His dad loved to build and so did Josh. Pictures were taken in the playroom of him building and they were added to his special book. His book became a transitional tool to help him separate from his mother in situations that he feared. Just having the book in his hand made Josh feel safe and connected to his father. In this case, leaving mother was the feared stimuli. By giving him a transitional, comforting object, he felt safe and the fear was reduced. The play quieted Josh's anxiety and he was able to successfully separate from mom in the playroom and form a trusting relationship with his play therapist.

Maggie, a 6-year-old child from an upper-middle-class family, was the oldest of three children. She had a history of sensory integration issues and her mother stated she was a very sensitive kid. She was referred for treatment because of her anxiety about food; she feared that there would be food that she did not like. Maggie would try to avoid these situations and shut down emotionally. Therapy included specific exposures to countercondition her fears. She would bring in a food that she always avoided and then take several bites in the safe setting of the playroom. The therapist would set up a playful picnic scenario where she could feed the stuffed animals and herself. The following week, she and the therapist went out to lunch at a local restaurant. She was calm, pleasant, and tried some new foods without a fuss, appearing desensitized to the feared stimuli. The focus was not on the food but on the enjoyment of her special time together with the therapist. The closeness of their relationship took the focus off her fears because she was eager to have a special lunch date. Her anxiety rating was minimal. Although she was at ease at the restaurant, her fears were not alleviated outside of the therapeutic relationship. She had all the answers and knew just what to say, but mom reported that her avoidance and fears were still significant. She was given both directive and nondirective strategies. She had a clear understanding of her worry brain (Chansky, 2004) and she was encouraged to boss her worry brain back. The worry brain is a cognitive behavioral strategy to empower clients to take charge of their feared thoughts. She drew elaborate pictures of her worry brain that tried to force her to eat foods that would make her sick. Her worry brain would say “This food will make you sick. You're going to throw up. Everyone is laughing at you! You must eat!” In role play, she was instructed to use a powerful voice to boss her worry brain back. She was told to boss the worry brain back as sternly as she could. “Go away. I don't want you here anymore,” she shouted. “Go away and don't come back. You are not real! My smart brain is stronger than you!” She was quite familiar with her worry brain and was able to recognize that her brain was playing tricks on her, but her food anxiety continued.

In the session following the lunch date, the play therapist suggested a trap for her worry brain. With excitement, she ran to the sand-tray shelves and began to place miniatures in a basket. She then gathered building materials to make a strong foundation as she confidently designed and built the trap. Inside the trap were a chef, a table, and a piece of food sitting on the table. She picked a figure to represent her worry brain and placed it inside the trap. The chef was only a pawn to trap her worry brain. Once the chef lured the worry brain inside the trap, she took the blocks and surrounded the trap with a high, indestructible wall. She placed large snakes all around the trap to ensure that there was no way out. She called this the “Worry Brain Soundproof Trap.” Not only was the worry brain trapped, but there was no way she would be able to hear the worry brain speak to her through the trap.

The following week, she came skipping in with a huge smile that lit up the playroom. She ran in, plopped on the sofa, and pulled out a squishy, florescent pink snake from her pocket. She told the therapist that she keeps the snake in her pocket and she puts it on the table whenever she sits down to eat. The snake makes sure that the worry brain does not come out of her trap. This was a major breakthrough in her treatment. Her food fears were eliminated by this in vivo desensitization, and she felt empowered and courageous. Her idea of the snake came out of the play therapy session that she utilized to ultimately conquer her fear and eliminate the feared stimuli.

Mathew. The session started with Mathew, a 9-year-old with Asperger's, playing a game called Thumb Ball. There are different feelings on the ball, and he was asked to verbalize a time that he felt that feeling during the week. Thumb ball or any other ball is a great way to engage children and encourage them to speak. The game works as follows: whatever feeling word his left thumb would land on would be the word for him to speak about. As he threw the ball back and forth, his dialogue went as follows: 


Worried: Always
Shy: Always
Happy: Never
Pessimistic: Always
Optimistic: Never
Relieved: Never
Scared: Always
Embarrassed: Always
Lovable: Never
Kind: Never

Mathew then crawled into a ball and began to toss and turn, crying that he just wanted to go home. His identification with these feelings was so intense that he became overwhelmed and shut down. After validating his feelings, the therapist suggested a game of bubbles to blow out all of his negative feelings and bring some happiness into the room. Immediately, he jumped off the sofa and onto his feet. His red face and furrowed brows turned to a smile and his eyes filled with excitement. This noncompliant child awaited specific instructions on how to pop the bubbles. He liked the therapist to direct him in this activity. “Pop the bubble with your elbow,” said the therapist. “Now pop it with your finger, pop with your feet.” He asked the therapist to make the instructions easy because otherwise it would not be fun. He had entered the room fearful and in a dark place. When the bubble play was introduced, however, a ray of sunshine entered the room. Mathew began blowing bubbles toward the therapist and thus practiced deep slow breaths. He skipped out of the playroom with the bubbles in hand to show his mother. When it was time to check in with his mother, he drew a big happy face and a picture of the bubbles. He could not think of negative things to put on the list because the focus was on his enjoyment with the bubbles. “That's the secret,” the therapist whispered. “You can't be worried, or scared or ‘pessimistic’ (word that was used in the thumb ball game) when you are having fun and feeling happy and relaxed.” He smirked and said, “I really like these bubbles and want to go home to find my bubble gun.” For the next session, the therapist set up a game involving bubble gun play. Subsequently, he used bubble play at home to relax when he started to feel tension when completing a homework assignment.

Conclusion

The case vignettes described earlier illustrate how children can help to counteract their fears by engaging in playful activities. Anxiety can be replaced with calmness, fear with fun, and emotional paralysis with laughter. Clearly, counterconditioning fears is an important therapeutic power of play that should be in every child therapist's repertoire.
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Chapter 10

Stress Inoculation

Angela M. Cavett

Therapy is utilized to assist clients making changes. There is considerable interest of late to identify the change mechanisms that make therapy effective. Corsini and Rosenberg (1955) and Yalom and Leszcz (2005) initiated the identification of therapeutic change factors for group therapy. Corsini and Rosenberg analyzed writings across theoretical orientations for factors that seemed to be causal for change. However, factors were called different things dependent on theoretical orientation, which made it difficult to communicate across theories. The theory-dependent terminology did not allow for identification of the factors that are effective across theories because they may be called different things or may be emphasized by one theory and not another. The goal of Corsini and Rosenberg was to identify factors related to effectiveness regardless of orientation.

Although therapeutic factors were first identified for adult therapy, child and play therapists have also sought to identify what makes their treatment effective. The process by which play therapy works is often misunderstood by parents, as well as by clinicians who do not utilize play therapy, and by referral sources. Play therapists will enhance their practice by identifying, understanding, and applying the change mechanisms in play (therapeutic powers) that produce a reduction or elimination of clients' presenting problem(s). Charles Schaefer (1993) was the first to identify the major therapeutic powers of play therapy. Stress inoculation, one of the factors identified, is described in this chapter.

Description of Stress Inoculation

Stress inoculation in play therapy allows children to learn about and manage anxious feelings related to future events that are likely to be stressful. Historically, stress inoculation in therapy was first utilized with adult patients who were scheduled for surgery. Janis (1958) discussed the value of anticipatory worry in his work with surgical patients. In his study, patients who worried about the surgery prior to it were more able to cope postsurgery. He proposed that the patients who worried had done the “work of worrying.” This work allowed them to prepare psychologically for the actual event. This work, or mental rehearsal, allows the patient to anticipate and develop coping skills for forthcoming events. When children play out scenarios of future stressors, for example, starting school, they make the threatening situation less strange and are able to express their feelings and practice ways to deal with it.

Stress inoculation may be understood using the analogy of an immunization (Meichenbaum, 1993). A mild, weak version of the bacteria is injected into a patient, resulting in the body's immune system responding. This response consists of increasing antibodies that can respond if the body is exposed to the bacteria in the future. Meichenbaum (1977, 1985) developed stress inoculation training for adults to prevent and reduce stress. Anxiety at moderate levels is tolerable. Adults used stress inoculation to talk about a future event (i.e., surgery) in therapy and in doing so were able to reduce anxiety and increase functioning during and after the surgery. In a similar manner, exposing children to moderate anxiety-provoking stimuli representing a possible event in the future may reduce their anxiety when later exposed to the real stimuli. Stress inoculation is helpful when a stressful situation is imminent or likely to be experienced by the child sometime in the future. Children who are about to experience a significant anxiety could process their fears.

Meichenbaum (2007) identified several types of stressful events (from a taxonomy previously described by Elliot and Eisdorfer, 1982) that would be appropriate scenarios for the use of stress inoculation. These include “acute time-limited stressors” such as a medical procedure (surgery) or academic evaluation, a “sequence of stressful events” such as death of a family member, “chronic intermittent stressors” such as recurrent medical procedures, or “chronic continual stressors” such as family problems or poverty. For children, typical acute time-limited stressors may include dental work or changes related to development, such as starting kindergarten. Sequential stressful events may include the changes related to divorce and custody changes and visitation. Children in foster care may experience stressors consistent with chronic intermittent stressors as would children with ongoing medical treatments. Children living in areas with a significant amount of violence or extreme child abuse may experience chronic continual stress. Children's stressors may be due to trauma/loss, developmental changes, or familial changes.

Children who will experience trauma and loss include those with family members who are terminally ill. The child and family may prepare for an expected loss through several means, with play being a preferred method of preparation for children. Children may also experience loss when moving from one house to another. Children with major medical procedures, such as those from extensive burns, endure traumas. Although the initial procedures may not be anticipated, long-lasting medical care can be prepared for through play-based stress inoculation. Children who endure less serious medical procedures (i.e., tonsillectomy) may benefit from play-based exposure prior to the actual procedure. Other medical procedures for which children can gain mastery and reduce anxiety through play-based stress inoculation include injections, surgeries, and dental work.

Foster and adoptive children often transition from residence to residence without adequate preparation. Play-based stress inoculation is helpful for addressing these changes beforehand. As children develop, changes occur that often result in stress. For example, children begin kindergarten or have a sleepover with a friend. The stress associated with these changes may be reduced through playing out the event prior the actual experience. Familial changes also result in stress for the child that can be mitigated by play-based stress inoculation. Divorce, for instance, results in changes for the family in terms of constellation of the home, housing, and visitation. When children are able to use play to learn about the experience and learn coping skills through the play, they are better able to tolerate the changes associated with divorce, such as visitations with the noncustodial parent.

On a cautionary note, therapists might be asked to prepare children for negative events that would not be in the best interest of the child. For instance, therapists may be asked to use stress inoculation to prepare a child to visit with a parent whom the child has indicated has been inappropriately sexually or abusive. Although the play may indeed reduce the child's anxiety, the anxiety they would naturally have should not be reduced if there is likely a good reason for the anxiety. Stress inoculation should be done when the child is facing an event that is anxiety-provoking but is in the child's best interest, for example, starting kindergarten or preparing for a needed medical procedure (e.g., tonsillectomy).

Empirical Support for Stress Inoculation

Neuroscience studies across species provide empirical support for stress inoculation.

Mild stress that allows young to experience and reduce anxiety and gain mastery may be beneficial in children and other primates. In a study of squirrel monkeys, those that had undergone mildly stressful experiences while young seemed better able to cope with stress later (Katz et al., 2009). The mild stressful event seemed to inoculate them and resulted in resilience and coping skills. They also seemed better able to regulate their arousal. Indeed at a neurological level the monkeys exposed to mild stress early in life had expanded ventromedial prefrontal cortical volumes, the result of increased surface area not cortical thickness. The increased surface areas suggest that myelination in the prefrontal area was greater. The prefrontal cortex is associated with resilience and regulation of arousal. This suggests that mildly stressful events in young monkeys change the brains of the monkeys at the neural level and is evidenced by changes in anxiety-related behaviors. Not only are these changes noticed in the young monkeys, but the changes seem to persist into young adulthood for the monkeys (Parker, Buckmaster, Lindley, Schatzberg, & Lyons, 2012).

Stressful situations have been found to result in physiological changes beyond structural neurology. For instance, stress resulted in changes in the levels of stress hormone, cortisol, in monkeys when later exposed to mildly stressful situations (Lyons, Parker, Katz, & Schatzberg, 2009). The monkeys exposed to the stress-inoculation were also more likely to explore later in life and evidenced prefrontal-dependent cognitive control of behavior (Lyons et al., 2009; Parker, Buckmaster, Justus, Schatzberg, & Lyons, 2005; Parker, Buckmaster, Schatzberg, & Lyons, 2004; Parker et al., 2007).

The literature suggests that a therapeutic method that allows mild stress followed by a return to regulation is beneficial. For example, when an organism is able to proceed from regulated (no stress) to mild stress and return to a nonstressed state, it has completed the stress activation cycle (Feder, Nestler, & Charney, 2009; Haglund, Nestadt, Cooper, Southwick, & Charney, 2007; Lyons et al., 2009). The inoculation to stress depends on the organism perceiving the stressful event as mild. Increased levels of stress do not seem to increase inoculation effects but rather seem to put the organism at risk. The stressful situation also needs to be followed by periods of reduced stress during which the body returns to a nonstressed state during which time resilience may develop.

The literature from nonhuman primates seems to be consistent with emotional and behavioral responses of humans. Stressful events in childhood may be overwhelming and result in negative outcomes. For example, child abuse has been found to have long-term negative effects on the brain (Bremner & Vermetten, 2001). Specifically, animal research has shown that the noradrenergic system and the corticotrophin-releasing factor (CRF) and hypothalamic-pituitary-adrenal axis (HPA axis) are activated more when there is stress on an organism early in life. However, if the stressful event allows for challenge but is not overwhelming, it may promote adaptation through regulation of affect and building of resilience (Lyons et al., 2009). Mild stress in childhood may act as an inoculation, protecting individuals against stressors to which they are exposed as adults. People exposed to childhood stress coped better with adult stressors including loss of a spouse, illness, and accidents (Khoshaba & Maddi, 1999).

In addition to the neuroscience evidence, therapeutic interventions related to stress inoculation have been found to be beneficial. The first stress inoculation procedures were directed toward preoperative patients. Medical procedures, including surgery, can be anxiety-provoking. Adults who receive stress inoculation prior to the medical procedures have been found to be less anxious than those who avoided thinking about the procedure. Numerous studies have found that children who played with surgery-related toys prior to surgery were less distressed and anxious post-surgery (Burstein & Meichenbaum, 1979; Li & Lopez, 2008; McGrath & Huff, 2001). Preparatory information about surgery is desired by children and is best conveyed through playing out the event (Fortier et al., 2009).

Role of Stress Inoculation in Causing Change

Play is the natural language of the child (Landreth, 1991). Children often learn better through play and are better able to express their own feelings including fears and anxieties. By observing play, the therapist learns of the children's inner world and how they perceive their experiences. Play therapy utilized for stress inoculation allows the child to learn from the adult about the procedures or events that will be experienced. The play also allows the child to express feelings and thoughts. Play allows the child to “work through” the anxiety similar to adults who verbally processes their fears prior to the event.

Stress inoculation within play therapy is a directive approach with the clinician taking an active role including assessing, providing information through play, and assisting the child in processing the play. The clinician begins play-based stress inoculation by assessing what the possible stressful situations are that the child may be exposed to. If the child is scheduled for surgery, for instance, the clinician gathers information about the stressful event from the parent/guardian and other resources (i.e., doctor, nurse, social worker). The more detailed the information is, the more beneficial the stress inoculation will be for the child. For instance, information gathering for play-based stress inoculation related to medical procedures would include the following queries. What time of day will the procedure occur? Who will be present for the procedure (nurse, doctor, child life specialist, etc.) and what will their roles be? What instruments will be used (i.e., syringe, blood pressure cuff)? What is the location (i.e., hospital, clinic) and description of the room in which the procedure will occur? What sensations will the child experience (i.e., injection of analgesic, pressure from a blood pressure cuff, finger pricks, coolness due to limited clothing)? The information from assessment provides information for the therapist that can be conveyed to the child through play.

After assessing what the stressful situation will be like for the child, the clinician gathers play-based tools, that is, toys and materials related to the stressor that allow the child to play out what will happen during the stressful event. For example, the child who is going to have surgery may be provided with medical toys, as well as real stethoscopes, syringes, masks, scrubs, IV bag and pole, and other instruments specific to the child's specific surgery. For the child who will have a routine tonsillectomy, the therapist may want to include popsicles at the end of the play-based stress inoculation to allow the child an experience that is positive and consistent with the postoperative recovery. Stress inoculation play should also prepare the child for effects of surgery on his or her body. Thus, for a child who will be getting an ostomy, showing the child a doll with a stoma (the end of the intestine that is outside the body following surgery) as well as an ostomy bag, tape, gauze, and adhesive spray all allow the child to see and play out ways to cope with the surgery.

There are many everyday stressful events in childhood for which stress inoculation would be beneficial. For children whose parents have chosen to separate, having two dollhouses, a visitation center (if this will be part of the child's experience), and toy vehicles are helpful. For children who will be testifying in court, having a toy court house, as well as dolls reflecting the roles of those to whom the child will be exposed (judge, jury members, police or deputies, attorneys, court advocates, etc.) are important. When children are using play-based stress inoculation to prepare for a different school or a new school experience, such as kindergarten, the toys should closely reflect the child's future experience. A toy school, doll figures representing the teacher, principal, bus driver, school bus, paraprofessionals, cooks, and others are helpful in previewing the school experience so children can slowly process and assimilate it.

The playful preview of a forthcoming stressful event should be repeated several times so that the child learns that what will happen is predictable and can practice helpful coping skills suggested by the therapist.

Bibliotherapy may also be beneficial in inoculating children to stress. Bibliotherapy allows the child access to information about a character that has confronted and successfully coped with a similar stress. For example, children transitioning from one home to another in the foster care system may benefit from reading Billy Had to Move: A Foster Care Story (Fraser, 2009). However, play allows for a more active, concrete, multisensory experience for the child, which results in better learning than just reading a book. Acting out the scenario in play after reading for bibliotherapy allows for a feeling of mastery over the event.

In summary, play-based stress inoculation allows children and adults to learn about and cope better with an imminent or possibly stressful event. This preparatory play allows them to: (1) become familiar with what will happen, that is, the strange becomes familiar and predictable and thus less scary, (2) learn and practice coping skills for dealing with the stressor, (3) allow the fun and enjoyment of this play rehearsal to counteract and thus reduce the anxiety triggered by the stressor, and (4) by taking an active role playing out the event, gain a sense of power over it.

Strategies and Techniques

Directive play techniques (Goodyear-Brown, 2010) may be utilized to teach a child coping skills. The Anger Menu/Coping Skills Menu (Cavett, 2010) helps the child or adolescent find techniques that promote relaxation. The menu allows the child to think about options in a playful manner and through drawing create a visual menu that can be available at the time of need. Progressive muscle relaxation techniques that may also be helpful to a child in coping with a future stressor are the Raw and Cooked Spaghetti technique (Cohen, Mannarino, & Deblinger, 2006), Progressive Muscle Relaxation from Head to Toe: Game Playing to Shape PMR (Cavett, 2010), and The Tighten and Relax Dance (Cavett, 2010). Both use play to teach the concepts related to progressive muscle relaxation (PMR). A play-based breathing intervention that allows the child to practice breathing is Personalized Pinwheels (Goodyear-Brown, 2005). Social support can also be beneficial when coping with stress. Some play-based techniques to reinforce the children's use of supportive people are Helping Hands on My Team: Defining for the Child Their Professional and Personal Helpers and Their Roles (Cavett, 2012), Light My Path (Cavett, 2010), and Lifesavers (Kenney-Noziska, 2008).

Stress inoculation allows the child to develop and feel confident using coping mechanisms. Stress inoculation can be applied as a way to prevent child sexual abuse in children and adolescents. Sexual abuse prevention allows youth to think about specific situations when they are at risk of sexual abuse and the behaviors that perpetrators use to groom the victim. By prior exposure to the tricks, the child learns how to recognize and cope with them. For example, the Trick Hat technique (Grotsky, Camerer, & Damiano, 2000) may be beneficial for children who have been sexually abused or for those who are learning about prevention. This intervention allows the child or adolescent to process “tricks” that a perpetrator may use during the grooming process. The intervention allows children to learn about statements or behaviors that may be done by someone who is tricking the children into trusting them or may reflect other manipulative strategies that a perpetrator may use. The tricks are drawn from a hat and the child practices saying “No,” and telling a trusted adult(s). This practice serves as inoculation to the anxiety that may have made them freeze if the tricks are not actively processed through playful interventions.

Clinical Vignettes

The following vignettes describe clinical scenarios where stress inoculation is beneficial for children in therapy. Each describes the materials used and the process related to implementing inoculation. The first describes stress inoculation for a child experiencing anxiety related to starting kindergarten, the second describes stress inoculation for parental deployment, and the third is related to court testimony.

Case Study: Starting Kindergarten

Jasmine is a 5-year-old biracial girl who will be beginning kindergarten in 2 months. She has been with her mother and grandmother since birth. While mom is working, her grandmother provides child care. Jasmine is usually outgoing with those she knows but exhibits anxiety when around others. Her mother indicated that she feels Jasmine will have difficulty with the transition to school, especially because she will be riding the bus. When Jasmine first entered the consultation office, she seemed shy and reserved. She clung and whispered to her mother. Mother later confirmed that Jasmine was worried that she may need to be in the room without her mother. The therapist gathered information about the school, teacher (name, race, gender), and a typical day at her kindergarten.

After gathering information, the therapist introduced Jasmine and her mother to the play therapy room. Jasmine showed interest in the toys and began playing after a few moments. She agreed to play with the therapist in the absence of her mother. The therapist showed Jasmine the school-related toys and wondered if Jasmine wanted to know what a day at school would be like. Jasmine indicated that she wanted to know and agreed to watch the therapist play out “a day at kindergarten.” The therapist used a toy school bus to pick up a doll from the dollhouse. Dolls reflected the gender and skin tone of the person each represented. The therapist had the girl doll wonder what the mom and grandmother would be doing while she was at school and whether they would miss her. The doll's comments and actions during the stress inoculation play reflected both separation anxieties that Jasmine's mother felt Jasmine had about kindergarten, as well as adaptive coping behaviors. The therapist had the doll model entering the classroom, placing her jacket and backpack in her cubby, story time, recess, snack/milk break, and circle time. At the end of the “school day” play enactment, the doll was shown gathering her backpack and coat in response to the teacher's direction. The doll then stood in the bus line and walked with the teacher to the toy bus.

Jasmine watched attentively as the therapist played school, and even commented that she liked to listen to the teacher's stories. The scenario was acted out again and Jasmine asked questions such as, “What do you do if you forget to get your backpack?” and “Where do you go if you have to go to the bathroom?” Jasmine then asked to play with the school toys and acted out several scenarios of days of school. This allowed for further expression of questions and concerns.

Case Study: Parental Deployment

Mark is an 8-year-old biracial boy of Caucasian and African American descent. He lives with his parents and two younger sisters in family housing on an Army base. His father is a private in the Army. His presenting problem was oppositional behaviors. Two months after the initiation of therapy, Mark's father was scheduled to deploy to Afghanistan. His father had three previous deployments during which Mark had some difficulties with his father's yearlong absences.

Mark's parents, Brent and Sara, spoke with the therapist about the plans for the day his father would leave. The family would accompany Brent to an Army auditorium around 6 A.M. The family would need to awaken about 5 A.M. to prepare and drive to the auditorium. Britt would be wearing his full Army gear (i.e., the Army Combat Uniform [ACU]). Sara reported that she felt the most difficult transitions would be the home preparations during the week leading up to the deployment and the departure from the auditorium. At the auditorium, the family would be surrounded by other families saying good-bye to their loved ones. Brent would then load his possessions onto a bus and the family would say good-bye.

The therapist gathered several toys that reflected the preparation for and actual deployment. A dollhouse was used with dolls that reflected the family constellation and racial identifications. A soldier doll was utilized that included ACUs and such toys as army boots, camel backs (backpack for water), Kevlar (hard hat), guns, and gear for different kinds of weather. Mark's therapist acted out the father doll packing at home, with the family dolls expressing emotions about the packing process. The therapist had the child doll try on his father's Army boots and talk to his father about his leaving. The doll family then drove the play vehicle to a pretend gymnasium (a two-level shelf designed for closet shoe storage was utilized as the gymnasium). Several doll families were present in the “gymnasium” and reflected a variety of affect likely to be expressed on the day of deployment. The doll family had several pictures taken and played a game while waiting in the pretend gymnasium. The father doll then boarded the bus with other soldiers after receiving hugs and loving good-byes from each family member. The doll child along with the mother and two smaller girl dolls then returned home to the dollhouse. After several reenactments, Mark acted out the scenes and added details that he thought would be consistent with his saying good-bye to his father. In doing so, he was able to think of rituals he enjoys with his father, including their typical greeting. In the play, he thought of things his father often told him and had his father write out several statements that Mark posted on the wall of his room. Mark invited his family to participate in several of the last sessions as he acted out the scene. His parents and siblings joined him and were able to discuss their hopes and fears as well as plans for when his father returns. During the play enactments Mark showed a marked decrease in anticipatory anxiety. His family members also reported that it was helpful for them to act it out rather than just verbalize their thoughts.

Case Study: Court Testimony

Kayla is a 7-year-old Caucasian girl who has been seen for play-based cognitive behavioral therapy following sexual abuse by her stepfather. She was subpoenaed to testify in court by the prosecution. Stress inoculation play therapy was used to prepare her for the stress of testifying. First, her mother and the child advocate from the court discussed what would be expected of Kayla when testifying. Names of people she would encounter in court were identified and pictures of each of them were given to the therapist. The therapist then introduced the mother to a play courtroom. The child advocate helped give recommendations about placement of figures and furniture in the play courtroom to reflect the actual room in which the trial would be held. The therapist found dolls that represented the key court figures, including the bailiff, judge, jury members, defense attorney, prosecuting attorney, and court advocate. The therapist started by identifying each of the people in the courtroom and telling Kayla what that person does. This included telling Kayla what the judge does as well as what she will do as a witness. Kayla was told where everyone would sit and how they would be dressed. The therapist played out the role of each person. The therapist noted that the attorneys, and sometimes the judge, would ask Kayla questions and that Kayla would respond truthfully. The therapist played out nontestimony events of the day, such as being sworn in by the clerk. When a stress inoculation play is used to prepare a child for court, Judge Sandra Butler Smith (1987) suggested that there be a discussion with the child of “what truth is,” as this is a common question is court cases related to abuse. Therefore, Kayla and her therapist talked about what truth is and the importance of telling the truth.

Kayla was told that her stepfather would be in the courtroom. She was also informed that the bailiff would be there to keep her safe and that at times the attorneys would ask her questions. Kayla was also told that her mother would not be allowed to be next to her when she testified. Through the play, the therapist was able to help Kayla learn coping strategies, such as what to do when she did not understand a question. During the play, the therapist acted out a scene where Kayla cried briefly and then regained her composure. More specifically, the therapist had the Kayla doll use a tissue and then ask if she could take a minute to relax, counting to 5 each time she took a deep breath.

Kayla was encouraged during the play to utilize coping strategies that had been taught in therapy. Discussing which techniques are acceptable in the courtroom was beneficial. For instance, brief breathing exercises could be helpful for Kayla, whereas progressive muscle relaxation would not necessarily be possible in the courtroom. Kayla was able to choose a stuffed animal to take to court. (Some courts allow the child to have a stuffed animal with them while they testify. It is best to know whether this is possible before discussing it with the child.) Kayla watched the therapist as she described the court procedure and acted out short portions consistent with each person's role. Kayla was then able to play herself with the courthouse toys. She played out going to the bathroom and getting a drink before and during court proceedings. With the toys, she practiced speaking clearly and loud enough to be heard. She was then able to go in for a short visit to the courtroom. She sat in each of the seats and was able to practice relaxation exercises in each. The courtroom play was clearly helpful in inoculating her to the stress induced when testifying in court.

Conclusion

Stress inoculation has been used with adults and children to reduce anxiety about situations they will experience in the future. Adults use talk therapy for stress inoculation by talking about the upcoming stressor, learning more about it, and developing coping skills. As play is the language of childhood, play is the preferred modality for implementing stress inoculation with children. Although stress inoculation is a major therapeutic power of play (Schaefer, 1993), it is often overlooked by child and play therapists due to a lack of instruction and supervision. Also there is a paucity of research focusing on play as a method of stress inoculation. Future research, coupled with greater training and supervision opportunities, will provide clinicians with the support they need to make more effective use of the stress inoculation power of play.
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Chapter 11

Stress Management

Kristin S. Bemis

Introduction

Our society has become increasingly aware of the role stress plays in our daily lives. We have become acutely aware that both adults and children need to find better ways to manage their stress levels. A recent survey conducted by the American Psychological Association (APA) found that “the majority of Americans are living with moderate…or high levels of stress” (American Psychological Association, 2010). In the same study one third of children surveyed reported physical symptoms associated with stress. Granted, stress is difficult to define due to its subjective nature. While one individual might find skydiving an exciting and stimulating adventure, this same activity might cause another individual to experience debilitating levels of anxiety and stress. In turn, the same individual that cowers when standing on a high ledge may have no problem addressing a large crowd, whereas this endeavor might leave a daredevil jumper with sweaty palms. The interplay between our thoughts, individualized biological and neurological reactions, and environment results in large variations in our responses to situations perceived as stressful.

Definitions of stress have evolved with emerging research and our growing understanding of the widespread impact that stress has on development and functioning. Contemporary researchers operationally define stress as “conditions where an environmental demand exceeds the natural regulatory capacity of an organism” (Koolhaas et al., 2011). In Western culture the term stress has become synonymous with distress. However, stress can also be positive (eustress), as when stress fuels preparation for a challenging task or provides opportunities for growth. These opportunities usually involve small, predictable stressors, which dissipate quickly and provide opportunities to practice our coping tools rather than exhaust them, thereby creating “a more resilient, flexible stress response capacity” (Perry & Szalavitz, 2006, p. 41). For the purposes of this discussion, the term stress is utilized to describe states that exceed ordinary, productive stress and involve levels that tax our coping tools, cause distress, and take a toll on our brains, bodies, and emotions.

Research shows that adults are experiencing higher levels of stress than ever before, but believe that they are successfully mitigating the impact their stress levels have on their children. According to the APA's Stress Report, 69% of parents report slight to no impact of stress on their children, while 63% to 80% of children and adolescents report emotional reactions to their parents' stress levels such as sadness, worry, or frustration (APA, 2010). The National Scientific Council on the Developing Child organizes stress responses into three categories: “positive stress,”“tolerable stress,” and “toxic stress” (Shonkoff & Garner, 2012, p. 235). Positive and tolerable stress responses are both characterized by the child having a “buffer” created by a safe, secure parent or adult attachment relationship, which leads to a reduced stress response. This is created due to the link between the systems in the brain responsible for our bodies' reactions to stress and those systems responsible for mediating pleasure derived from interpersonal relationships (Perry, 2009). On the other hand, toxic stress is the result of “strong, frequent or prolonged activation of the body's stress responses systems in the absence of the buffering protection of a supportive, adult relationship” (Shonkoff & Garner, 2012, p. 236). Toxic stress in children can cause not only short-term effects, but can also lead to permanent changes in brain development and the brain's functional capacities. In children stress can manifest itself as aggression, irritability, nervousness, changes in eating or sleeping habits, headaches, or stomachaches (DeBord, n.d.). While a complete explanation of the physical and physiological effects of stress is beyond the scope of our present discussion, it is important to recognize that stress causes chemical changes in our brain and body down to the cellular level.

Description of Stress Management

The American Institute of Stress cites stress as the number one health problem in the United States (American Institute of Stress [AIS], n.d.). Due to the fragility of the rapidly developing brain in early childhood, the extensive impact of childhood stress is becoming increasingly clear. Consequently, strategies for stress management are essential. The definitions of stress management can be as vague and broad as the word stress itself. The term stress management can be used to describe almost any technique or intervention utilized to help a person cope with or decrease the physical and emotional effects of stress. However, the unifying aspect of stress management is that our bodies “need relief from stress” in order to return us to a more balanced state (DeBord, n.d., p. 1). The American Academy of Pediatrics (AAP) has proposed that identifying strategies to mitigate the impacts of toxic childhood stress will become the “next chapter of innovation in pediatrics” (Shonkoff & Garner, 2012, p. 236). To that end, the AAP has proposed a paradigm shift toward an “ecobiodevelopmental” (EBD) framework, which suggests “that many adult diseases should be viewed as developmental disorders” (Shonkoff & Garner, 2012, p. 232). If an individual does not find effective stress coping mechanisms as a child, he or she runs the risk of being less educated, less healthy, and more prone to future stress than those who do develop these skills. This entails that the reduction and prevention of toxic childhood stress could impact social and economic costs for our society for generations to come (Shonkoff & Garner, 2012). So how do we facilitate stress management for children? Jewett and Peterson (2002) note that “adapting or managing stress appears to be highly dependent on a child's developmental capabilities and coping-skill inventory” (para. 2). Specifically, stress management strategies for children under the age of 6 or 7 must be modified significantly to account for their levels of cognitive development as well as their inability to abstractly reason about their own cognitions, feelings, or behaviors, all of which are key tenets of teaching cognitive-behavioral coping strategies. It would make sense that because play is a child's language (Landreth, 2002), one would use the same language to find effective coping strategies and stress management techniques for children.

Empirical Support

Stress reduction has numerous benefits as shown by research in several fields. The negative impact of stress on brain development is well-established. At a neurological level, chronic or toxic stress is related to structural changes in the development of the hippocampus, the amygdala, and the prefrontal cortex. These insults to the brain's architecture have ripple effects on mental and physical health into adulthood, including impaired memory, difficulties with mood regulation, and the inability to cope with future adverse situations or stress (Shonkoff & Garner, 2012; Stern, 2011). At a physiological level, stress causes increases in heart rate and blood pressure as the body attempts to facilitate blood flow to our large muscle groups and our brain for decision making. It can also cause spikes in blood sugar, increased cortisol and adrenaline levels, and decreased immune system functioning (AIS, n.d.). At a psychological level, increases in anxiety and depression symptoms have also been observed in connection to stress (Perry & Szalavitz, 2006; Stern, 2011). In light of this, we are right to assume that a reduction in stress leads to benefits within all these areas. Stress management strategies have been empirically shown to lower blood pressure, decrease pain levels, and reduce our risk of disease and other health-related issues. Studies show that effective stress management achieves reductions in the reoccurrence rates of cancer as well as reducing the risk of, and possibly reversing the effects of heart disease (Stress Institute, 2010).

Links between obesity and stress in children are currently being explored. The APA has not only found that overweight children endorse more symptoms of stress, but they also report that these children engage in fewer active coping strategies when they experience stress, and are more likely to choose food or sleep to manage stress (APA, 2010). Researchers have recently pointed to play as a means of stress management. According to Dr. Kathleen Hall at the Stress Institute, “when we play, our blood pressure goes down, our heart rate goes up, [and] we produce endorphins” (Dador, 2008, p. 2). Therefore, play and stress appear to be mutually exclusive, as play naturally leads to stress reduction and measurable changes at a physiological level. In adults, stress management programs incorporating play or play therapy mediums show an increase in productivity up to 127% and overall reduction in stress levels. Additional research studies demonstrate that play causes improved immune system functioning and decreased levels of stress hormones for individuals (Dador, 2008). Studies of contemporary kindergarten classrooms by Miller and Almon (2009) suggest that young children are now under greater stress to meet unrealistic expectations while also being deprived of “their chief means of dealing with that stress—creative play” (p. 49). What is more, this has led to observable increases in the rates of aggression, anger, and behavioral problems in the classroom. Without sufficient stress reduction our society will continue to generate adults who are at high levels of risk for disease, obesity, learning difficulties, mood disorders, and behavioral concerns.

Role of Stress Management in Causing Change

“All children use play therapeutically as a way of dealing with stress” (Ray, 2011, p. 6). As previously discussed, stress management strategies do wonders for our minds and bodies, and play is the place where these benefits converge. Play is the mechanism that facilitates cognitive, physical, and emotional opportunities for children to decrease and manage stress. Research suggests a positive correlation between a child's “ability to play ‘well’ and the ability to cope ‘well’” (Christiano & Russ, 1996, p. 131). At a neurological level, research shows play can even decrease infants' levels of cortisol hormones, which are responsible for launching a body's stress response (Bernard & Dozier, 2010). Play is an invaluable opportunity for children to reduce and manage their stress levels in their own natural way.

Self-Soothing/Relaxation Play

Play in its truest form—child-driven, voluntary, and nongoal-oriented—affords the opportunity for self-soothing play. When children engage with water, sand, and paint materials, they engage in sensory and tactile play. Due to the aroused state that stress creates in an individual, the ability to find ways to soothe and decrease this level of arousal is essential. Neuroscience research suggests that repetitive, rhythmic activities activate the appropriate, lower levels of the brain responsible for self-regulation (Perry, 2009). Additionally, studies shows that sensory, tactile play engages both hemispheres of the brain by activating the right hemisphere through nonverbal and expressive modalities leading to improved regulation and functioning (Gil, 2006). Beyond the soothing properties facilitated by simple tactile play materials, children also utilize developmentally appropriate, mastery-oriented play to self-soothe. Mastery play involves a child “working toward competence of a given skill” (Ray, 2011, p. 6). For example, a 3-year-old might utilize her play to reenact a traumatic memory, but then she quickly turns to the art table to engage in cutting, gluing, and drawing, all tasks at which she works to become proficient. Her play is now self-soothing not due solely to the materials used, but due to the task at hand. Likewise, a 10-year-old boy might utilize a more physical task, such as bouncing a basketball while discussing a stressful scenario, in order to promote better regulation and self-soothing. Relaxation play could include the use of music, breathing exercises, or muscle relaxation (Nel & Spies, 2005). Specific strategies for more directive teaching are discussed in the next section, but an observer of children at play will notice that they often gravitate to some of these activities on their own, grabbing drums, blowing bubbles, or simply taking a deep breath after a tower of blocks has fallen over in order to start again.

Fantasy/Pretend Play

This type of play has many names and is often referred to as creative play, imaginative play, pretend play, make-believe play, or dramatic play. The central aspects of this type of play revolve around the fact that fantasy play is not limited by reality and that children utilize play to act out their world and their experiences using symbols or metaphors. Pretend play performs multiple roles in stress management. First, this type of play provides gradual exposure and desensitization opportunities. The child is in charge of when he approaches the scary dinosaur on the shelf, or more poignantly, the child who has experienced traumatic medical events approaches the doctor's kit at her own pace or the child with anorexia draws near the play kitchen when she decides that she is ready. In an ideal therapeutic setting the child controls the rate and type of exposure through his play rather than the therapist setting up these exposure tasks. In these contexts play changes “what may be unmanageable in reality to manageable” through the medium of the play materials (Landreth, 2002, p. 12). As children regain a sense of control through their fantasy scenarios, either by escaping reality or creating a smaller, safer version of reality, their sense of control helps reduce their stress. Furthermore, as children engage in fantasy play, they often engage in private speech, which facilitates the development of self-regulation and executive functioning—key skills to managing emotions (Berk, Mann, & Ogan, 2006; Spiegel, 2008). Research studies demonstrate positive correlations between fantasy play and the use of cognitive coping strategies, such as creative problem-solving and divergent thinking (Christiano & Russ, 1996; Russ, 1998). For example, a child who constructs a scenario wherein Superman and an alien join forces to fight off bad guys should have an easier time coming up with a solution to help him cope with a medical procedure or stressful event. Furthermore, research shows that children who engage in fantasy play are also developing flexible problem-solving skills and enhancing their adaptability for current and future stressors (Christiano & Russ, 1996). “As they master their world, play helps children develop new competencies and the resiliency they will need to face future challenges” (Ginsburg, 2007, p. 183). What this shows is that, if our children are deprived of the opportunity to engage in free, unstructured, complex imaginative play, they are being deprived of critical opportunities to develop stress management skills that will promote their physical and emotional well-being throughout their lives.

Social Play

Social play or group play is often referred to as rough-and-tumble play, a highly researched area in nonhuman animals. As researchers try to discover the relationship between the brain and play, nonhuman studies suggest rough-and-tumble play “may promote the development of social competency” (Pellis & Pellis, 2007, p. 97) as well as building resistance to stress-induced depressive responses (American Journal of Play, 2010).

Exploratory Play

Any caregiver has seen children explore a new environment. Children who are stimulated and excited by the challenge of navigating and discovering a new setting are experiencing a positive stress response, or eustress. Current proposals in research call on us to look at “savoring eustress…as a complement to simply coping with distress” (Nelson & Cooper, 2005, p. 74). A child's willingness to playfully explore a novel environment shows that she perceives this situation as a stimulating challenge rather than a threat. What is more, the next time she encounters a new situation, she will be more likely to view it as a positive experience, in that she is able to draw on her memories of successful exploratory play and therefore limit her perceived stress to a manageable level. However, there are also children who are not sure how to handle the responsibility of directing their own exploratory play in novel situations and therefore struggle beyond appropriate levels and move into distress. As someone aiming to harness the therapeutic powers of play, it is important to recognize and adapt accordingly to a child's stress response.

Strategies and Techniques

Stress management strategies should be congruent to the person, and “children should be encouraged to use coping strategies that are compatible with their natural coping styles” (Russ, 1998, p. 131). For children, this is readily available in child-driven, undirected free play. The following are strategies and techniques that can be used to facilitate stress management. However, we should keep in mind the fact that, more often than not, children will utilize some of the following techniques without needing an adult's prompting.

Self-Soothing/Relaxation Play

As mentioned previously, simply providing tactile and sensory play opportunities in a space where a child can structure her own play facilitates stress reduction. Other more specific approaches would include the use of sand trays, art prompts, and relaxation techniques. According to Homeyer and Sweeney (2011) sand tray provides a tactile, kinesthetic experience as well as natural boundaries, all of which promote stress reduction. Having a child complete the open “Lowenfeld World Technique” (p. 7) can be an excellent prompt for beginning to discover stressors and create a space where children can manipulate their world and regain a sense of control through their self-created metaphors. Art materials provide another sensory, tactile opportunity in play. Beads, paints, and clay offer a vast array of nondirective and directive techniques. As with sand tray, these materials are soothing in nature, making expressive art techniques all the more effective. The use of clay or modeling dough to sculpt a stressor or conflict is often utilized in the treatment of clients with eating disorders and obsessive-compulsive disorders to depersonalize the disorder and create a concrete representation of an abstract disease. Because play enhances learning (Miller & Almon, 2009), play-based techniques are more effective for children when teaching deep breathing, guided imagery, and progressive muscle relaxation. Some therapists utilize a variety of playful approaches so as to better suit a child's unique experiences and level of functioning. Paris Goodyear-Brown (2009) uses strategies such as “The Big One” (p. 5), a deep-breathing game with bubbles, “The Balancing Act” (p. 5), a focused attention task, pinwheels, and counting to a rhythm to facilitate stress reduction. What is more, children as young as 6 years old have been shown to be able to grasp the concept of “belly breaths” (Culbert & Kajander, 2007, p. 30) and to use them appropriately to reduce stress, pain, and anxiety.

Fantasy/Pretend Play

This form of play is also a child-driven activity, but one that does not often require the therapist to deploy specific strategies. Toys such as puppets, dollhouse and figurines, dress-up materials, blocks, and animals can all promote fantasy play. Beyond facilitating fantasy play, puppets can be utilized in a more directive manner to teach coping skills, role play, brainstorm problem-solving strategies, or provide exposure and desensitization opportunities (Chibbaro & Bradley, 2012). Structured doll play or adaptive doll play can be utilized by parents or clinicians as a form of storytelling without a book to prepare a child for a potentially distressing or anxiety-provoking event. Children benefit from practicing and preparing for an event through the concrete play materials leading to improved outcomes in stress and anxiety reduction (Bratton, Landreth, Kellam & Blackard, 2006; Danger, 2010).

Humor

Humor has been variously described as a coping strategy, as a buffer against stress, and as a method for changing a person's perception of a situation from a threat to a less negative appraisal (Abel, 2002). Laughter is the natural counterpart to humor, and has been shown to have numerous physical and psychological benefits including the release of endorphins, reduction of stress hormones, and decreased blood pressure (Schaefer, 2011). Laughter often occurs spontaneously in play, but the playful nature of humor can also be used to help establish a therapeutic relationship or facilitate communication. Other specific techniques included exaggeration, paradoxical intention, and desensitization to help a child gain insight and a fresh perspective (Wolf-Wasylowich, 2011).

Clinical Applications and Clinical Vignettes

Given that stress can manifest itself in multiple ways, from somatic complaints to behavioral changes, evaluating a child's and a parent's unique stressors should be a priority in a clinician's assessment. The Diagnostic and Statistical Manual of Mental Disorders monitors a wide array of stressors as part of their recommended multiaxial assessment (American Psychiatric Association, 2000). This is due to the large influence stressors play in the diagnostic picture and symptoms of a client. Diagnoses associated with stress include obvious presentations as well as those that are less evident.

Adjustment disorders include criteria specifically related to an individual's exposure to stressors that result in emotional or behavioral symptoms. Anxiety disorders, and more specifically, acute stress disorder and posttraumatic stress disorder, all involve an individual's exposure to traumatic stressors (American Psychiatric Association, 2000). The link between stress levels and depression is becoming more and more evident as well. Other not so obvious presenting problems include a history of headaches, functional abdominal pain, or a new onset of restrictive eating patterns not marked by other eating disorder symptoms. Young children around potty-training age often respond to stress by withholding bowel movements and sometimes present with constipation or encopresis to their pediatrician. Conversion disorders also demonstrate this translation of stress into physical symptoms. The following case examples represent a sample of children that I have worked with where the role of play in facilitating stress management was clearly evidenced through improvements in the child's overall coping and functioning, physical manifestations, and mood symptoms.

Acute Stress Disorder Case Example

Kimberly was a 6-year-old female who was referred to play therapy during an admission in our pediatric Intensive Care Unit (ICU). Admittance to the ICU typically involves a host of stressors, but it was particularly traumatic for this child who experienced a traumatic event when her airway was briefly compromised while she was conscious. Kimberly was referred to me because she refused to speak to staff and would close her eyes when anyone entered the room. Further complicating treatment, Kimberly's medical disorder had caused her to become quadriplegic. Her child life specialist specifically asked that I take the referral as Kimberly's distress levels were clearly increasing. I struggled with what to bring to bedside, knowing that she would not be able to come to my playroom and that she would not be physically able to manipulate any of the materials I had at my disposal. I settled on an assortment of easily cleanable and transportable art items, including beads, paints, scissors, glue, and markers. Kimberly shut her eyes immediately when I entered the room, and as I asked her parents to step out of the room, tears slid down her cheeks. For 20 minutes I sat at her bedside and spoke to Kimberly in the hope of convincing her that I did not represent a threat. I continually looked back and forth between her face and the heart rate monitor to ensure that she could handle the intervention. I also described to her everything that was happening in the hallway and in her room because I noticed that her heart rate jumped whenever she heard footsteps or voices. While talking to her, I strung together a necklace, mainly to help with my own stress levels. While doing this, I described to Kimberly what I was doing in detail. After some time, I noticed that her heart rate had returned to normal and Kimberly finally opened her eyes and turned toward me. Soon after, she began to direct the play session and chose to utilize the paint materials. I will never forget the moment I asked her what color to make the sky that she suggested I paint. I informed her “In our special playtime, it can be whatever color you want it to be.” Kimberly grinned and through her giggles replied with enthusiasm, “Pink, I want it to be pink!” Even though she was not directly manipulating the materials, play had brought Kimberly a sense of freedom and control. Other strategies I used with Kimberly included humor, both within our sessions and through visits from our clowning program. I also educated her in deep breathing techniques. Kimberly met the criteria for acute stress disorder during her hospitalization, but by her next admission the disorder was marked off her chart as resolved.

Depression/Anxiety Case Example

Mark was a senior in high school, captain of the drum line, and also recently diagnosed with rhabdomyosarcoma, the most common soft tissue cancer found in children. Instead of focusing on college applications, Mark was suddenly faced with intense chemotherapy and radiation treatments. He was struggling with having to “miss out” on significant school events, the stress of his treatments, and his own mortality. I do not normally receive the older adolescent referrals; however, Mark refused to talk to the oncology psychologist, and she therefore decided that someone equipped with nonverbal strategies might be more effective. I utilized Oaklander's (1978) “Colors, Shapes, and Lines” (p. 21) prompt during our first bedside session. Prior to Mark's diagnosis, art and music were his main coping strategies, but he had stopped engaging in them since his chemotherapy began. After our initial session, Mark went home and completed another version of the Oaklander prompt, which he eventually submitted to an art competition. Sometimes, our role as clinicians is to simply guide our clients back to play in whatever forms that might take and remind them of their own best coping strategies. Once he was able to come to the therapy room, Mark was also drawn to the sand tray and we used it in numerous sessions. Mark used the Lowenfeld World technique (Homeyer & Sweeney, 2011, p. 7) as a springboard to create several significant trays as he grappled with looking toward the future. He created movement in the trays with the figurines, movement that led away from a hospital-dominated worldview to an optimistic, future view that held new adventures and promises. The summer after his freshmen year in college, Mark came home feeling stressed by the unexpected challenges of college, and he felt that perhaps a change in his antidepressant medication was in order. After a session in the playroom and a reminder of the coping strategies that had successfully grounded him in the past, Mark left without making medication adjustments, and verbalized “feeling like I can handle it after all.”

Conversion Disorder Case Example

Leah was a 9-year-old female admitted to the eating disorder unit because she was restricting all food and fluids, including her own saliva. It became clear that a conversion disorder diagnosis was more appropriate as her admission progressed and a more accurate history was taken. As is typical with conversion disorder cases, Leah emphatically denied that anything sad or scary had ever occurred in her life. While engaging with the sand tray in her first session, a technique I use with all my conversion disorder referrals, Leah created a scene rampant with headstones and death themes. After completing her tray, Leah turned to me and said, “People die in crashes sometimes.” She then abruptly turned her attention to another area of the playroom. During the course of therapy, Leah created several sand trays. Eventually, the death themes became more contained and her presenting symptoms improved. She also utilized the play kitchen as a gradual exposure task and returned to eating and drinking normally. It was in the play kitchen that Leah turned to me and finally broke through the metaphors used in her sand tray work and said, “I had a best friend that died in a crash.”

In my clinical experience, utilizing play to decrease stress levels has resulted in physical and emotional reduction of symptoms in the children who have entered my playroom. For children, play is the window into discovering, developing, and practicing the tools that will aid them in managing current and future adversities.
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Part III

Enhances Social Relationships

Beginning in infancy, the stages of sensory-motor, construction, pretend, and game play promote social development by triggering feelings of attachment, warmth, empathy, and respect for others.
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Chapter 12

Therapeutic Relationship

Anne L. Stewart and Lennis G. Echterling

Introduction

We are evolutionarily wired to connect, to be engaged with one other, to be in relationships. From infancy onward our “social brain” is working in a lifelong construction zone: building, maintaining, and repairing relationships. By observing interactions between infants and parents1 we can witness the nuanced give and take that is required to build secure relationships—we can see healthy parent-child relationships grow through boundless playful and rhythmic conversations consisting of gazes, smiles, touches, and coos. These early, everyday “conversations” communicate to infants that they are seen and cherished by their caregivers (Lieberman & Van Horn, 2010). Play therapists use this same power, the power of attuned and responsive interactions, to demonstrate their interest in understanding children's emotional worlds and to build effective therapeutic relationships (Badenoch, 2008; Siegel, 2007).

Play is an often ignored but essential component of a successful therapeutic relationship. Play can take many forms—physical or rough-and-tumble play, social play, language play, object play, creative play, expressive arts, and pretend play are a few examples. Stuart Brown, contemporary psychiatrist and founder of the National Institute for Play, posits that play is the cornerstone of all personal relationships and has its roots in the child's first love relationship with his parents. Brown (2009) contends that the spontaneous and mutual delight between a child and parent constitutes a state of play and that the reaction and connection is evolutionarily wired to occur. From this perspective, creating a safe and secure relationship and being engaged in play are inextricably intertwined.

Description of the Therapeutic Relationship

The therapeutic alliance is an encompassing term describing a range of therapist-client interactional and relationship factors between a mental health therapist and a client (Green, 2006). The therapeutic alliance is considered a fundamental element for conducting all forms of effective counseling and psychotherapy, including play therapy.

Bordin (1979) advanced an enduring model for the therapeutic alliance that crossed theoretical perspectives. He proposed that the therapeutic alliance consists of three components: goals, tasks, and bonds. Thus, a sound therapeutic alliance is evident when the client has a sense of common purpose with the therapist (goal), experiences a sense of security and trust in the therapy process (tasks), and feels comfortable with the therapist (bond). The first component of goals refers to the agreement between therapist and client about the desired outcome of treatment. Tasks are the collaborative work conducted in therapy: the therapeutic methods, means, and activities that are employed to accomplish the goals. The final component, bonds, refers to the emotional connection between therapist and client that permits the client to make therapeutic progress. Bordin's assertion that the effectiveness of therapy is a function of the strength of the therapeutic alliance, comprised of these dimensions, has been supported in numerous studies, typically accounting for 30% of the variance in child, adolescent, and adult psychotherapy outcome research (Lambert & Barley, 2002; Shirk, Karver, & Brown, 2011). There is substantial evidence that child, adolescent, and adult therapists view the presence of a positive therapeutic alliance as a crucial factor for change to occur and that a strong therapeutic alliance predicts better outcomes in therapy with clients of all ages (Flückiger, Del Re, Wampold, Symonds, & Horvarth, 2012; Shirk, Caporino, & Karver, 2010).

Why Is This Power Therapeutic?

We have long known that interactions with parents and other adults are important in a child's life and findings from neuroscience are now showing us that the child's “environment of relationships” is the raw material that builds the brain's architecture, one encounter at a time. Evidence shows that the quality of interpersonal interactions and relationships actually shapes brain circuits and lays the foundation for later developmental outcomes, from academic performance to mental health and interpersonal skills (Cozolino, 2010; Siegel, 2007). The therapeutic alliance garners its healing power in the way that it embodies the characteristics of a healthy parent-child relationship, namely, that there exists a shared goal or purpose to the relationship, an attuned and known way to engage with one another, and a positive affective connection.

So how might these three dimensions of the therapeutic alliance look in the practice of play therapy? Depending on the therapist's theoretical orientation and the age of the child, the goals, which are determined and shared with the child and parents, may be broadly stated, such as, “supporting the child's or adolescent's emotional well-being” or “developing a more positive sense of self” or more specifically articulated, such as, “playing and talking together and finding out about the worries you have,”“using deep breathing to be calm when you start feeling sad,” or “understanding what triggers your anger and practicing new ways to tell people about your strong feelings.”

Children feel safe when adults interact with them in developmentally appropriate and contextually compatible, that is, expected and predictable ways. For therapists this means engaging in sensitively attuned interactions and therapeutic activities that are, again, congruent with the therapist's theoretical orientation and the child's developmental capacity. The client and therapist together construct their unique way of working together to accomplish the goals of therapy. The sessions may include a wide range of activities including child-centered play, guided imagery, problem solving, role play, or expressive arts.

Last, the goal setting and collaborative process of therapy occurs within the context of a caring relationship. It is clear that the “work” of therapy is reflected in the first two dimensions that comprise the session (goal and activities), while the bond constitutes the emotional connection or therapeutic relationship between the therapist and client. Many problems children encounter are due to and/or evidenced in disruptions in their relationships. Thus, when children experience emotional, social, or behavioral distress, it makes sense that the critical elements for promoting their mental health are conducted within a caring adult relationship.

Advances in the neurobiological, behavioral, and social sciences offer converging and compelling findings about the crucial role of responsive relationships for healthy development across the lifespan. To understand the therapeutic power of the alliance and the centrality of the bond, we have identified parallels between characteristics of healthy parent-child interactions and theoretically and empirically derived dimensions of the therapeutic alliance.

Empirical Support

What do we know about the characteristics and effectiveness of the therapist-client alliance in our therapeutic endeavors with children and adolescents? The construct of the therapeutic alliance has a long and prominent role in discussions of child and adolescent therapy (Axline, 1950; Freud, 1946). Anna Freud asserted that the primary function of play is to facilitate a therapeutic alliance. Given that children are most often referred for therapy by parents, teachers, or health care providers, they may come reluctantly. Chethik (2001) encouraged the use of play as a natural role as a mode of communication with children and emphasized its power in creating a positive bond between the therapist and the child.

Empirical research findings regarding the alliance in child and adolescent therapy are beginning to accumulate. The research conducted with children and teenagers has borrowed heavily from the dominant adult alliance model, most notably, Bordin's pantheoretical model consisting of the dimensions of goals, tasks, and bonds. Shirk and Saiz (1992) used the model to develop a self-report measure to assess the child's affective orientation to the therapeutic relationship and therapy tasks. Their findings indicated an association between the child's affective relationship with the therapist and their collaboration on therapy tasks. The results showed that bond and task scales were related, and higher levels of bond predicted higher engagement in the tasks of therapy. Adopting a different measurement approach, Estrada and Russell (1999) developed an observational system to assess the process dimensions of child therapy. The researchers found a correlation between the quality of the child's cooperative and trusting relationship with the therapist and readiness for therapeutic engagement. Although the methods and measures were different (self-report and observation), the research findings from both studies highlighted the importance of the positive engagement in the therapeutic relationship, often named as a “curative” factor in the adult psychotherapy literature.

Although many studies of alliance in youth therapy produced findings that correspond with Bordin's 3-factor model, it has not been fully supported in the literature with children and teenagers. Shirk and Karver (2011) observed that at least two studies generated a single-factor solution, indicating that youth may experience the alliance in a more holistic way, with task and relationship elements interacting (DiGiuseppe, Linscott, & Jilton, 1996; Faw, Hogue, Jonson, Diamond, & Liddle, 2005). Other investigations of the alliance with youth reported two discrete, but related factors consisting of the emotional bond and task collaboration dimensions (Estrada & Russell, 1999; Shirk & Saiz, 1992). Shirk et al. (2010) noted that investigators studying the alliance with adolescents tend to emphasize the primacy of either the emotional bond component or the agreement about tasks and goals. Noting the high degree of relationhip of the bond and task agreement components with the amount of variance they explain, Shirk et al. (2010) proposed that it may be useful to view the adolescent alliance as a relatively global construct, a “collaborative bond” that incorporates bond, tasks, and goals.

Shirk, Karver, and Brown (2011) performed a rigorous meta-analysis that identified parallels and divergences between the adult and child model of therapeutic alliance. Importantly, they found the effectiveness of the therapeutic alliance was consistent with adult research findings, namely, that studies with child and adolescent clients demonstrated that the alliance predicts therapeutic success across a wide number of clinical issues and modalities. In addition, their comprehensive meta-analysis of child and adolescent alliance-outcome associations yielded an effect size comparable to the adult individual therapy literature. The authors noted a number of developmental aspects that can impact the nature of the therapeutic alliance, including children's limited recognition of the problem, motivation to change, absence of self-referral, adolescents' increasing autonomy, and children's experience of the emotional bond. The last aspect regarding how children may experience the therapist-client bond echoes a controversy in the field regarding the role of the relationship, and, indeed the role of play, in promoting therapeutic change. Namely, is the relationship or, in the case of play therapy, play, considered the mechanism by which change occurs or a means to connect so therapeutic work can begin? While we continue to explore the roles of the therapeutic relationship and play as direct curative factors or catalysts, there is common ground that acknowledges the importance of both the emotional bond and play in effective play therapy.

Role of the Therapeutic Relationship in Causing Change

Play is an improvisational, emotionally engaging, and active experience that, as demonstrated in recent neuroscience research, increases levels of oxytocin, engendering feelings of emotional well-being and trust; activates mirror neurons, helping the therapist resonate accurately with the client's feelings; and promotes neuroplasticity, by stimulating the creation of new neural patterns (Cozolino, 2010). Thus, the experience of play enhances the therapeutic alliance.

The positive effects triggered by play are conjunctive emotions that connect us with other people. A mutually enjoyable activity like play creates a “pleasure bond” between two people that strengthens the relationship. Masselos (2003) found that if you are fun to be with, children view you as more trustworthy, caring, and approachable. The excitement sparked by play can enliven and energize an alliance and forge a relationship.

Impact of Play Within the Therapeutic Relationship

Communication is verbal and nonverbal, informational and emotional, providing opportunities for play therapists to listen with both their ears and eyes and their head and heart. They tune into the client's words, gestures, tone of voice, posture, and facial expressions throughout play's ever-shifting currents and themes. Therapists perform the dance of play when they keep in step with their clients, responding to the nuances and rhythms of this dynamic process in the here-and-now. Clients achieve a sense of flow (Csikszentmihalyi, 1990) when they are immersed in the activity of play, losing their sense of self-awareness as they become caught up in the process. This experience of playful flow with the therapist profoundly deepens and enriches the therapeutic relationship.

Strategies and Techniques

Cozolino (2010) advanced an innovative biobehavioral view of psychotherapy as a specialized type of enriched environment and asserted that “psychotherapy is a means of creating or restoring coordination among various neural networks” (p. 25). He argued that optimal brain functioning and mental health are both related to growth, integration, and complexity and that therapists can use their current knowledge of neuroscience to create interventions that support the creation of new neural pathways, in other words, promote neuroplasticity. Using Cozolino's factors that stimulate neuroplasticity, creating new neural pathways and connections, we describe some strategies and techniques to show how play can help create a sound therapeutic alliance. The techniques can be adapted for use across individual, family, and group play therapy. The selection and timing of what to use and when should be determined by the therapist considering the client's comfort level, age and presenting difficulty, and the therapeutic goals. Most techniques can serve as initial “ice breaker” activities or can be targeted to address specific concerns.

Empathic Attunement

The first and key factor in creating and maintaining an emotional bond between the client and therapist is empathic attunement. Empathic attunement is reflected in interpersonal child-directed play where the therapist contingently and sensitively responds to the child's play by offering supportive comments, expressing interest verbally and nonverbally, conveying warmth, and setting limits, when needed. Therapists can also use this approach to repair ruptures in the relationship and reestablish a sense of safety and security. Therapists attend to the therapeutic alliance by always intervening with play-based (or verbal-based) LUV. Applied to play therapy, the acronym LUV stands for Look & Listen, Understand, and Validate, and we believe it is the foundation of any successful helping relationship (Echterling, Presbury, & McKee, 2005).

When you offer LUV, you are actively responding to nonverbal and verbal messages, communicating your empathic understanding of thoughts and feelings, and validating unconditionally the person's worth. Therapists who are playful are signaling that they are not a threat and that the child is in a safe place. Research supports the conclusion that people who smile, laugh, and have fun are viewed by others as more trustworthy. When a client does not feel heard, understood, and accepted, creative interventions can appear to be contrived manipulations or, at best, meaningless gimmicks. Shirk and Karver (2011) endorse using client-directed interactions to recognize expressed emotion and attend to the client's experience, particularly at the start of therapy. A child who finds the initial play sessions to be fun and enjoyable is more apt to view the therapist as likeable and want to return for future sessions. As play therapists, our LUVing engagement with our clients is the most basic and constant intervention of all, as it constitutes the heart of the therapeutic relationship. Every session should be filled with LUV.

Mirror, Mirror

A playful and direct way to show your attunement is through imitation of the child's actions. In this activity the therapist states that he or she will serve as the mirror for the child and follow the child's actions. The child and the therapist stand in place, facing one another about 2 to 3 feet apart. They need to be able to see each other clearly and move without interfering with or unintentionally hurting each other. A leader and follower are determined and the “mirroring” begins! A fun variation of this activity is for the therapist to use the palm of their hand as a “hand mirror.” The therapist and child face each other, about 2 feet apart. The therapist attempts to keep the mirror in front of the child's face as the child moves and turns.

Integrating Feelings and Thoughts

Play fuels positive feelings and encourages creative thinking, setting the conditions for new solutions that integrate thoughts and feelings. In addition, play-based interventions provide opportunities for the imaginative expression of previously dissociated, denied, or inhibited thoughts and feelings. With support and guidance from the therapist, the client can explore novel and safe ways to experience, understand, and gain mastery over intense anxiety, fear, anger, or grief by integrating affective and cognitive experiences.

Who Said That?

The ability to take the perspective of another person is very challenging to use in stressful times. This structured game for families or groups provides a nonthreatening way to imagine another's perspective about fun and meaningful issues. One person begins by posing a question, such as “What is my favorite color and why?,”“What star would I most like to meet?,”“What is my most embarrassing moment?” All the players, except the one who posed the question, write their answers to the question (younger children can whisper their answer to a designated player). Written answers are mixed up and read aloud. It is important to share all of the answers before the person starts guessing “Who said that?” After hearing all the answers, the person tries to match the answer to the person who gave it. Players do not reveal their answers until the person makes a guess for every answer.

After the person makes guesses for all of the answers, the players tell “Who said that.” The family or group can discuss the process, noting what surprised or delighted them about the answers and what they learned about the other person.

It is vital to remember that although the play therapist may be intervening with an individual child, the family is always present psychologically. Children bring along their families in their hearts and minds—family beliefs, expectations, voices, images, and histories are permanent fixtures of the inner world of children and have a tremendous influence on their capacity to be in relationship. Successful play therapists respect and build on this family context and create a sound therapeutic alliance with both the child and with the parents. Interestingly, some research has shown that the therapeutic alliance with the parent predicts certain outcomes (therapy participation) better than the therapeutic alliance with the child (Hawley & Weisz, 2005).

Cultural factors are also crucial to consider when establishing the therapeutic alliance. Smith, Domenech, Rodriguez, and Bernal (2011) stressed the importance of cultural adaptations when creating a therapeutic alliance with ethnically, linguistically, or culturally diverse clients. The authors note the importance for therapists to demonstrate that they hold their clients in high regard, verify their clients' expectations and vision of mental health, use this information to collaboratively determine treatment goals, incorporate therapeutic methods that are congruent with the client's values (for example, maintaining ancestral cultural views or using cultural metaphors), and respond immediately to client feedback.

Clinical Applications and Clinical Vignettes

The power of play to facilitate the development of a therapeutic relationship is helpful across a wide variety of presenting problems, especially those involving interpersonal difficulties. The following clinical vignettes illustrate the use of play to enhance the creation of a strong therapeutic alliance.

Building Past Katrina

Building Past Katrina describes, Xuan, a youngster on a typical developmental trajectory who became “derailed” by a natural disaster and the chronic stress that followed in its wake. The dialogue shows how the child and the therapist co-create an emotional bond and engage in the tasks of therapy through responsive, attuned play-based interactions.

Xuan is an 8-year-old girl from Biloxi, Mississippi, whose family home was destroyed during Hurricane Katrina. One year later, she is still living with her family in a temporary shelter on their property. Xuan, who used to be confident and energetic, is now apprehensive and easily startled. She clings to her mother at home and is withdrawn from friends and classmates at school. She has been referred to a play therapist to address these concerns.

During her third session, Xuan slowly enters the play therapy room—as she has done the previous two sessions—scans the play materials, and makes her way around the room, stopping several times to pick up a toy. She holds each toy in both hands, draws it near her face, examines it with a concentrated expression, and then returns the toy to its original position.

The play therapist sits on a small stool, leans forward, with his elbows on his knees, clasps his hands together, and gazes at the child with a calm smile. He shifts around on the stool to follow Xuan as she circles the room.

Play Therapist: So, you're looking over lots of the toys that are here in this room.

(As the play therapist speaks these words, Xuan glances at him, turns back to her exploration, and begins to hum softly. She picks up a hand puppet of a dog, pulls it over her hand, and makes a soft, whimpering sound. She then cuddles the dog, pets it on the head, and speaks to it in a sing-song voice, softly elongating some syllables to give greater emphasis to the word.)

Xuan: Theeeere, theeeere, there. I got you now and you're going to be alllll okay.

Play Therapist: You're taking care of the dog and letting it know that things will be okay.

(Xuan cradles the dog puppet in her arms, rocking it, and speaks to the dog with a soothing voice.)

Xuan: You were all alone in the dark, weren't you? There was nobody to take care of you in this room, but now you've got me and you don't have to be scared aaaaany more.

Play Therapist: This dog was so scared being alone in the dark and now you're taking care of it.

(Xuan plops on the floor, crosses her legs, and begins to rock slowly back and forth, hugging the dog and stroking its fur. She notices a baby bottle in a nearby container and stretches to reach it while she continues to cradle the dog puppet in both of her arms.)

Xuan: You're getting reallllly hungry, aren't you, doggie? Let's get you some yummy milk!

Play Therapist: You can tell that your doggie is hungry, too, so you're going to feed it.

(She places the baby bottle in the dog puppet's mouth and bends her face down to the puppet, gives a sigh, and smiles with an exaggerated expression of relief and satisfaction.) Xuan: Aaaaaaaah! That tastes sooooo good, doesn't it?

(She continues to rock, feed, and pet the dog puppet.)

Play therapist: Your doggie really likes how you're taking such good care of it.

(Xuan nods solemnly at the therapist, stops feeding the puppet, carefully sets the baby bottle on the floor near her, and begins to sing a lullaby as she rocks the puppet.)

Xuan: Rock-a-bye doggie, in the treetop. When the wind blows, the cradle will rock. When the bough breaks, the cradle will fall. And down will come doggie…cradle and all.

Play Therapist: (rocking slightly in rhythm with the child and speaking softly) Now, you're rocking and singing to your dog.

(Xuan notices a box of blocks across the room, she smiles brightly and her face becomes animated. She turns to the play therapist to speak to him directly for the first time in the session. The play therapist returns Xuan's smile expectantly, with raised eyebrows.)

Xuan: Is it okay for me to use those blocks to build a doggie house for doggie?

Play Therapist: In here, you can decide that. Sounds like you have a plan to build.

Xuan: I'm gonna build a brand new doggie house!

Play Therapist: Oh, you've decided to make a house for this doggie.

Xuan: Here, you take care of the doggie while I go build a house.

Play Therapist: (in a stage whisper) What shall I do to take care of your doggie?

Xuan: Hold her like this and sing to her. She's not hungry anymore. She's just sleepy.

Play therapist: (again, in a stage whisper) What should I sing?

Xuan: Sing “Rock-a-bye Doggie.” She likes that song.

(As the play therapist holds the puppet and sings to it, Xuan builds a doghouse out of the blocks.)

The therapist met previously with Xuan's parents to discuss the process of play therapy and to hear their concerns. He will meet with them every third week to discuss Xuan's progress and continue to create an alliance with them.

The dialogue shows the play therapist offering attuned responses to build an emotional bond with Xuan. The therapist's comments and demeanor illustrate therapeutic practices related to building a sound therapeutic alliance identified by Shirk et al. (2011), such as providing child-directed interaction at the beginning of therapy, not pushing the client to talk about emotionally sensitive material, and scaffolding emotional disclosure, balancing active listening, and building a therapeutic alliance with the parent.

Fly Like an Eagle

In Fly Like an Eagle, a teenager grapples with acceptance from his peers. He uses his strong emotional bond with the therapist to engage in creative expressive arts and scaling tasks to tap into his resilience.

A waif-like slender boy of 16 years, Derrick had been wondering about his sexual identity for several years. When he became aware of his attraction to other boys, Derrick began to feel anxious and concerned about not fitting in. Once an independent thinker who had serious interests in the environment and social justice, he became self-conscious and worried about being accepted. His grades, which used to be outstanding, were now mediocre at best.

When he became involved in therapy, Derrick was particularly expressive through drawing. Using only crayons, he drew vivid and detailed portrayals of his inner turmoil, his bouts with self-loathing, his fears of bullies at school, and his growing worries about his future.

Derrick: (sharing his drawing) Sometimes at night I look out my window and I can see these dumb bugs here—moths or whatever—crashing into the porch light over and over.

Therapist: So, what's it like for those moths to keep crashing into that light time and time again?

Derrick: That's how I feel right now…frustrated and fed up with myself that I'm butting my head up against this thing over and over like an idiot.

Therapist: You know, I'm wondering what it would be like for you if you were flying where you want to go, feeling good about yourself, and heading toward the life you want to be living. Let's say that this one crayon represents being completely at the mercy of that light, banging your head against it over and over. And let's say that the whole box of 48 crayons stands for the kind of confidence and hope you'd like to have. How many crayons do you have in your box right now?

Derrick: Oh, I don't know…maybe nine, I guess.

Therapist: As you make your way to a 10, what would be happening that is different from now?

Derrick: Well, I'm not sure exactly. (He pauses and reflects a moment.) This is really lame, but I kinda identify with eagles and—now this is even weirder—I'd be able to soar above all the crap that some guys give me. I'd have the eyes of an eagle to see the horizon in the future.

Therapist: Wow. Derrick, that was so vivid. How about drawing a picture of that?

Consistent with practice recommendations from Shirk et al. (2011) the dialogue reflects many elements of a strong therapeutic alliance, such as Derrick's well-developed understanding of the therapy process, a balance between active listening and therapeutic tasks, and incorporating Derrick's interest and talent in drawing to help integrate his thoughts and feelings in a creative expression.

Pathways to Resilience

“Pathways to Resilience” is the title of a comprehensive leadership program that the authors helped develop and lead for governments addressing the destructive psychological legacy of landmines and unexploded ordnance in their countries (Stewart et al., 2011). The weeklong program for adult survivors of war-related violence includes traditional mini-lectures, role-playing of skills, and many opportunities for engagement and exploration through play-based activities. This vignette illustrates the power of play, spontaneous or planned, to heal; create meaningful rituals; and promote joy across age, gender, and cultures.

The quiet and observant young woman, always wearing an elegant headscarf, was from Yemen. Her name was Aaeesha,2 and she had large expressive eyes, a serene smile, and, like many of the other workshop participants, only one leg. The weeklong workshop had been designed to develop leadership potential, enhance helping skills, and promote posttraumatic growth in landmine survivors who were from peer-support programs in five different Middle Eastern countries. In addition to role plays, lectures, demonstrations, project-planning sessions, and grant-writing exercises, the innovative training program included play-based activities, which proved to be powerfully therapeutic for Aaeesha's posttraumatic growth.

One evening early in the week, a handful of young participants and two trainers decided to play a pick-up game of half-court basketball. For Aseesha, it was the first time she had ever played and shooting from a wheelchair proved to be more difficult than she had expected. Nevertheless, a workshop trainer on her team would regularly toss her the ball and gesture for her to shoot. Although neither Aseesha nor the trainer were bilingual, they discovered that play could be their common language. They exchanged smiles, laughed when the ball careened in unexpected ways, and cheered when she made a basket.

During the rest of the week, the trainer would greet her in the morning by pantomiming her shot and raising his arms in triumph. Aaeesha would respond to the reenactment with a broad smile and a wave. As the training progressed, Aaeesha tried out other new experiences and took even more risks. She became more active in discussions and volunteered to participate in crisis intervention exercises. Aaeesha also revealed that although she could walk on her prosthetic leg for several hours a day, she had not danced since she had stepped on a landmine dancing with her uncle at a wedding party. Now, she was ready to do so. That evening, a group of women gathered to offer encouragement as Aaeesha, flashing a radiant smile, gracefully performed a traditional dance. The next morning, she proudly pantomimed to the trainer that she had danced the night before. Their playful encounter on the basketball court, one that included spontaneity, risks, and trust, had sparked a relationship in which her personal transformation and growth could be honored and celebrated.

Conclusion

Social science, behavioral, and neurobiological investigations have led to major advances in our understanding of the conditions that influence whether children have promising or troublesome developmental trajectories. Recent research has demonstrated the reciprocal and dynamic influence that a child's “environment of relationships” has on the architecture of the developing brain. These scientific gains have generated a much deeper appreciation of the essential role of attuned interactions, responsive relationships, and the importance of play in forming the therapeutic alliance. These developments offer further support for the therapeutic alliance as an exceedingly relevant construct in play therapy.

Notes

1. The word parent is used in this chapter to represent the wide range of adult caregivers who raise children.

2. Note: “Aaeesha” was chosen for this young woman because it is a Muslim name that means full of life and vivaciousness.
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Chapter 13

Attachment

William F. Whelan and Anne L. Stewart

Introduction

Secure relationship patterns provide the foundation and intimate context for normal development (Bowlby, 1969, 1988). Mary Ainsworth described caregivers as being the “secure base” from which children can move off and learn about the world, and as a safe haven to which they can return for refueling and protection. Within this model of relationship development and healing, the play therapist, through engaging in responsive play, also aspires to function as a secure base and haven of safety for the child (Ainsworth, Blehar, Waters, & Wall, 1978)

Schaefer (2012) identified four broad categories in which the therapeutic powers of play exert their influence and lead to healthy functioning: communication, emotional wellness, social relationships, and personal strengths. Stated somewhat differently, as outcome variables of normal child development, they include accurate communication and emotional signaling, adequate coregulation of thinking, emotion, and behavior (and eventual self-regulation), the ability to acquire additional healthy relationships, and the capacity for empathy and conscience, resilience and buoyancy. Consistent with results of the major longitudinal child development studies of the past 40 years (Grossman, Grossman, & Kindler, 2005; Sroufe, Egeland, Carlson, & Collins, 2005), these are indeed among the typical findings related to positive relationship development and competent emotional, behavioral, and social functioning. Thus, the everyday activities of children at play in their families, schools, and neighborhoods are crucial building blocks for secure attachments and other important outcomes later in life.

Description of Attachment

Attachment refers to the affectional bond formed between infant and caregiver that operates in childhood and across the lifespan (Bowlby, 1969). All infants seek to form an affective tie with their parents so as to meet their needs for physical and psychological safety (Ainsworth et. al., 1978). Attachment enhances the chances of survival because it keeps the infant in close proximity to a stronger and wiser figure. In both infancy and adulthood, researchers have amply demonstrated that attachment security predicts individual differences in relationship functioning, affect regulation, and psychopathology (Cassidy & Shaver, 1999; Schaefer, 2012).

Why Is a Secure Attachment Therapeutic?

Children with the secure pattern tend automatically to send clear emotional cues to their parents during times of mild to moderate stress, and their emotional signaling tends to be robust so they are more successful at getting their needs met. Securely attached children communicate their needs with behaviors and emotional signals that are clear, direct, and easy to read. The way they act and feel seems to match the situation and parents find them to be more or less predictable. Their emotional cuing makes it relatively easy for their parents, or you as the play therapist, to accurately perceive the cues, make accurate inferences about what the child needs, and respond appropriately to those needs. Consequently, children's emotional and behavioral needs tend to be met adequately and consistently from moment to moment, and their developmental trajectory is enhanced toward health. From a practical point of view, as well as an evolutionary one, the immediate outcome or power of this pattern is that the child's needs are usually correctly identified and met in the moment-to-moment emotional and behavioral episodes of the day. The longer-term outcome is that the child's brain builds an increasingly sophisticated structure of neural connections and subroutines that result in effective rhythms of soothing; coregulation of thoughts, emotion, and behavior; and abilities for self-control, and behavioral and social competence (Schore, 2001).

An overall goal of an attachment-based play therapy is to reorder and organize the child's internal experiences through attuned and responsive interactions with a caregiver, or a therapist, so that the child's automatic feelings and behavior will become more coherent and satisfying. The power of attachment-based interventions, and the Circle of Security in particular, is in helping to focus the play therapist (and other caregivers) on meeting basic relationship needs of the child through play-based interactions. In the Circle model, these needs are divided into top of the Circle and bottom of the Circle needs (see Figure 13.1). The child's top of the Circle needs include: support my exploration, watch over me, help me, delight in me, and enjoy with me. A child's bottom of the Circle needs include: welcome me, protect me, soothe me, organize me, and delight in me. When these needs are met in an integrated, play-based fashion, they work together to build neurologic subroutines and abilities in the child for rhythms of soothing, co-regulation of emotion, thinking, behavior and partnership behavior, and eventual abilities for self-regulation and competence.


Figure 13.1 Circle of security.

Source: © Marvin, Cooper, Hoffman, and Powell (2002).
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In the Circle intervention the play therapist attempts to be the hands around the Circle for the child, much as a surrogate parent or other bigger, stronger, wiser, and kind adult can do in addition to the parent. The Circle of Security portrays the way average, healthy children tend to move smoothly around the circle with their caregivers most of the time, moving out from them to explore and returning to them for refueling and protection. Within this therapeutic relationship, the therapist attempts to be bigger, stronger, wiser, and kind, and seeks to follow the child's needs and take charge (to help, protect, and lead the child) as necessary.

Empirical Support

Studies from around the world (Grossman, Grossman, & Waters, 2005; Sroufe et al., 2005; Van Ijzendoorn, Schuengel, & Bakermans-Kranenburg, 1999), have determined that the most prevalent or typical attachment pattern in children is the Secure pattern, found in approximately 65% to 70% of children in low-risk populations (in high-risk samples the percentage is much lower). Secure attachment patterns do not ensure good outcomes across the life span, nor can they protect one from all forms and levels of stress. Nonetheless, the secure pattern of relationship development in childhood is the pattern most associated with resilience and better outcomes in the school-age years and adulthood (Sroufe, 2005; Sroufe & Siegel, 2011). Indeed, it appears both from recent research (Dozier, 2005; Stovall & Dozier, 2000), and from our clinical practice over the past 15 years (Whelan & Marvin, 2011), that caregivers with secure patterns are naturally able, through their own accurate perceptions and sensitivity to children's emotional signals, to shape children's experience and patterns into healthy forms simply through their day-to-day interactions with the child. Such caregivers seem automatically able to provide an emotional caregiving environment that is sensitive, flexible, adaptive, and generally able to fine-tune itself to meeting the needs of a particular child. Importantly, this pattern of caregiving includes keen sensitivity not only to the child's cues, but also to miscues (e.g., Hoffman, Marvin, Cooper, & Powell, 2006; Marvin, Cooper, Hoffman, & Powell, 2002). In the case of children who have experienced significant losses or some form of maltreatment or trauma, secure caregiving is strongly associated with healing in children (Whelan & Marvin, 2011). Dozier (2005) has found that foster children tend to exhibit evidence of healing rather quickly (e.g., within 3 months) when placed with caregivers who have secure interaction patterns.

A challenge for us as clinicians is that most of the children we see for play therapy have grown up in circumstances of moderate to high family stress (including loss, neglect, and trauma), and/or environmental stress, and do not exhibit evidence of healthy development in terms of the four main categories noted above by Schaefer (2012). From an attachment and therapeutic view, the task for us as clinicians is to help provide a relational, interactive healing environment in which the child's body can develop healthier neurologic patterns of thinking, feeling, and behavior. The healing relationship formed in play therapy provides opportunity to counter the effects of past chronic family stress (e.g., loss, trauma, neglect) and can help shape a child's developmental trajectory toward health. In other words, in the context of play therapy we attempt to provide the child (and we encourage the parent to do the same) with new, sensitive, and secure relationship interactions that mirror what typically happens within normal development under circumstances of relatively low (i.e., average) stress. As others have noted, interactive play is the work of childhood in which so many potentialities are realized in physical, social, and neurologic development (Axline, 1947; Seigel, 1999, 2010), and secure relationships provide the moment-to-moment interactions, in the form of sensitive support and safety, for this to happen.

The Role of Attachment in Causing Change

Play is a vital ingredient for forming healthy and satisfying attachments. Infants and parents are wired to connect socially and build attachment bonds through playful emotional communication. When infants give their first social smiles, they become more attractive to their parents. Smiles and laughter activate the reward center in the right brain in both parent and child and bonding is facilitated (Nelson, 2008). Playful interactions between parent and child, which produce smiles and laughter, are likely to increase feelings of attachment in the child. Indeed, Maccoby (1992) asserted that intense, positive affectively charged interactions between parent and infant help form the initial basis for bonding (Schaefer, 2012).

Compelling findings from the field of neuroscience offer support for the benefits of play in building attachments. Research on parent-child interactions indicates that when parents are attuned in play with their infants or children, a number of consistent chemical and neurological phenomena occur. A key role is played by the chemical oxytocin—named the “bonding hormone.” Playful interactions between parents and their infants with autism result in an increase in oxytocin in the child with autism. The mechanism of this increase in the level of oxytocin in children is through the quality of the interaction between the child and the parent (Gordon, Zagoory-Sharon, Leckman, & Feldman, 2010).

Play allows for active engagement of the child in a therapist-child relationship. It provides moment-to-moment interactions of which the therapist can observe in order to form inferences and conclusions regarding the child's behavior and emotions, and especially the child's relationship needs, automatic defenses, and health and resilience. In this regard, play provides the therapist the interactions on which to operate and have influence in leading the child into healthier and healing relationship patterns.

Among the most striking differences observed between securely and nonsecurely attached children in the playroom is their level of comfort, relaxation, and engagement. On the one hand, children with secure patterns of attachment exhibit a natural, automatic, carefree curiosity in their play. They tend to be easily absorbed in play, thematic, and coherent in their behavior, affect, and interactions. They use the play therapist as they use their caregivers, to engage in play that is absorbing, satisfying, effective, and seemingly effortless. Their interactions are often synchronous and reciprocal. Moments of intimacy, joy, and delight are usually observed in secure dyads as the child interacts with a play therapist or caregiver who, much of the time, sensitively reads and responds to the child's needs. On the other hand, children with insecure patterns exhibit less contentment, joy, and freedom in their play. Rather, they often exhibit anxiety, inhibition of attachment behavior and needs and, sometimes, fear or wariness. Their play tends to be truncated, repetitive, incoherent, and unproductive. Ease, delight, and productivity are displaced by anxiety and fear from the past or the present. Thus, the multiple functions and benefits of play are being recognized. Rather than heuristic in nature, play is beginning to be acknowledged as a complex process that promotes survival; shapes our brain; fosters empathy; and develops social, problem-solving, and self-regulatory skills (Brown, 2009).

Attachment as a Roadmap for Play Therapists

Attachment theory informs many therapeutic approaches available to play therapists, including Theraplay (Booth & Jernberg, 2010), attachment-based parenting (Hughes, 2009), and Mindsight (Seigel, 2010). All the approaches mentioned recognize the ethological underpinnings of Bowlby's attachment theory (1969) and Ainsworth's research (1978). All underscore the importance of making accurate observations that yield reliable data, so that arriving at accurate inferences and conclusions is possible. We discuss the role of the play therapist (i.e., as a therapeutic caregiver) in shaping the child's attachment and development using a particular model of attachment-caregiving interactions, the Circle of Security (Marvin, Cooper, Hoffman, & Powell, 2002). From an attachment perspective, accurately observing and describing dyadic interactions within an empirically supported theory is the foundation of understanding and helping.

The Circle of Security model provides a concrete map for viewing a child's relationship behavior (see Figure 13.1), identifying the child's needs around the Circle, and also supports the therapist's exploration of concrete ways to meet the child's needs in play sessions. Training in the model for play therapists includes practice in observation so that therapists (and parents when possible) can develop accuracy within a developmental view. Subsequently, this allows them to make use of the Circle as a relationship and therapeutic map (Stewart, Gilbert, Whelan, & Marvin, 2007; Stewart, Whelan, Gilbert, & Marvin, 2011). In the structure of making observations, the therapist pays attention to several behavioral modes while observing a child's interactions in the playroom, including: the child's proximity, body orientation, tone of voice, content of speech, affect, and body language. When the observations are accurate (usually requiring review of the videotaped behavior) and used within knowledge of normal development, the therapist can then make evidence-based inferences about the child's emotions, intentions, and thoughts at particular moments, and determine where the child is on the Circle in relation to the therapist (i.e., how the child is making use of the therapist in terms of relationship/attachment needs), and which of the needs around the Circle are likely to be the most important for the child.

A brief description of each of the child's main needs around the Circle is given next. On the top of the Circle are five primary needs: (1) support for exploration refers to the child's need to experience permission and encouragement from the therapist to explore (e.g., to explore the relationship, the toys, and the experiences that brought the child into therapy), often provided via the therapist's affect and tone of voice, as well as sensitive interactions and statements. The material to be explored includes the play space, toys, activities, and the relationship with the therapist, as well as feelings, memories, worries, fears, and the residue of past trauma, loss, and maltreatment. In supporting the child's exploration, the therapist alters his or her behavior from moment to moment depending on the child's needs, and makes judgments about when to actively follow the child's needs versus when to take charge of the child's emotional experience and behavior in order to lead or protect the child. (2) Watching over the child refers to accurate observation of the child's behavior so that, in turn, accurate inferences and conclusions can be drawn about a number of crucial variables, among them, inferences about which behaviors reflect accurate emotional cuing by the child and which reflect miscuing, where the child is on the Circle, and which are the most important needs at the moment. (3) Delight refers to positive emotional affect and energy that the therapist can convey or transfer to the child in service of “emotional feeding” or filling the child's emotional cup. Delight conveys strength, safety, love, hope, and forgiveness all in a look, or a touch, or a tone of voice. It serves to keep children connected and hopeful, and can do so across a distance or cut through the stress and emotional debris often found in chaotic or traumatic circumstances. Amid circumstances of chronic family stress, delight is the one need among others around the Circle of Security that is most quickly lost or diminished. Delight is the only need to appear on both the top and the bottom of the Circle due to its vital role in healing. A goal for therapists is to find small, genuine ways to delight in the child in each encounter, and to help the caregiver share delight with the child. According to Schaefer (2011), play activities that are “fun” are the behaviors most likely to stimulate feelings of delight between adult and child. Fun activities are ones that trigger smiles, laughter, and a feeling of delight in the child and caretaker. (4) Help me refers to scaffolding the child's efforts in exploring toys, play themes, emotional material, and their relationship with the therapist. (5) Enjoy with me refers to being with the child for the sake of enjoying the child's company and enjoying fun activities with the child. This is important since it allows the child to experience reciprocal and synchronous moment-to-moment partnership behavior and the warmth and joy inherent in a relationship without strings attached.

On the bottom of the Circle, there are also five primary needs: (1) welcome my coming to you, refers to welcoming the child's uncertainty, distress, confusion, rudeness, rejection, sadness, aggression, misperceptions, poor judgments, and so on. This does not mean condoning or reinforcing misbehavior, but rather welcoming whatever the child brings in order for the child to experience the therapist as being bigger, stronger, wise, and kind. (2) Protect me refers to the child's need for physical and emotional protection, including protection from events in the playroom, negative or overwhelming memories and emotions that become activated in the play therapy, and also the therapist's occasional insensitivity. (3) Comfort me includes the therapist's attempts to soothe the child's anxiety and distress, and to absorb and regulate the child's pattern of overarousal or inhibition. (4) Delight in me refers to sharing and conveying small genuine moments of joy in the child, especially though play interactions that are fun for both child and caregiver. (5) Organize my feelings (and lead me in the process of repair) refers to ways in which the therapist takes charge of the child's emotional experience and sets the emotional tone, to lead the child in a healthier relationship dance during times of upset and anxiety. This is done via the therapist's presence and sensitivity, tone of voice and demeanor, body language, verbal expression, and physical movement in interactions. The therapist gives the child practice in the experience of having another person (i.e., one who is bigger, stronger, wiser, and kind) safely take the lead in the emotional interactions and of the child's emotions. This also gives the child practice in allowing someone to safely lead them through emotional arousal and distress and experience the safety, delight, and rest that comes in giving oneself over to the strength and security of another. Meeting the child's needs happens best in small ways, and in small moments of concrete interactions with the child. In small moments the therapist can provide the child with experiences of being safely held and understood, and of being led into a healing and hopeful emotional/relationship dance.

Strategies and Techniques

Play therapists from all theoretical orientations acknowledge the importance of an attuned emotional connection between the child and clinician for therapeutic progress to take place. As with the parental caregiver relationship, the play therapist's relationship with the child is created in the moment-to-moment interactions of the play room and include welcoming the child, supporting their exploration, and helping them navigate overpowering emotions. In the context of responsive play-based activities, therapists are actively building a secure, mutually satisfying relationship with a child. The strategies and techniques that follow are sample interventions that are consistent with an attachment perspective. Of course, we recommend the strategies be used responsively and in the context of a strong and positive therapeutic alliance. In other words, the strategies are not designed to be generically applied to any child with disruptions in their attachment relationship nor in a cookbook fashion.

You-and-Me Stories

You-and-me stories illustrate the playful interactions and growth of attachment between the child and the play therapist. The therapist tells the child a small story of their growing relationship, using simple episodic memories from some of their recent interactions (e.g., from previous therapy sessions). The stories can highlight playful explorations that are joyful and funny or tender and reflective. In the storytelling, the therapist reaches out to welcome the child's heart by telling the story of who they are together and their growing relationship. For example, early on the therapist may say something like:

I'm so glad you came back today. I was thinking about you this morning and it made me smile. I remember how brave you were to come for the first time last week, even though you weren't sure who I was or what would happen. I remember that you let me show you the building blocks and you made an enormous tower. You worked so hard on it and I loved being there with you. Of course, when the tower fell, you were so disappointed and angry, but what happened then? Do you remember? You let me help build it back up didn't you? We did it together.

Small stories give the therapist a chance to welcome and organize the child's experience, to protect and coregulate the child's emotion, thinking, and behavior, to celebrate and affirm the child's competencies, and to lead in emotional healing. In the weeks ahead, the therapist tells more of these stories, helps the child join in, and gradually expands to telling “you-and-the-past” and “you-and-your-mom” (or father, sister, friend) stories. These stories allow for shared experiences and give the child practice in coherent interactions and stories that help to organize the child's internal experiences.

Affective Animal Charades

Affective animal charades provides opportunities for the child to experience a range of emotions and for the play therapist to be available for coregulating a variety of emotional states. The therapist and child create two stacks of cards—one with different animals (using words, photos, or drawings) and one naming emotions. Combined, the cards should reflect a range of characteristics from quiet or methodical turtles, to raucous or silly monkeys, to threatening or angry velociraptors. The cards should include emotions that the child is familiar with and that appear to be well-regulated, as well as emotions that are relevant to treatment concerns. Taking turns, the child and therapist choose a card from each pile and act out their selection for the other. As in charades, the players are not to use words, only sounds and actions. You may show an excited sloth or enraged puppy. With older children and teens, you can provide opportunities for coregulation of emotions in brief, engaging activities, such as cocreating and performing a four-part handshake or engaging in rounds of thumb wrestling (Booth & Jernberg, 2010). All these activities provide opportunities to escalate emotions and practice coregulation and modulating emotions.

Bubble Blowing

One way to help children and teens practice regulating their emotions is to use deep breathing. Using commercial products, homemade materials, or even imaginary ones, you begin by asking the children what happens if they blow too hard when they are trying to blow bubbles. You then invite them to participate in the activity, either real or imagined, of softly, slowly, and gently blowing air to create a string of floating bubbles. You may also want to encourage children to say one thing that helps them to keep their hopes afloat as they prepare to blow bubbles.

You can adapt this activity for teenagers by presenting it as a deep breathing or yoga practice. Ask the teen to identify one thing that upsets her and the person they know who can help them remain calm and thoughtful. They inhale deeply and slowly exhale through mouth imagining that they are breathing in the wisdom of the person that helps them cope and breathing out the disruptive emotion. For example, the teens may breathe in serenity and breathe out fear. You can also have them imagine “sending” breaths into areas of their body that react to stress, anger, fear, or breathing in a favorite calming color and “sending” it throughout their body.

All play therapy interventions include active communication with the child's caregivers. Another worthwhile approach is to follow a filial therapy model with direct therapeutic engagement with the parents (Guerney, 2000; Landreth & Bratton, 2006). Many typical childhood games can be suggested and practiced in the playroom with parents and children to promote attachment. No toys are needed for many of these attachment-oriented play activities. Lawrence Cohen, author of Playful Parenting (2002), observed that from the initial games of peek-a-boo, to hide-and-seek, to tickle fights, and roughhousing, there are many ways that parents can use these “fun” interactions as opportunities to connect with their young children (Schaefer, 2011, 2012).

Many children and teenagers come to therapy with problems related to emotional regulation and how to manage overwhelming affect. When overaroused or underaroused the ability to think clearly and focus is lost or, at best, elusive. Play-based techniques can be used to help children and adolescents find an optimal level of arousal, manage their emotions, and develop strategies to successfully cope. Attachment-based play techniques assist children in emotional regulation, permitting them to collaborate in therapeutic tasks in the context of a therapeutic relationship. Play fuels positive feelings and encourages creative thinking, setting the conditions for new solutions that create new neural pathways and integrate thoughts and feelings. Play-based interventions provide opportunities for the imaginative expression of previously dissociated, denied or inhibited thoughts and feelings. With support and guidance from the therapist, the child can explore novel and safe ways to experience, understand and begin to successfully resolve intense anxiety, fear, sadness, anger, or grief.

Clinical Applications and Clinical Vignette

Attachment-based interventions, including the Circle of Security, have been used widely for children and families experiencing of variety of stressful circumstances, including losses, trauma, separations, divorce, changes in caregivers, parent or child illnesses, and chronic environmental and social stress. In most of the circumstances, parental concerns that prompt the initiation of services and evaluations, include problems in coregulation and self-regulation of behavior and emotion, soothing and repair of upsets, and patterns of overarousal and dysregulation. More specifically, the kinds of child problems that often respond well to attachment-based interventions include many kinds of acting-out behaviors and internalizing problems such as withdrawn and depressed behavior, emotional inhibition, anxious avoidance, role-reversed caregiving, and punitive behavior.1

Play therapists use their knowledge of the child's attachment history and current relationships to better understand, connect, and intervene with their client. The child's developmental history informs the therapist about significant losses the child has sustained, how consistent and responsive their caregivers have been, and how stable and predictable is their current network of adult caregiving relationships. At the same time, therapists use an attachment perspective to be aware of their own attachment-based reactions in the playroom. Self-awareness is a vital component of our professional identity across all theoretical orientations. Attachment theory provides a strong foundation for play therapists to deeply understand their clients, themselves, and the therapeutic relationship to promote healing play. Let's look at how knowledge of attachment concepts provides a roadmap to guide your work in the playroom with a 7-year-old boy, Sheryas.2

Sheryas has a history of disrupted attachments, beginning with his removal from his biological parents due to abuse and neglect at age 2, followed by multiple placements with family members until age 5. For nearly 2 years he has been in a foster-to-adopt household. The foster parents are committed to adopting Sheryas and interested in understanding and helping him “control his anger.” They sought play therapy services due to his intermittent explosive reactions to their routine, everyday requests, such as asking him to come to dinner or getting ready for bed. The narrative is from the viewpoint of the play therapist relating what happened as she tried to end their fifth play therapy session.

Sheryas's bright, dark eyes looked at me with a mixture of hope and defiance. I had just told him it was time to leave the playroom. At first it seemed he had not heard me. He looked up hesitantly and said in a measured voice, “I really want to take this puppy home.” He further implored. “I will give you my fire truck next time.”

The “puppy” he was referring to was a small, furry stuffed animal with an accompanying red doghouse, a special playroom toy, to be sure. “I want it. Really, I will take good care of it,” Sheryas continued, his voice now becoming insistent and angry. “Why can't I have it?” As he spoke his body and tone of voice changed. He took a step back, clutched the puppy against his chest. His eyes narrowed, chin jutted upward, and he planted himself firmly and farther from the door. I thought to myself, so this is what the parents were referring to, how quickly there was a change from an engaged and happy boy, playing cooperatively, to a youngster preparing for a fight. What could I do?

I looked at Sheryas, took a step closer to him and knelt so I was not towering over him. I reflected, “You have had so much fun with that little puppy and me today. So much fun that you would like to take him home with you.” Quickly he announced, “Right! So I am taking him home!” Leaning forward, I said thoughtfully and with some intensity, “Hmm, let's see. You so liked playing with the puppy here! Of course, you want to take him home. Let's find a special place to put the puppy in the room so you know right where he is, and he and I will be here when you to come back next week. Maybe we can put him by the noisy green tractor? What do you think of that spot for him.” Sheryas studied my face, his shoulders relaxed just a bit, and he loosened his grip on the puppy. Slowly he began to walk around the playroom. He glanced to make sure I was watching, he reached into the basket of puppets and gently wiggled the puppy and doghouse to the bottom of the pile. “Ah, you found just the right place where he will be safe and warm all week,” I said. Sheryas nodded and smiled and, together, we walked out the door.

This story presents an example of the way healing can happen in little moments of interaction, especially when delight is part of the mix. In the face of the child's anxiety and opposition, the therapist moves closer and through her affect, tone of voice, speech, and body language she conveys:

Whatever you are feeling and thinking, bring it here because I am big enough to take it and I will help. I know that you have many needs and, while at this moment you are focused on the toy, I see that you need help organizing your feelings and in being protected from how intense the feelings are for you. From your behavior now, and from my knowledge of your relationship history, I understand that your most important needs of me in this moment are to take charge of the relationship and welcome you (including your current feelings and those related to unresolved experiences from the past), and to demonstrate that I will keep you safe here. I understand that your opposition to me, and your implicit threat to abduct the toy puppy, is a miscue since it serves to push me away instead of drawing me in to you. Therefore, I also know that I can let go of this supposed misbehavior and give myself the freedom to be here for you. This is not a moment for discipline or teaching since, first of all, your misbehavior is a miscue and following it would lead us both on a wild goose chase; and secondly, discipline and teaching are activities for when you are coregulated and available to think and easily engage. As I try to meet your needs in this moment, I see you respond and begin to collaborate with me and now I genuinely delight in how it feels when you let me help in this small and important way. In addition, we both know that we just walked through something difficult and together came out the other side in better shape, and happier, than when we entered. This is a good day and I will remember it … and next week I will tell you the story so you can know the reality of it.

Conclusion

In the context of fun-filled, play-based activities, play therapists and parents have countless opportunities to build positive emotional bonds with young children. In those moments, play therapists and parents use play to become emotionally close to young children. Interactive play that fosters mutual smiling, laughing, and delight between caregiver and child is a particularly powerful source of emotional bonding.

Notes

1. In Virginia, attachment-based interventions have been provided to hundreds of foster and adoptive children through funding from the Virginia Department of Social Services. The Circle of Security family and group interventions have been selected by the Norwegian Health Ministry for dissemination across the country.

2. Sheryas is a fictional name and the situation described is a composite of interactions from the clinical experiences of the authors.
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Chapter 14

Social Competence

Julie Blundon Nash

Introduction

Social competence is most often viewed as a compilation of desirable social skills. These skills include proficiency in conversation, empathy, reciprocity, cooperation, and having fun. People who do not build the requisite social skill set as children often continue to struggle with these difficulties in adolescence and adulthood. Research supports the conclusion that social competence and the resulting positive peer relationships developed as a child lead to many positive outcomes as an adult. This chapter discusses the nature and importance of social competence, the role of play in fostering social competence in children, strategies for developing this skill in therapy, and research support for the enhancement of social skills through play-based interventions. Play has been found to be particularly important in the development of social competence, as play is the major arena in which children learn and develop social skills.

Description of Social Competence

Social competence refers to the acquisition and successful utilization of social skills. The most common skill sets are the areas of communication, self-control of impulses, reciprocity, and recognition and control of emotions. The utilization of appropriate social skills encompasses both the knowledge of when to use specific skills and when to inhibit impulses.

The manifestation of social competence differs depending on the age of the person. For example, a socially competent preschool-age child would show very different behaviors than a socially competent adolescent. Watching the interactions of a child with his or her peers provides valuable information about social competence or social problems. For example, some children attempt to engage with others by using skills common to younger or older children. Some children are readily able to identify their own emotions, but struggle to recognize emotional reactions of their peers. Among the difficulties that arise from a lack of social competence are social withdrawal, social isolation, social rejection, loneliness, social aggression or bullying, and having few, if any, real friends.

Children who are unable to form close relationships with peers are at serious risk not only for social problems, but academic and personal difficulties as well. Moreover, these difficulties are likely to have serious consequences for the long-term well-being of the child. As Hartup (1992, p. 12) aptly stated: “Indeed, the single best childhood predictor of adult adaptation is not IQ, not school grades, and not classroom behavior, but rather the adequacy with which the child gets along with other children.”

Empirical Support

There has been considerable research on the topic of play and its relation to social competence. Researchers have examined types as well as frequency of play as related to the formation of peer acceptance, friendship, and popularity.

For example, Connolly and Doyle (1984) examined preschoolers' use of social fantasy play and the relation to teachers' ratings of social competence, role-taking abilities, popularity with peers, and engagement in social behaviors. This type of play includes role playing and acting out of fantasy social situations. Their research found that those children who engaged in more complex and frequent social fantasy play were rated by their teachers as being more popular with their peers and more socially competent. These children were also rated as stronger in their ability to understand the affect of other people and engage in positive social activities.

Gagnon and Nagle (2004) also examined play in preschoolers, looking at the activity of 85 preschoolers. They looked at the interaction between peer interactive play and social and emotional development. They found that social competence was positively related to frequency of interactive peer play. Thus, children who engaged in more interactive peer play situations were more likely to have good social skills.

Interactive peer play can take the form of cooperative play, in which children work together to reach a common goal. Bay-Hinitz, Peterson, and Quilitch (1994) observed 70 children in both cooperative and competitive game play situations. They noted that participation in cooperative games tended to lead to an increase in overall cooperative behaviors. Children who engaged in cooperative play also showed a decrease in aggressive behaviors in both structured and free-play situations. In contrast, children who engaged in purely competitive play tended to follow this play with more aggressive and less cooperative behaviors. Cooperation is a necessary social skill in the development of social competence, and this study suggests that practice with fun cooperative games leads to an increase in the acquisition and ability to use this skill.

In what some could consider counterintuitive findings, Pellegrini's 1988 research suggested that rough-and-tumble play (R&T) for popular elementary school children led to ratings of social competence that were higher than for their rejected peers. Later research clarified this finding to be true for boys in particular (Pellegrini, 1989). In the initial study, popular children who engaged in R&T play also tended to then engage with games with rules, which is a developmentally more complex type of play. Children classified as rejected did not follow this same path, and instead engaged in aggressive acts following R&T play. Thus, the classification of popularity for boys combined with engagement in R&T play appears related to social competence, as well as the opportunities to continue developing positive social skills at higher developmental levels.

Play-based social skills groups have been found to be effective in the teaching of social skills to children with a variety of presenting problems. For instance, research has shown that social skills groups can lead to a decrease in social anxiety for children presenting with that concern (DeRosier, 2004). When third graders who reported social anxiety took part in a social skills training group, they not only reported a decrease in social anxiety but an increase in self-esteem. The children who attended the play group sessions also reported a stronger ability to interact with their peers than did children who did not participate in the sessions.

DeRosier, Swick, Davis, McMillen, and Matthews (2011) used a variation of the curriculum presented previously for managing social anxiety to include skills specifically needed by children who have high functioning autism. The 55 children who participated in the play-based social skills group showed improvements in their use of social skills, and their parents agreed. Parents of the children who participated in the standard condition, which was a play-based social skills group intended for children with anxiety alone, reported that their children showed a decline in their social self-efficacy. This research suggests that matching the specific skill deficits to the child's needs while utilizing a play-based group approach is successful.

Another example of a play-based social skills group that targets a specific need was presented by Webster-Stratton, Reid, and Hammond (2001). These researchers examined the effect of a play-based social skills group on 99 early elementary-age children who presented with conduct problems. Results indicated that those children who had participated in the play-based intervention showed a decrease in externalizing problems and aggression while showing an increase in prosocial and conflict-resolution behaviors. Thus, the play-based intervention was able to encourage both the acquisition and implementation of positive social skills and behaviors.

Research also indicates that providing a play-based group experience for children with a variety of presenting problems can be effective. When children who showed symptoms of social anxiety, attention deficit/hyperactivity disorder, and Asperger's disorder attended a 10-week play-based social skills group together, both their parents and group therapists indicated significant improvements in the children's social behaviors (Nash, 2008). These results were seen in conditions where only the children received the training as well as when parents attended a concurrent training session to learn about the skills their children were taught. This model is discussed further in Clinical Applications and Vignettes.

Role of Peer Relationships in Causing Change

There are three main types of interactive peer play that promote the development of social skills and positive peer relationships (Schaefer, 2012). Developmentally, one of the earliest forms of play in which children engage that promotes acquisition of social skills is rough-and-tumble play (R&T). There is a significant difference seen between R&T play and aggressive play. Children who engage in R&T are seen to be playful, nonaggressive, and cheerful while playing and wrestling, while children who engage in aggressive play show negative affect, hit, push, and grab as they argue over toys and possessions (Pellegrini & Perlmutter, 1988). The positive social nature seen in R&T play often encourages the development and maintenance of friendships (Schaefer, 2012). Children who utilize R&T play have opportunities to practice appropriate peer interactions while engaging in various social roles to further develop those skills (Pelligrini & Perlmutter, 1988; Smith, 1982). In particular, studies have shown that boys' engagement in R&T play is related to positive social problem solving behaviors, and increased popularity among peers (Pellegrini & Perlmutter, 1988). Thus, the R&T format of play allows children to practice social problem solving skills and try out various social roles in a safe, friendly, and fun environment while capitalizing on children's need to express playful energy.

Another form of play that leads to positive development of social competence is socio-dramatic play. In socio-dramatic play, children have the ability to engage in role play through social fantasy and increase their skill sets. Within this modality, children are encouraged to interact either with a therapist or peers. When children are encouraged to use their imaginations to take on different roles in a social story, social competence is positively affected. For example, in a role play situation, a shy child can be encouraged to take on the role of a more assertive child. This movement outside of the child's comfort zone is more easily accepted by the child because it is a pretend situation and the reality of his or her fear is lower than in other situations. Because the child is able to engage in the action in a positive and fun situation, the skill is more easily learned and retained. Socio-dramatic play thus fosters close social relationships, problem-solving skills, flexibility in relationships, and reciprocity.

In game play, children play together around games with rules. These can be competitive games like structured board games and active outdoor games, or cooperative games and activities that include working together to achieve a common goal (such as building an object out of blocks). In his work on child development, Piaget (1967) noted that socialization is strongly influenced by game play, especially when these interactions are repeated and occur over time. This positive impact on socialization occurs because a child is continually introduced to and practices various social skills including turn-taking, following rules, cooperation, problem solving, sharing, good sportsmanship, empathy, and reciprocity.

Another role of play in causing change for social abilities is the impact of positive emotions triggered by play, such as mirthful smiling and laughing, in forming a bond between peers. Infants and adults alike prefer to smile at those who smile back at them (Jones & Raag, 1989). This would suggest that children who do not smile when interacting with others are less likely to be part of enjoyable reciprocal interactions. Along these lines, the simple act of laughing fosters one's attractiveness to other people. When children are having fun, laughter is a natural response. Laughter and smiling are positively associated with a desire to be in close relationships (McAdams, Jackson, & Kirshnit, 1984). Thus, engaging in fun and playful activities in which smiling and laughing are natural responses increases a child's ability to engage in positive social interactions.

Strategies and Techniques

One of the primary ways to support and encourage social competence in children is through therapeutic group work. Groups provide a structured and supportive forum in which to teach and practice skills while letting children experiment with building relationships. Social skills training groups exist for a variety of presenting problems. As previously mentioned, studies have indicated that these groups are effective at teaching the basic set of social skills. Children enjoy learning these skills in a fun yet structured manner, and the ability to practice the skills and receive immediate feedback from therapists and peers is important. Social skills group curricula typically focus on the core skill set that underlies social competence. Utilizing a three-step model in which skills are introduced, practiced between group leaders and children, and then practiced in a game format is beneficial.

A play-based social skills group manual for children with a variety of presenting problems was developed by Nash and Schaefer (2010) and will be described through a vignette shortly. Play group therapy can include children with a variety of social difficulties, for example, too bossy, too shy, or they can only include children with a specific diagnosis, like attention deficit hyperactivity disorder (e.g., Reddy, 2010), social phobia (e.g., Spence, Donovan, & Brechman-Toussaint, 1999), conduct disorders (e.g., Webster-Stratton & Reid, 2010), or autistic disorders (e.g., DeRosier, Swick, Davis, McMillen, & Matthews, 2011). Generally, the format of play-based social skills groups includes instruction of a skill and practice in a fun and inviting format. Group leaders model the skills with the children's help as they introduce the skills. Children are encouraged to play developmentally appropriate games to practice the skills they have just learned. Through this format, the laughter and positive interactions that result encourage more learning and retention of the material.

Individual therapy can also be used to enhance social skills. Therapists can employ modeling and role play to encourage the acquisition and development of social skills. Some children would benefit from the individual attention provided in this modality, or would benefit from learning skills in a one-on-one setting before progressing to a group setting. Board and card games exist that target this skill set and can be used to both teach children basic skills and encourage them to think about how to use them appropriately in social settings.

Therapeutic story telling is another useful strategy for developing social competence. The theory behind narrative therapy forms the basis for this technique. For instance, the use of mutual story telling in which a therapist repeats back a child's story with healthier social resolutions can be quite useful (Stirtzinger, 1983). The use of role playing to model and practice specific social skills, such as how to join a group, is another helpful technique (Pomerantz, 2007).

Clinical Applications and Clinical Vignettes

In general, children who have problems engaging in mutually satisfying relationships with their peers and in forming lasting friendships would benefit from group play-based interventions. Diagnostically, this would include children with social anxiety, social phobia, social aggression, ADHD, selective mutism, and autism spectrum disorders.

As previously mentioned under the Empirical Support section, Blundon and Schaefer (2006; Nash, 2008) applied a play-based social skills group curriculum with school-age children who exhibited both internalizing and externalizing disorders. The children were instructed in such topics as starting and maintaining conversations, joining an existing peer group, being assertive instead of passive or aggressive, dealing with rejection, good sportsmanship, building awareness of feelings, cooperation, and social problem solving, and then practiced these skills and received feedback during 10 play group sessions.

A child who particularly benefited from the above study was a child I will call Jessica. Jessica was a 10-year-old girl whose parents were concerned about her increasing difficulties with her peers. She was often teased and would try to interact with her classmates, but was rejected because she was approaching these situations in negative ways. For example, Jessica would run up to a group of children at recess and strongly insert herself into the circle without taking a moment to see what they were actually doing and recognizing how she could appropriately enter the play. She would talk loudly and incessantly about her own favorite topics (which often included cartoons and anime), and her social anxiety was building as she was continually rejected. She was often seen as a hyperactive child, and it was clear that her anxiety was contributing to this presentation. The breaking point for her parents came when it was time to invite peers over for a birthday party and Jessica could not name any friends.

Jessica responded in an ambivalent fashion to the rules and structure of the group setting. At first, she had significant difficulty waiting her turn and raising her hand before posing a question to the group. She was eager to participate in the motivation system of following five rules to earn stickers for the group, but she often sabotaged herself by loudly speaking out of turn or not keeping her hands to herself. At the end of each session, Jessica was able to identify these two areas as the most difficult for her to manage and responded well to immediate and frequent feedback from the group leaders throughout the group.

In the first group session, Jessica was asked to initiate a conversation with a peer by using some semi-structured interviewing techniques. The pair was to introduce themselves to each other, ask some questions to find out about likes and dislikes, and introduce each other to the larger group. Jessica was able to physically maintain herself during this two-person activity but struggled to verbally interact appropriately. She asked questions of the other person that were only related to her own interests. For example, Jessica asked her peer, “What is your favorite anime character?” after the peer had stated she did not know what anime was! When the group moved on to play a game of Telephone, in which a short statement is whispered to the next person in a circle, it became clear that Jessica needed practice with her listening skills.

As the group progressed, Jessica was encouraged to stop and listen to her peers before inserting her own thoughts. She was able to do this with significant support during guided activities, like a role play on how to enter an already established game. She was able to prompt herself to stop and listen by putting her hand on her leg and physically reminding herself to slow down. Jessica also learned some techniques for dealing with rejection, such as finding another activity and positive self-talk. As she began to see that she was not the only child dealing with these social skills deficits, Jessica appeared more comfortable putting herself into previously anxiety-provoking situations and using new skills. As she began to listen more closely to peers' comments, Jessica was able to create better conversation skills and to show some empathy.

Jessica became quickly engaged in some of the final group sessions in which children learn how to identify emotions presented by others. She enjoyed looking at pictures of famous celebrities expressing a variety of emotions, and expanded the game by not only identifying possible emotions but including a short story about what they may have been doing when the picture was taken. Jessica also enjoyed playing Feelings Charades, in which the group members acted out different emotions for peers to identify. As her ability to identify emotions presented by others increased, so did her ability to enter groups more appropriately. Jessica was able to slow herself down, watch for an opening in the group, and identify if she had chosen a good time to engage with those particular peers or not. She no longer took rejections quite as personally as her anxiety had decreased and social competence increased.

After completing one 10-week cycle of this group, Jessica's parents wanted to enroll her in another session to further boost her skills and confidence. Since Jessica had a basic understanding of the skill sets taught, she was asked to be a “special buddy” for a child who had some physical and emotional limitations. She accepted this as a great honor, and spent the next 10 weeks teaching the skills to her new friend while continuing to develop her own skill set. Jessica had a lot of fun over these 20 weeks, and the enjoyment she felt served to reduce anxiety and increase skill retention. Her parents reported that she was making friends at school and had a few successful play dates per month, which was their marker for significant improvement.

Social skills can also be taught during individual therapy sessions, utilizing many of the skills presented in the group format. For example, I have worked with a now 12-year-old boy for the past 3 years on and off whom I call Sean. He presented with Asperger's disorder, which includes significant social deficits within the diagnosis. Sean's presenting problems included emotional dysregulation, as he would quickly become angry and unable to identify a trigger, temper tantrums when put into unstructured group settings, and an inability to have a conversation with any peer. As his tantrums were progressing in terms of unpredictability and intensity, his parents and I decided to start our work with learning to identify emotions. Sean was unable to identify any emotions other than happy, sad, and angry. He knew that he was most often angry, but could not tell me any triggers, or even what it felt like inside his body at those times.

One of Sean's favorite activities was to play with cards that had faces with a variety of affective states printed on them. With encouragement, he was able to separate the cartoon pictures of emotional expression into piles based on his own categories. The first time he did this, his pile of “angry” was approximately 20 cards high! As we sorted through the cards, I introduced feelings words like embarrassed, jealous, and scared. Sean then chose five feelings and rated how much he had felt these during the past week. He was given a piece of paper separated into five columns (one for each feeling) and colored each column to represent the amount of the feeling. Sean completed one of these papers each week to identify any changes in his emotions over time. As he expanded his understanding of more feelings, his level of anger gradually diminished and was replaced by embarrassed and scared. One day, he proudly recounted an incident in gym class where he had thrown a big tantrum, and stated that he had been embarrassed. He was so excited to identify an emotion other than anger and began to understand that his response had been caused by more than just anger. Sean was also then able to see how his reactions affected his peers and vice versa, which was the beginning of his understanding of reciprocal relationships.

Once Sean was able to identify multiple feelings, we began to work on an anger thermometer. Sean identified two levels of anger: low and exploding. With much support over a month's time, he was able to break this down further and identify more levels of anger from a rating of zero to 100. He identified his “point of no return” as 60 and talked about events that encourage his anger to rise above this point. Slowly, Sean was able to see how his own reactions to rejection and inability to appropriately enter a peer group often raised his anger above a 60. Sean kept a copy of the thermometer taped to his desk at school and his parents encouraged him to rate his anger throughout the day to help him understand his physical cues and emotional reactions. Three years later, Sean still spontaneously uses this scale to identify his anger level and regulate himself.

As Sean noticed fluctuations in his anger level, he was able to link these to peer interactions. He learned when to walk away and engage in relaxation skills like grounding himself by using his five senses, deep breathing, and more. These relaxation skills were a key to helping him learn to enter peer groups successfully. As Sean developed the ability to regulate his physical reactions, he was able to slow his mind enough to listen to others. He could stand outside of a peer group (which was practiced in sessions through role play with his mother and me), listen to the conversation, wait for a break, and engage on the same topic. His teachers recently reported that Sean was able to successfully change his peer group at school to a higher functioning group of children by following these steps. He was able to initiate these steps over the course of 3 days in the lunchroom and was successfully accepted by the other children.

Conclusion

Social competence is a necessary character trait for children to develop in order to encourage success in many areas as an adult. Play has been found to be a particularly useful modality in which to teach and encourage the development of social competence in both group and individual formats. Play therapy works for improving social competence because it specifically targets the natural and positive social nature of play to support the learning, retention, and practice of new skills while utilizing fun and laughter. These core tenets of play and social learning interact to improve the clinical effectiveness and outcome of services, thus promoting the therapeutic power of social competence and the curative power of play.
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Introduction

Empathy has received nearly constant attention for more than a century, first by philosophers and now from neuroscientists (Leslie, Johnson-Fry, & Grafton, 2004). Empathy was originally described as a core helping dimension starting with Carl Rogers (1957). Others followed (Egan, 2002; Ivey & Ivey, 2007) manualizing, codifying, and developing rating scales for empathic responding. Empathy was first emphasized in the field of play therapy by Virginia Axline (1947) and more recently its importance has been emphasized as an effective change agent with traumatized children (Garza & Bruhn, 2011; Green, Crenshaw, & Kolos, 2010). Empathy has also been identified as a desired outcome of therapy with abused, neglected, and generally maltreated children (Perry, 2008; Spehar, 2012). Ludy-Dobson & Perry (2010) emphasized that the health of a society can be measured by the number of children who experience sufficient empathic care, that they can in turn care competently for their own children. Landreth (2002) echoed this concept when he pointed out that people cannot give what they have not been given. Following Landreth's assertion, play therapists must treat children empathically so they can treat others empathically.

Social neuroscience has recently expanded our knowledge of empathy, largely due to development of the functional MRI (Elliott, Bohart, Watson, & Greenberg, 2011). Current social neuroscience research has produced compelling scientific evidence that empathy is an essential component in the therapist-client alliance, strongly predictive of positive outcomes, and developmentally informs therapy strategy (Shirk & Karver, 2010). It is imperative that play therapists understand empathy as a powerful dimension of effective treatment and a dimension of healthy child development, and ultimately facilitate both.

Description of Empathy

Neuroscience defines empathy as a complex, neurobiological process involving observation, memory, knowledge and reasoning used to comprehend the thoughts and feelings of others (Decety & Lamm, 2006). The ability to empathize not only defines us as human beings, but also our very existence. It influences our social interactions, formation of alliances, and social judgments. To heighten the odds of survival Decety (2011) speculated, humans became empathically more sophisticated than other mammals. Individuals capable of accurately detecting the feelings and intentions of others were much more likely to survive (Ludy-Dobson & Perry, 2010). Because of empathy's role in mammalian survival, it is presumed to be neurologically hard wired into our brain (Decety & Lamm, 2006). The evolutionary survival influence of empathic communication explains children's powerful response to an adult who communicates verbally and nonverbally that the child is safe and will be affectionately cared for (Decety, 2011).

The social health of children is intimately tied to the quality of their relationships with adults (Green et al., 2010; Perry, 2000; van der Kolk, 2006). These early, repetitive, relational experiences between caregiver and child form enduring neurobiological memories; through which the child creates their own relationships with their spouse, children, family, and community. Further, the quality of empathic caring also determines the child's self-regulatory capacity, defining the ability to modulate behavior, emotional expressions, and social relationships. This in turn foretells later social, academic, and occupational success (Ludy-Dobson & Perry, 2010). Early experiences with either empathic or abusive caregivers become the organizing network through which the child will view the world, make decisions, and relate to their community (Perry, 2001).

Not surprisingly, maltreated children who have experienced little or no empathic connection with parents or other adults feel disconnected from others, have distorted perceptions, express negative affect, behave defensively, act aggressively, or lose the ability to connect empathically (Malchiodi, 2010). Last, the ability to respond empathically to others has been found to be a vital social aptitude; enabling individuals to share experiences, needs, goals, and ultimately facilitating nurturance, healing, and change (Carr et al., 2003; Ivey & Ivey, 2007). Additionally, it is well documented that the ability to behave empathically is vital to moral reasoning, promoting prosocial behavior, inhibiting aggression, and generally encouraging behavior that benefits the welfare of others (Lawrence et al., 2006).

Given empathy's enormous contributions to the development of social skills and the extreme toll exacted in empathy deprived relationships, it is understandable that play therapists have traditionally focused heavily on empathic verbal and behavioral communication with children in play therapy. The authenticity, genuineness, empathy, and warmth (Rogers, 1980) with which a play therapist joins with a child has an enormous determining influence on the outcome of the play therapy; relying on a complex neurobiological process, rooted in an evolutionarily ancient quest for survival (Decety, 2011).

Empirical Support

As discussed earlier, human beings are intrinsically social, depending on shared interactions with others for survival from birth to death. To accomplish this, neurobiological systems evolved to perceive, understand, predict, and respond to the internal states of others as part of this social survival mechanism. Recent neuroscience research has validated the existence of neural circuitry supporting this empathic ability (Decety, 2011). This was first described as a perception-action model of empathy (Decety & Lamm, 2006). By perceiving another's state, the observer automatically activated the corresponding somatic and autonomic responses, such as motor actions, sensations, affect, and emotions. A robotically, interpersonal connection was thought to be established. This simulation action model of emotional processing, postulates humans understand the intentions and emotions of others by internally simulating the same psychological state (Decety, 2011; Gallese, 2009).

However, human empathic potential is more complicated than a simplistic yoking of autonomic emotions between two people. Human empathy subsumes many executive processes such as language, theory of mind, agency, and perspective taking layered on top of phylogenetically older social and emotional capacities. These newer abilities greatly expand the empathic repertoire available for the benefit of sharing concern, caring for others, and aiding others (Decety, 2011; Gallese, 2009; Nelson, 2012). This enriched empathic responding is believed to have evolved through advances in executive functioning, including the development of language. Both older and newer empathic functions contribute to a multifaceted process (Batson, 2009; Decety & Lamm, 2006). This prompted Decety (2011) to propose an integrative processing model of empathy including both a bottom-up processing of affective sharing and a top-down processing including motivation, intentions, and self-regulation factors. An integrative model offers considerable guidance to play therapists working with deeply troubled children (Decety & Jackson, 2010).

Research has also shown that socio-dramatic role playing by preschoolers and early elementary children is related to the development of empathy, cooperation, altruism, and ego resiliency (Connolly & Doyle, 1984; Gottman & Parker, 1986; Iannotti, 1978; Strayer & Roberts, 1989). In a study by Howes (1988), preschoolers who engaged in more pretend play involving role playing received higher likeability and sociality ratings from peers and teachers. And, in a study involving female undergraduates, Bohart (1977) discovered that role playing the point of view of a provocateur in a conflict situation was a more effective strategy in reducing anger and conflict than catharsis, intellectual analysis, or no treatment.

Components of Empathy

Empathy is a complex neurobiological process with both affective (low-brain) and cognitive (high-brain) components that have evolved over human's existence on the earth (Ludy-Dobson & Perry, 2010). The older, more primitive empathic functions react automatically with less discrimination, while the new higher empathic functions react slower with greater discrimination. Both primitive and evolved empathic functions have endowed us with greatly expanded survival skills. The greatest of these is our ability to understand others and form loving, caring bonds with others (Svalavitz & Perry, 2010). Though historically the neurobiological functions of empathy have not been well understood, affective neuroscience has empowered play therapists to have new insights and understandings that greatly expand our ability to play therapeutically with children (Gaskill & Perry, 2012).

Affective Aspects of Empathy

Bottom-up processing of affective aspects of empathy has been defined as an individual's personal experience of emotion resulting from observation of another's mental state. This low brain phenomenon is associated with the mirror neuron system, referred to as emotional contagion, chameleon effect, or mimicry (Rizzolatti, 2005; Shamay-Tsoory, Aharon-Peretz, & Perry, 2009). The mirror neuron system (Broca and ventral premotor cortex) with its connections to the amygdala by way of the anterior insula has been identified as playing a significant role in social interaction. This system establishes the link between the actions, intentions, and emotions of one individual with the actions, and movements of another person (Pfeifer, Iacoboni, Mazziotta, & Dapretto, 2008). Pfeifer et al. (2008) described the process as potentiating the propensity to automatically and unconsciously replicate the mental experience another. The observer's mimicry consists of synchronizing facial expressions, vocalizations, postures, mannerisms, and movements with another person, creating emotional attunement (Decety & Lamm, 2006). The muscular contractions enable the observer to recognize and understand emotional responses in others, often below the threshold of awareness (Lawrence et al., 2006). Functional imaging research demonstrated both observer and the observed activated the same brain mechanisms for processing affective and motivational aspects of experiences (Decety, 2011). Decety (2011) further observed, facial imitation produced significant levels of emotion and autonomic arousal, similar to those observed. Interestingly, Decety and Lamm (2006) indicated specific emotions were indistinguishable through visceral reactions alone, but negative affective responses resulted in stronger autonomic system reactions than positive emotions.

Automatically mimicking the motor and emotional behavior of others is the principle neural mechanism used to understand the actions, intentions, and emotions of others (Pfeifer et al., 2008). Unconscious mimicry is related to genuineness of social interactions, positive emotional responses, and affecting the mood of others (Leslie et al., 2004). Leslie et al. (2004) also found that conscious control of facial musculature during imitation activated a different neural process than unconscious mimicry. This suggests conscious imitation is analogous with “putting on a face” or masking one's intentions rather than genuine emotion. In fact, children commonly observe and imitate emotional faces of others, beginning by 10 weeks of age, and are good judges of genuineness and authenticity (Decety, 2011; Pfeifer et al., 2008).

As developmental psychology would predict, the affective aspects of empathy develop much earlier than the cognitive and regulatory aspects. Affective responsiveness is evident early in life, is involuntary, and relies on mimicry, resulting in a somatosensory resonance between the child and another (Decety, 2011). While this resonance likely has significant survival and attachment value for the child, Decety believed it could also contribute to extreme distress when the child observed individuals overly distraught, due to children's poorly developed cognitive regulating abilities. Consequently, young children must rely on caregivers to regulate their affective experience. Even grade school children lack the regulatory capacity of the mature adults; hence, they are often incapable of avoiding emotional overload when observing the distress of a valued caregiver, such as witnessing domestic violence. The inability to modulate emotional contagion can easily result in empathic over arousal, personal distress, and self-focused emotional reactions.

This is why maltreated children are viewed as more vulnerable to trauma than adults (Perry & Pollard, 1998; van der Kolk, 2006). Low brain empathic responses are functional long before cognitive empathic functions, compelling play therapists to address low brain empathic responding in play therapy. By understanding the affective process of empathy, play therapists can employ more powerful empathic strategies that impact low brain functioning, while avoiding cognitive strategies offering limited benefit at this primitive neurological level.

Cognitive Aspects of Empathy

Fortunately for human beings, empathy is not a passive affective echo of another's emotions, but involves the goals, intentions, dispositions, context, and motivations of both the actor and the observer (Rizzolatti, 2005). According to Rizzolatti, this necessitates executive processes of awareness, assessment, interpretation, regulation, and modulation of the emotional experience (top-down information processing). This cognitive regulatory process is nested in multiple brain structures and systems required to regulate bodily states, emotions, and reactivity.

Cortical structures, autonomic systems, hypothalamic-pituitary-adrenal axis, and endocrine systems, combine in complex multisystem process making advanced empathic responding possible (Decety, 2011). The cognitive capabilities of theory of mind, agency, and perspective taking, ultimately make social judgment a cognitive process (Decety & Lamm, 2006). Obviously, children's cognitive abilities develop gradually from infancy through adulthood, necessitating a developmental perspective of cognitive empathic skills for strategic play therapy intervention (Pfeifer et al., 2008).

Perspective Taking

Perspective taking is the ability to use the cognitive power of imagination to share the sensations, emotions, and actions of another person's experience. Though the observer's emotional experience is less intense, the mental connection is indispensable to empathic experience. The capacity to employ perspective taking has been linked to empathy, moral reasoning, and prosocial behavior (Decety & Lamm, 2006). Decety and Lamm (2006) additionally remarked that top-down control of one's perspective enhanced regulatory management by directing the focus of conscious attention on different aspects of the emotional experience for both observer and others. This contributed to the observer becoming more self-oriented while taking a first person perspective and becoming self-absorbed in the awareness. When focused on another's experience, other-oriented responses were amplified illustrating the power of perspective shifting.

Unlike motor mimicry or emotional contagion, perspective taking develops slowly from early childhood through adolescence, resulting from slow maturation of executive processes (Decety, 2011; Decety & Lamm, 2006). Decety and Lamm (2006) pointed out those mental processes used to monitor and control thought and action include self-regulation, planning, cognitive flexibility, and resistance to interference, all dependent on mature anterior temporal and medial frontal cortex regions. Deficits in the frontal cortex have been associated with poor social interaction, self-conscious emotions, and apathy in behavioral or cognitive tasks.

Due to executive function immaturity, young children often fail to understand that others have different feelings and experiences than their own (Selman, 1971). Selman outlined five stages of perspective taking. From 3 to 5 years of age, children understand that others can have different thoughts and feelings, but frequently confuse them. Consequently, perspective taking is difficult for young children. Steady improvement in perspective taking has been noted from 7 to 12 years of age. Between 10 to 15 years Selman described children as gaining increased skill in understanding a third-party perspective, but continue to fail at understanding how an impartial third party might view a situation. Finally, between 14 years and adulthood, children began to understand how third-party perspectives may be influenced by systems or social values. Selman elaborated, as children mature they consider multiple influences, understand differing reactions to the same situation, and can consider multiple perspectives. Elegant cognitively oriented play therapy strategies and empathic verbalizations will fail to positively impact the child if developmental maturity is not considered. Play therapists must be careful to avoid one size fits all approaches and must consider developmental age, individual differences, and the experiential history of the child.

Developmental Stages of Empathy

A progression of stages incorporating a sequence of acquired skills define the developmental stages of empathy, which are central to effective empathic responding during play therapy (Commons & Wolfsont, 2002). Progressively complex empathic behaviors emerge at each stage, beginning with infancy and ending with the adult's more cognitively sophisticated understanding of empathy. These abilities largely parallel Piaget's stages of cognitive development. Commons and Wolfsont (2002) described a series of empathic stages illustrating incremental steps toward empathic competency. From birth to 2 years of age, children primarily display reflexive reactions to distress and comforting stimuli; as well as a preference for supportive individuals (Decety, 2011). By 18 to 25 months children began sympathizing with others, even in the absence of overt emotional cues. Between 2 and 7 years of age, Commons and Wolfsont (2002) described children as empathizing with characters in a story, but confuse what is real with imaginary, frequently behaving on these erroneous perceptions. Though children match the sufferer's feelings (emotional contagion), the emotion is perceived as their own. Play therapists need to pay attention to the fact that children, even in grade school, respond to emotional contagion, but struggle with cognitive understanding and regulatory control with what they feel. From about 7 to 11 years children begin to grasp feelings inferred from expressions and situations, but motives are still egocentrically understood through their own motives in similar circumstances. Only by 11 and 16 years are children able to connect moods, expressions, and situational variables. By adolescence children are aware that emotional states influence immediate perspectives and perceptions. They are also able to imagine themselves in another's situation even when the situation is unfamiliar to them. Unfortunately most cognitive strategies employed by adults to manage distress or promote empathy are unavailable to children until adolescence.

Role of Empathy in Causing Change

Piaget (1951) said that it is through play that a civilized human being is born. Accordingly, play has been regarded as promoting a number of social qualities supporting healthy development including biological, intrapersonal, interpersonal, and sociocultural functions (O'Connor, 2000). Empathy as both a therapeutic tool and as a desirable outcome of play therapy incorporates all of these functions.

Sensory-Motor Play

O'Connor (2000) first addressed play's biologically oriented contributions to development. The human characteristic of empathy is a function of physical neurological maturation stimulated and guided heavily by the warm, nurturing interpersonal relationships with caregivers (Szalavitz & Perry, 2010). As caregiver and child become entrained with each other and engaged in repetitive, empathic, affirmative, and regulatory social play the young child's neurological system is stimulated, developed and organized. At birth, children display primary reflexive reactions to both distress and comforting stimuli. With repetitive experience, the child neurologically encodes these sensations, gradually creating enduring pleasurable and/or threatening associations (implicit memories). These early associations become a stable, unconscious, automatic barometer for gauging safety, security, and pleasure or threat, danger and displeasure (van der Kolk, 1994). Loving, nurturing, comforting tactile and empathic play with play therapists and caregivers is a vital nutrient for all children to develop empathy normally; physically, emotionally, socially and cognitively (Brown, 2009). During play therapy, as children engage in dyadic play, both the child and the play therapist make eye contact, observe facial gestures and read body movements creating a state of emotional attunement (neurological coupling of mirror neurons).

Sensory motor play significantly improves the precision and meaning derived from internal and external sensory stimuli. Maltreated children frequently have poorly organized sensory systems and are prone to sensory misperceptions, contributing to social, emotional, empathic and cognitive difficulties. Inadequate body awareness or integration of self, body, and environment are common problems with maltreated children, often observed as sensory-motor problems (van der Kolk, 1994). Physical play contributes to the development of these capabilities critical to eventual mature empathic responding. Sensory-motor play has been show to have multiple positive outcomes with deeply troubled children including gains in empathic abilities (Barfield, Dobson, Gaskill, & Perry, 2011; Hansen, 2011; van der Kolk, 2006).

Pretend Play

Evolving cognitive capacities enable children to develop competencies and to master conflicts symbolically through pretend play (Brown, 2009; Elkind, 2007). As cognitively mediated verbal skills improve, children are progressively able to recognize, label, and express emotions verbally rather than behaviorally. This sequential developmental process begins in early childhood, culminating in the capacity to assess situational variables and to understand one's own and another's perspective between 11 and 16 years (Commons & Wolfsont, 2002). Dramatic role play assists children in understanding themselves, their likes/dislikes, interests, internal reactions to life events, and an opportunity to learn how to manage themselves internally and externally while coping with life circumstances (Elkind, 2007).

Role Play

Perspective taking is a highly advanced cognitive skill enabling an individual to overcome egocentrism and understand another's point of view (Lawrence et al., 2006). The inhibitory control exerted by the prefrontal cortex during perspective taking, allows one to modify their behavior according to social expectations, encouraging social harmony. Lawrence et al. (2006) also noted that adopting another's perspective produces little overlap of emotional sharing between the initiator and the observer, resulting in increased empathic concern for the person observed. While this is a powerful regulatory ability, it is largely beyond children under 7 years. Young children tend to experience other's emotions as their own due to the influence of emotional contagion (Selman, 1971). Perspective taking according to Selman remains difficult for children between 7 and 12 years as their ability to control arousal and grasp another's point of view is still immature.

Still, children need to engage in dramatic role play to develop and strengthen the growing neurological potential. Neurological growth and development does not in itself guarantee empathic behavior if there is no opportunity to learn and practice empathic responding. During dramatic play, latency age children begin to explore, discover and rehearse thoughts, emotions, and responses for the characters they play and the circumstances they invent. An actor playing one role experiences contrasting characters played by other children as well. As characters act out the drama in the play therapy room, the child is exposed to the breadth and width of the social and relational realities in the real world, but in a protected space.

By reducing the real world to a manageable size, with limited risks, and a supportive play therapist, the child progressively gains an understanding of how social life can produce differing opinions, views, thoughts, feelings, and courses of action. With each reenactment the child becomes more socially aware, knowledgeable, and adept regarding how each character thinks, feels, and responds in a social context. With further neurological growth, new skills and social competencies become possible (sharing, taking turns, and demonstrating respect), all needing to be honed through dramatic role play.

The social repertoire of the child is greatly enhanced by the expansion of the child's verbal skills. He or she is now able to articulate thoughts, feelings and desires more effectively than by gesture alone. From these new skills an appreciation of how others feel (empathy) is born. Empathically speaking the last neurological structures to mature are those supporting comprehension of motivation and social influence. Until then, the child will understand these dynamics in terms of his or her own motives in similar circumstances.

Last, a cautionary note about the potential negative impact of perspective-taking with cognitively immature children (Lawrence et al., 2006). Perspective taking can conceivably expose a child to affective states of worry, distress or anxiety that are self-oriented, not empathically oriented, due to cognitive immaturity. Pynoos (1996) cautioned that children can be greatly affected by the anxiety of adults around them. He also listed violent content in electronic media as disturbing, since children do not have the emotional maturity to effectively regulate affective contagion. Other examples of potentially overwhelming distressing stimuli might be violent videos, movies, news media, domestic violence, criminal activity, terroristic events, or other frightening events that create strong emotional arousal, overwhelming immature regulatory abilities.

Game Play

O'Connor (2000) discussed the sociocultural functions of play as the medium through which children learn cultural norms and rules. Children's game play is normally very culturally and socially specific, engendering the cultural mores, values, and approved behavior. Observing children's spontaneous or dramatic play can be socially and culturally revealing. O'Connor added, in such play children will practice gender roles and valued behaviors; learning the thoughts, behaviors, and beliefs associated with these roles. Children are rehearsing the prescribed conduct of their society, enacting all the desired, expected, or feared situations, roles, circumstances involved in their social world. This provides them with a sense of competency, empathic understanding and mastery preparing them for adult life.

Storytelling

Stories help to facilitate children's understanding of the thoughts, feelings, and motives of others. Thus, by listening to stories, children develop empathy and compassion for others:

According to Manney (2008), it is the imaginative act of the listener/reader translating the words on the page into thoughts and feelings, enabling them to see the world through the characters' eyes and feel their feelings. It is also the recognition that humans share common bonds, goals, and aspirations. If you regularly place yourself in the shoes of different characters and experience empathy for them, this recurring behavior cannot but help to create a more empathic personality (Manney, 2008). As with a muscle, empathy gets stronger with regular exercise.

(Schaefer, 2012, p. 31)

Clinical Applications

Children who present with deficits in empathy could profit from this therapeutic power of play including children displaying symptoms of anger, conduct disorder, for example, bullying; psychopathy and autism spectrum disorders.

Strategies and Techniques

All empathic play therapy strategies must derive from the neurobiological processes outlined earlier. This includes emotional sharing of the subjective states of others and evolutionarily advanced cortical processes; including awareness of the emotion's origin, modulation of emotional experience, differentiating one's own thoughts from others, the ability to act on those thoughts, and viewing an experience from another's perspective (Decety & Meyer, 2008). The play therapist's ability to engage in developmentally matched empathic responding utilizing specific play strategies, will ultimately define the parameters of the child's ability to regulate behavior, emotion, social relationships, academic, and occupational success (Carr et al., 2003; Decety & Lamm, 2006; Gaskill & Perry, 2012; Lawrence et al., 2006; Ludy-Dobson & Perry, 2010).

Clinical Applications

Neurobiologically, empathy is a construct derived from two separate neurobiological systems (Shamay-Tsoory et al., 2008). The first to develop is the affective empathy system, strongly tied to the mirror neuron system and reactivity of the autonomous nervous system through prior positive or negative associations. The second is the cognitive empathy system, which is mediated by the executive functions of the cortex. Fortunately, research strongly supports the ability to cultivate empathic behavior in a therapeutic setting (Shirtcliff et al., 2009). While Shirtcliff et al. (2009) found adolescents benefited from treatment, young children seemed to benefit most due to the malleability of their developing brains.

For children under age 7, and any maltreated child, developing healthy affective empathetic (low-brain) associations will be the first priority. This type of play is frequently observed in the playroom in the form of developmentally regressed play. Some children may even regress to infantile behavior, baby talk, sucking on the baby bottle, wanting to be rocked or held, put to bed with a lullaby, etc. During such play the child will often watch the therapist carefully and respond gleefully to the play therapist's nurturing, affectionate, skillful care of the infant. The child and therapist have become neurologically attuned through eye contact, face-to-face gaze, soft voice tones, and gentle touch.

Neurologically the child's mirror neurons are matching the therapist's neurological state, creating for the child the sensory experiences (memories) missed earlier in development. In a manner of speaking, the child is literally encoding the neurological experience of being loved and cared for through the play with the play therapist. The child's low brain encodes warm, loving, caring associations between child and adult. What it feels like to be calm, safe, and physically at peace. These associations will become the associational template for self-regulation, caring relationships with others, and parental nurturing behavior later in the child's life. Affective empathic learning in the low brain is accomplished over countless repetitions such as these. Viola Brody (1993) captured the essence of this process when she admonished therapists not to act like the child's mother, but rather “be” the child's mother.

To illustrate empathetic responding in play therapy, a fictional case highlighting typical trauma symptoms is offered to illustrate empathic responding varying by age. The illustrative case is a 6-year-old female, referred by a foster care agency. The child is reported to act out sexually with dolls and grabs her foster mother's breasts. She displays little stranger fear, but displays startle responses frequently. She is often clingy, rejecting, possessive, and aggressive towards others. She demands being held and frequently wants a bottle. She sleeps in a fetal position under her bed or table. She gorges, hordes, purges, and is a picky eater. Her pediatrician reports the vomiting and stomach problems are behavioral, not medical. She pulls her hair out, shakes, wets, and soils during the day. The child is motorically active, sleeps poorly, and wakes during the night wandering the house. Her language development is minimal, speaking few words.

Clearly, age-appropriate state regulation is not established. She is chronically over aroused and overactive, suggesting she is unlikely to respond well to cognitively oriented play therapies at this point. Instead, the initial treatment focus will need to be affective empathic responding to quiet an overactive autonomic system. This will revolve around creating a safe, regulated, and interpersonally positive and rewarding environment for the child (Perry, 2006).

Initially play therapy must focus on affective regulatory responses, maximizing face-to-face contact, with play the therapist providing positive attention. The play therapist's facial expressions and tone of voice must match the child's affective display. The affective mirroring encourages a state of attunement, positive feelings toward the therapist, and an opportunity to begin down-regulating over stimulated low brain regions, as well as creating positive, prosocial implicit memories to be used in future sensory associational responses. Sensory-motor play, physical play, and nurturing interactions with caregivers and therapist must be encouraged multiple times a week, if not daily.

Child: “Hold me, rock me, and play like I am your baby.”

Therapist: “You're my precious little girl. I will wrap you in this warm blanket, give you all the food you need, and keep you safe until you're all grown up.” (The play therapist pretends to feeds her, makes a little bed from pillows, and covers her with a blanket.) “I will sit beside your bed to keep you safe while you sleep.” (The play therapist proceeds to rock her bed slowly and sing a favored lullaby.)

The child will also likely enjoy engaging in sensory-motor play with water, sand, mud, paints, clay, shaving cream, pudding, or other sensory materials. This can be very regressive in nature resembling the play of very young children. The sensory nature of the play may be commingled with infantile or toddler-like activities, even when the child is considerably older.

Child: “I need a bath.”

Therapist: “Hmm, I can see you're dirty from playing so hard today. I need to clean you up, so you are all clean and ready for bed. It will help you sleep all night and have good dreams.” (The therapist pretends to wash her hair with a nurturing touch, while talking in warm comforting tones, pretending to wrap her in a towel and tucking her into bed.)

Since the lower brain learns by repetition, it is important that sensory play, physical play, and soothing, calming nurturing be done as often as possible, daily is best. Parental homework assignments or adopting a filial play component (Bratton & Landreth, 1995; Landreth & Bratton, 2006) during treatment will help maximize the therapeutic outcome. However, parental homework must follow standard neurodevelopment guidelines of beginning at the lowest disorganized brain region (Gaskill & Perry, in press). Children frequently create rituals with this type of play and will repeat it over many play sessions, often insisting the play activity be done the same way each time. It is also critical to keep in mind that language and rational thought are less important to the child at this neurological level than the soothing sensory and kinesthetic calming experience played out in a predictably rich interpersonal environment. The calming somatosensory sensations, gentle touch, eye-to-eye gaze, and the warm tone of voice help regulate the child, not specific words, much like calming an infant. This becomes a precise barometer of internal and external experience used to establish a homeostatic set point that other sensory stimuli will be compared to.

For children beyond 7 years and through the latency period, cognitive aspects become clearer in play. Affective empathy and state regulation should have been established at this point, except quite possibly in severely maltreated children. Explicit, cognitive problems addressed in play therapy (guilt, shame, self-worth, control, anger, fear, loss, abandonment, etc.) are as important as the implicit, affective issues; but explicit issues require cognitive solutions. For example, during dramatic play the child may explore troubling questions regarding “why” events in his or her life happened as they did and what those things “mean.” Clearly, important cognitively mediated issues.

Child: “The baby puppy is crying. She doesn't know where her mommy went!”

Therapist: “It's scary for the puppy not to know if her mommy is coming back. It sounds like the baby puppy doesn't understand why her mommy would leave her.”

Child: “Yea, the mommy dog leaves because she likes being with the boy dogs.”

Therapist: “The baby puppy is afraid the mommy likes being with the boy dogs better than her baby puppy.”

Child: “Yea, she is afraid the mommy puppy is mad because she wet her bed.”

The child explores her fears and tries to understand her mother's thoughts and motivations regarding the perceived abandonment. She is trying to intellectually come to some sort of resolution about her circumstance.

Crafts, art projects, or scrap booking might also be employed to help a child understand her painful narrative in a way that makes sense. The child might organize papers, cards, letters, report cards, pictures, dates, people, and events into the logical segments of her life to help create a logical and realistic way to organize what happened so she can find an effective way of coping. This may help the child understand how and why she was moved from one foster home to another, who the people in her life were, who cared for her, where she lived, what she did, liked, and what she did as well as process the painful experiences.

Summary

In conclusion, empathy is a heterogeneous construct (Decety & Lamm, 2006). First, it relies on bottom-up information processing, mediated by firsthand emotional experience to create perception of another's experience, and create state memory largely in the service of primitive survival responses. In the low brain, implicit nonverbal associations have considerably greater reactive valance than language, logic, or reasoning. This low-level processing becomes the affective and perceptual foundation for later advanced cognitive processing. Secondly, empathy entails a top-down information processing allowing us to modulate and regulate our emotional response, to understand other's perspectives, and make socially appropriate decisions. By applying neuroscience concepts, play therapists have a unique opportunity to create highly effective therapeutic strategies that greatly contribute to the development of empathic qualities in children, as well as contributing to the well-being of children, their families, and society. Lest we forget, when children lack empathy, the potential cost can be cataclysmic not only for the child and family, but also for the larger community as well (Malchiodi, 2010).
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Part IV

Increases Personal Strengths

Play has been found to foster an array of personal strengths that help clients overcome both internal weaknesses and external stressors. In particular play can boost a client's development, self-control, self-esteem, creativity, and resiliency.


	Creative Problem Solving

	Resiliency

	Moral Development

	Accelerated Psychological Development







Chapter 16

Creative Problem Solving

Sandra W. Russ and Claire E. Wallace

Introduction

Children use play to solve problems. Problem solving during play is a normal part of child development. Pretend play, especially, relates to and facilitates various kinds of creative problem-solving abilities such as divergent thinking (the ability to generate a variety of ideas and solutions) and insight ability (Fisher, 1992; Russ, Fiorelli, & Spannagel, 2011). Children imagine different possibilities in play, role play different scenarios, and rehearse alternative solutions to problems. Children also express and process emotions in play and learn to regulate emotions, conquer fears, and resolve conflicts. Solving problems in daily living, often in a new way, is a type of everyday creativity (Richards, 1990). Children who engage in pretend play and who can express emotion in play are able to think flexibly, generate alternative solutions to problems, and come up with novel solutions. This ability generalizes to solving problems in daily living and coping with stress.

In therapy, the therapist can utilize the venue of play to target the presenting problems and symptoms. Play in a variety of forms is a tool that the therapist can use, in addition to talking, to help the child. Child therapists can use the natural developmental process in play therapy. As Chethik (1989) has said, play is a natural language for the young child. The child therapist needs to put the play to work, in a sense, to enable children to solve their problems.

Description of Creative Problem Solving

Pretend play is unique in that both cognitive and affective processes are involved in an active way. That is, the child is generating from scratch, ideas, stories, emotions, and emotion-laden images and is integrating these elements. One of the main cognitive processes that is involved in both pretend play and in creativity is divergent thinking. Divergent thinking is the ability to generate a variety of ideas and associations (Guilford, 1968). In pretend play, the child is practicing with divergent thinking (D. Singer & Singer, 1990). Stories have different endings and blocks become many different things. The child role plays different viewpoints and alternative solutions to problems. By practicing with this kind of thinking about real-life problems, the child gets into the habit of tackling problems in this way. One is more able to come up with good solutions to problems if many solutions can be thought of and considered. Also, pretend play involves make-believe and provides distance from the child's own situation. The action figures can act out the sibling rivalry or the family of dolls can become the child's own family. Through pretend, and labeling and interventions by the therapist, the child can come to understand cause and effect and develop a narrative around difficult life events. The boy is angry because dad left or the girl is scared because mother is sad.

Emotions are expressed in the safe arena of play. The child is in charge of the pace. Difficult feelings and memories can be expressed and thought about. Affect-themes can be played with in symbolic form. Emotions can be processed and regulated. In the normal developmental process, children use play to process emotions. In therapy, the therapist guides and intervenes to enable the child to use the play for this purpose. If emotions and emotion-themes and memories can be accessed, then the child can manipulate this content and integrate it into fantasy and real life.

Role of Creative Problem Solving in Causing Change

Russ (2004) reviewed the empirical literature and concluded that play relates to or facilitates:


	Divergent thinking ability.

	Flexibility in problem solving.

	Problem solving that requires insight ability.

	Ability to think of alternative coping strategies in dealing with daily problems.

	Experiencing positive emotions.

	Ability to think about affect themes (positive and negative).

	Ability to understand the emotions of others and take the perspective of another.

	Aspects of general adjustment.



When using play in therapy, the therapist can keep in mind the advantages of using play. An initial decision in working with a child is how directive to be in the intervention. Practice with divergent thinking can be fairly directive. Encouraging a child to think of different stories about going to the hospital or role playing alternative ways to handle teasing is a major way that change occurs. The child learns to problem solve. There is growing evidence that divergent thinking ability relates to coping ability. The ability to generate a variety of ideas relates to coping in daily life. Play has also been found to relate to coping ability. Coping refers to efforts to manage stress (Lazarus & Folkman, 1984). The link between play and divergent thinking probably partially accounts for the play and coping connection. Good divergent thinkers should be able to think of alternative solutions to real-life problems. There is some empirical support for this concept. Russ (1988) found a relationship between divergent thinking and teachers' ratings of coping in fifth-grade boys. Similarly, Carson, Bittner, Cameron, Brown, and Meyer (1994) found a significant relationship between figural divergent thinking and teachers' ratings of coping. Russ, Robins, and Christiano (1999) found a relationship between divergent thinking and quality of coping responses in a self-report scale. So there is some evidence that the ability to generate different solutions to problems is a factor in daily coping.

Engaging in play also helps children to process emotions. Because play is a natural way for emotion to be expressed, it is one of the major ways children learn to deal with emotions. Fein's (1987) concept of manipulation of affect symbols that represent experience and relationships is important in understanding affective expression in play. Affect themes are often symbolic of relationships, memories, fears, and conflicts. In play, children act out emotion-laden memories and change the scripts in innumerable ways.

Children also use play to elevate their mood. Kenealy (1989) reported that 50% of children from 4 to 11 used play strategies to feel better when they were depressed. Often, positive affect accompanies play and the child is able to engage with real pleasure.

Of particular importance to child psychotherapy, children utilize play to manage negative emotions. How does play help the child deal with fear, anger, or sadness? D. Singer and J. Singer (1990) suggested that play is reinforcing when it permits expression of positive affect and the appropriate control of negative affect. Research by Golomb and Galasso (1995) supports this idea. In a study with preschoolers, they found that when the affective valence of an imagined situation was negative, children would modify the theme to diminish their fear, such as imagining a friendly monster. In a positive affect situation, they concluded that children monitor and regulate affect in play so as not to exceed a certain threshold while still having enough emotional involvement to enjoy the play. Children are making the affect manageable through play.

J. Singer (1995) referred to Tomkins' (1970) concept of “miniaturization.” Play is a way that children “cut down the large things around it to manageable proportions” (p. 191). By creating manageable situations in a pretend, safe setting, negative emotions can be expressed. Singer proposed that children can then increase positive affect and reduce negative affect through play. This conceptualization fits with the idea that play is one way in which children learn to regulate their emotions. Waelder (1933) described the play process as one in which the child repeats an unpleasant experience over and over until it becomes manageable. As he puts it, the child “digests the event.” Erikson (1963) thought of the child as mastering traumatic events and conflicts through play.

By expressing themes that are important to the child, a new narrative is developed. Pennebaker (2002), when discussing possible reasons that expressive writing improves mental health in adults, thought that the coherence of the narrative that is constructed produces a transformation of the emotional event. A new meaning to the event is developed. New meanings are also developed in the play situation. Children are expressing emotions and developing narratives. In play therapy, the therapist helps tie the narrative to the child's own life and put the play event into a meaningful context.

Clinical Applications

There are many genres of therapy that teach creative problem solving in the course of treatment. It is recognized as a vital aspect of the therapeutic process, even for young children. In young children, problem solving is often taught via some form of play. Children who have experienced trauma can use play during treatment. Trauma-focused cognitive-behavioral therapy (TF-CBT) uses games and role play to stimulate problem solving in the final step of the PRACTICE model, “Enhancing safety and future development” (Cohen, Mannarino, & Deblinger, 2006). In the context of trauma recovery, role plays allow children to confront a variety of situations and practice generating responses. The goal is to promote confidence in children's abilities to respond to anxiety-provoking or threatening situations, aiding their trauma recovery. For younger children, the Trick Hat game was developed to create a game-like environment in the role play process (Briggs, Runyon, & Deblinger, 2011). The therapist puts pieces of paper containing various scenarios into a hat, and children must role play the scenario that they draw. In this way, the skill of problem solving is communicated in a game-like fashion that is accessible for younger children.

TF-CBT also uses play in the development of the trauma narrative (Briggs et al., 2011). Play provides some distance that permits the child to re-create aspects of the traumatic experience. Puppets or doll houses are used when the child is reluctant to talk about the anxiety-producing experience.

From a psychodynamic perspective, developing a coherent narrative is central to the structured play techniques used by Gaensbauer and Siegal (1995) with very young children. They use structured play techniques with toddlers who have experienced traumatic events. With these young children, the therapists actively structure the play to recreate the traumatic event. Gaensbauer and Siegel (1995) outlined three purposes of structured play reenactment. First, play enables the child to organize fragmented experiences into meaningful narratives. Second, the interpretive work by the therapist helps the child understand the personal meanings of the trauma. Third, there is a desensitization of the anxiety and fear and other negative emotions associated with trauma.

Gaensbauer and Siegel (1995) describe how they work with these children. They use toys that are relevant to the trauma for that particular child. For example, if the child had been in a car accident, they might use cars and a hospital room. Then they ask the child to play out “what happens next.” The therapist is very active in acting out the events along with the child. Parents are often involved in the reenactments as well and are soothing and comforting, as is the therapist. They concluded that these children would “repeatedly return to play vehicles that provide them an opportunity to express their unresolved feelings” (p. 303). They stressed that the key element that enables the child to use the play adaptively, rather than in a repetitive fashion, is the “degree to which the affects can be brought to the surface so that the child can identify them and integrate them in more adaptive ways” (p. 297).

Problem-solving skills training is particularly important in the context of child anxiety, as children experiencing anxiety are often unable to distance themselves from their emotions enough to generate a solution in a problematic situation (Pincus, Chase, Chow, Weiner, & Pian, 2011). Practice with problem solving allows children to try multiple strategies to solve a problem, break it into smaller pieces, and learn to have confidence in their ability to manage anxiety-provoking situations.

Play is a common medium for teaching problem solving in therapy with anxious children. For example, some therapists use the game Quick Decision Catch (Pincus et al., 2011). In this game, the therapist identifies a problem and tosses a ball to the child, asking the child for one solution. The child tosses the ball back to the therapist, who quickly generates another solution. Once all possible solutions are exhausted, the therapist prompts the children to choose which one they would use. This game utilizes active play with the ball to keep children engaged and positive while avoiding the lengthy rumination that often accompanies decision making in anxious children.

It is also common to use puppets to teach problem solving in the context of child anxiety. The therapist encourages the child to externalize the disorder as a puppet, for example “Mr. OCD” (Pincus et al., 2011). The children then engage in play with the puppet, using problem-solving techniques to experiment with different ways to “defeat” their disorder.

Cognitive behavioral play therapy (CBPT), developed for children ages 3 to 8 (Knell, 1993; Knell & Dasari, 2006), relies on play to adapt important components of cognitive behavioral therapy (CBT) for young children. Although CBPT is in the beginning stages of research, the model is based on extensive evidence backing the efficacy of specific principles of CBT such as problem-solving skills and coping mechanisms. CBPT uses accessible mediums to teach these skills. Psychoeducational aspects of therapy, including creative problem solving, are delivered via structured, goal-directed play (Knell & Dasari, 2011). Many sessions use puppets, to which the therapist assigns particular “problems” to be addressed. Therapists employ a coping model, which demonstrates the problem-solving process complete with errors along the way. The puppet then verbalizes a difficulty similar to that of the child and demonstrates creative problem solving. CBPT emphasizes the importance of modeling problem-solving skills as an effective way to foster cognitive and behavioral change in young children.

Psychodynamic theory and treatment focus on helping the child to re-experience unpleasant emotions in a safe setting through play. The therapist helps the child to reexperience major developmental conflicts or situational traumas in therapy. The therapist labels feelings and makes interpretations, guides the play to varying degrees, and helps with the working through process. Freedheim and Russ (1992) described the slow process of gaining access to conflict-laden content and playing it out until resolution has occurred. Chethik (1989) described the importance of the emergence of central fantasies in play. During play therapy, the child develops and elaborates fantasies that are important. The play begins to deal with past traumas and difficult situations. In the therapy, the past has a changed outcome. The therapist accepts the play, the feelings expressed, and makes interpretations that permit new solutions and new outcomes, either verbally or through play.

Empirical Support

There is a large research literature in child development that demonstrates relationships between play and a number of areas of adaptive functioning in children (see Russ, 2004, for a review). Play relates to and facilitates a number of important functions in child development, such as creative problem solving and perspective-taking (Fisher, 1992). However, there is a gap between the developmental play research literature and treatment efficacy research (Russ & Niec, 2011). Often, in treatment efficacy and effectiveness studies, the play component is not isolated, so it is difficult to determine the causal relationship between play in treatment and outcome (Russ & Niec, 2011). There are a few well-done studies that have found that focused play interventions reduce anxiety. Although these studies do not investigate mechanisms that underlie the anxiety reduction, they do point the way for research and practice (see Russ, 2004, for a review).

Phillips (1985) reviewed two studies that used puppet play to reduce anxiety in children facing surgery. Johnson and Stockdale (1975) measured Palmar Sweat Index level before and after surgery. Puppet play in the study involved playing out the surgery. They found less anxiety for the puppet play group before and after surgery. Cassell (1965) also found that anxiety was reduced before surgery for a puppet play group when compared with a no-treatment control. There were no differences after surgery. The treatment group was less disturbed during the cardiac catheterization and was more willing to return to the hospital for further treatment.

An important study by Rae, Worchel, Upchurch, Sanner, and Daniel (1989) investigated the effects of play on the adjustment of 46 children hospitalized for acute illness. Children were randomly assigned to one of four experimental groups:

1. A therapeutic play condition in which the child was encouraged to play with medical and nonmedical materials. Verbal support, reflection, and interpretation of feelings were expressed by the research assistant.

2. A diversionary play condition in which children were allowed to play with toys but fantasy play was discouraged. The toys provided did not facilitate fantasy nor did the research assistant.

3. A verbally oriented support condition in which children were encouraged to talk about feelings and anxieties. The research assistant was directive in bringing up related topics and would ask about procedures.

4. A control condition in which the research assistant had no contact with the child.



All treatment conditions consisted of two 30-minute sessions. The main result was that children in the therapeutic play group showed significantly greater reduction in self-reported hospital-related fears than the other three groups. Because this study had comparison groups that controlled for nonfantasy-based play and also controlled for verbal expression with an understanding adult, one can conclude with more certainty that the fantasy play was the element that helped the child deal with the fears.

Focused play interventions have also been effective in reducing separation anxiety in children. In a carefully controlled study, Milos and Reiss (1982) used play interventions for 64 preschoolers who were rated as high separation-anxious by their teachers. The children were randomly assigned to one of four groups. Three play groups were theme-related: the free-play group had appropriate toys; the directed-play group had the scene set with the mother doll bringing the child to school; the modeling group had the experimenter playing out a separation scene. A control group used play with toys irrelevant to separation scenes (blocks, puzzles, crayons). All children received three individual 10-minute play sessions on different days. Quality of play was also rated. The results showed that all three thematic play groups were effective in reducing separation anxiety when compared with the control group. An interesting finding was that when the free-play and directed-play groups were combined, the quality of play ratings were significantly negatively related to a posttest anxiety rating (r =−.37). High-quality play was defined as play that showed more separation themes and attempts to resolve the conflicts. It appeared that children who were good players were better able to use the play sessions to master their anxiety. They were able to play out the themes. This finding is consistent with creativity research by Dansky (1980), which found that free play facilitated creativity but only for those children who were able to use make-believe in their play.

Barnett (1984) also looked at separation anxiety and expanded on the work of Barnett and Storm (1981) in which free play was found to reduce distress in children following a conflict situation. In the 1984 study, a natural stressor was used: the first day of school. Seventy-four preschool children were observed separating from their mothers and were rated as anxious or nonanxious. These two groups were further divided into play or no-play conditions. The play condition was a free-play condition. The no-play condition was a story-listening condition. For half of the play session, play was solitary. For the other half, peers were present. The story condition was also split in a similar way. Play was rated by observers and categorized in terms of types of play. Anxiety was measured by the Palmar Sweat Index. The main result was that play significantly reduced anxiety in the high anxious group. There was no effect for the low anxious group. For the anxious children, solitary play was best in reducing anxiety. High-anxious children spent more time in fantasy play than did low-anxious children, who showed more functional and manipulative play.

These play intervention studies suggest that play helps children reduce fears and anxieties and that there is something about play itself that serves as a vehicle for change. These studies suggest that the involvement of fantasy and make-believe is involved in anxiety reduction. Children who already have good play skills can use play more effectively to reduce anxiety. For children who do not have good play skills, Russ and colleagues have been developing play interventions to improve play skills (Hoffman, 2012; Moore & Russ, 2008; Russ, Moore, & Farber, 2004). By having children play with toys and play out stories with high-fantasy content (living under water) and high affect (boy loses dog and feels sad), children have been able to increase imagination and emotional expression (Moore & Russ, 2008; Russ, Moore, & Farber, 2004). Play facilitators model pretend and affect expression and encourage the play. These techniques could be used to help a constricted child express more emotion in therapy so that the affect can be experienced in the therapy.

Russ and Pearson (2011) recommend the following for play intervention research in therapy:


	Focus on play interventions that target anxiety.

	Identify specific play techniques and develop manuals.

	Investigate mechanisms of change.

	Investigate the use of play intervention modules with specific problems and populations.



Clinical Vignette

The following is a case presentation of a 6-year-old boy with separation anxiety. This case was presented in Russ (2004, pp. 51–56), but the focus here is on this child's expression of aggression in the therapy and how that expression helped to free his imagination. John was having trouble staying in school. He would feel sick, go to the nurse's office, and come home. Interestingly, his teacher described him as the “perfect” child in terms of behavior and learning ability. The conceptualization of this case was that there were internal conflicts that were underlying the separation anxiety. He seemed anxious about underlying impulses, especially aggression. During the assessment period, John could play well in that he used fantasy and symbolism, but he did not express affect in play. Early play sessions focused on helping him have access to and express anger and aggression.


Session #3



John used clay and drawing material. He made a number of different animals that the therapist would comment on.

First, John made an alligator.

Therapist (T): What is that you are making?

Child (C): An alligator. (Turned it into something else)

T: Now what is it?

C: A swordfish.

T: Oh, a swordfish. Now what?

C: A turtle.

T: And now?

C: A hippopotamus.(Other activity)

T: What is that?

C: A dinosaur. (He showed it falling off a cliff) Now it is an angel. (He made a halo for it). (He then made something else)

C: This is a person who eats too much. He is so fat he keeps falling over because he is so heavy,

T: He's so heavy and ate so much food that he keeps falling.(Then John drew a picture)

T: What's happening there?

C: This is a giant. He is stomping on the city. Everything is on fire.

T: The giant is stomping on everything. Maybe he is mad about something.

The therapist was mainly reflecting John's activities and labeling emotion. She was trying to give him permission to use his imagination and express aggressive feelings. He alternated between aggressive animals (alligator) and nonaggressive animals (turtle). He used various venues (clay; drawing). The giant in the drawing was expressing aggression and the therapist labeled the affect.


Session #5



John went right to the clay, made forms, and smashed them. The therapist kept commenting on the act of smashing. “You really smashed that one.” Then John had one clay figure start to smash another. He would play monster and start to attack and then stop. The therapist supported his aggressive play and said, “He is going to attack” or “He is really angry.” John then put on a puppet show. The alligator and hippopotamus puppet were trying to eat the man. The man escaped.

By this fifth session, John was feeling freer to express aggression in a variety of ways. He was more able to have aggressive ideation and express it.


Session #6



John put on a puppet show. There was a father puppet and a boy puppet. First, the boy got shocked by an electrical wire and fell to the ground. Then a frog came and said, “I'll cook you for supper.” Then a snake came and started to eat his hand. Then the father puppet came and chased the creatures away. He took the boy to the hospital. Father talked to the doctors and asked what they would do. The doctors operated on the boy and the boy got better. Father took him home and they went on a trip. They climbed a mountain and got to the top. They jumped up and down and cheered.

T: The dad took care of the boy. He took him to the hospital and talked to the doctors. The boy got better. Then they climbed the mountain and were happy and proud.

Then John asked the therapist to put on a puppet show with him. He made cars out of clay and the puppets rode them. The cars went fast and the puppets had a good time.

The story with the boy and the father reflected some conflict resolution in fantasy. Father rescued the boy and the boy got better. Dad protected him and they had fun together. Although this scenario could be interpreted in a number of ways, the therapist did not interpret. The child was using the play to solve the internal problems he was struggling with. The therapist's main role was to give John permission to follow his thoughts and feelings in his play fantasies. Messer and Warren (1995) stressed that interpretation interventions and cognitive insight may not be necessary with many children. The play process enables emotion and fantasy to work together and be integrated in a new way that resolves problems. This is a kind of creative problem solving that is at a deep level and not necessarily at a conscious level.

During the final sessions, John's play was free and full of emotion. His stories were more imaginative and elaborate. He easily expressed aggression and there was positive affect in his play as well. John successfully returned to school. There was some discussion about school during the therapy, but the main therapeutic change occurred during the play.

One of the crucial decisions in using play in therapy is how much to target the presenting problem by structuring the play. In the therapy with John, the therapist did not structure the play. An alternative approach would have been to use toys that represented the school and present story stems about anxiety at school. The therapist would have presented situations and modeled possible solutions. This particular question is important to investigate in future research. How much should the therapist structure the play and how much should the therapist follow the child's lead? What approach is most effective for which kinds of children? Research should address these questions so the use of play in therapy can be refined.
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Chapter 17

Resiliency

John Seymour

Play therapy research, following trends in psychotherapy research, has moved from studies that mostly compared models of play therapy, to research focusing on the therapeutic relationship, the matching of therapeutic approaches to clients served, and the identification of therapeutic mechanisms of play therapy shared by play therapy models (Drewes, 2011). Fourteen change mechanisms in play therapy were first identified in Schaefer's (1993) Therapeutic Powers of Play. Schaefer has continued to develop this listing (Schaefer & Drewes, 2010, 2011) and in an earlier chapter of this book, expanded it to include resiliency is one of six therapeutic powers of play (along with accelerated development, self-esteem, morality, self-control, and sense of self) that contribute to increasing the personal strengths of clients.

Resiliency can be broadly understood as “the ability to withstand and rebound from disruptive life challenges” (Walsh, 2003, p. 399). Resiliency research has moved from early descriptive studies comparing children with high or low risks of adversity to more dynamic studies identifying the underlying mechanisms that promote resiliency, such as those led by Rutter (1985, 1987, 1993, 1999). Resiliency research provides a social-contextual and strengths-based approach to serving children and families facing adversity (Tedeschi & Kilmer, 2005). Resiliency research has a well-established record of describing the characteristics of resiliency and in the mechanisms of how resiliency plays both remedial and preventive roles in healthy child development (Masten & Coatsworth, 1998; Meichenbaum, 2009).

Resiliency has become a useful therapeutic lens in providing play therapy (May, 2006; Seymour, 2009) family play therapy (Seymour & Erdman, 1996), group play therapy (Alvord & Grados, 2005; Alvord, Zucker, & Grados, 2011; Chessor, 2008) and group preventive play interventions (Pedro-Carroll & Jones, 2005). Research in the psychology of play (Brown, 2009; Gray, 2011; Sutton-Smith, 1997, 2008), interpersonal neurobiology (Barfield, Dobson, Gaskill, & Perry, 2012; Perry, 2006; Perry & Hanbrick, 2008; Siegel, 2010, 2012), and play therapy (Drewes, Bratton, & Schaefer, 2011; O'Connor & Braverman, 2009; Reddy, Files-Hall, & Schaefer, 2005; Schaefer, 2011), have recently accelerated in growth, contributing to a greater understanding of resiliency as a therapeutic power of play.

Resiliency mechanisms have been shown to be experientially and relationally based (Siegel, 2012), supporting the role of play in cultivating resiliency and suggesting how play therapy can build on this natural role of play in describing how resiliency can become a therapeutic power of play applied in the clinical setting (Brooks, 2009; Masten, 2001). Resiliency mechanisms in play therapy provide an important therapeutic lens that can improve our understanding of play as a therapeutic process and suggest new ways of measuring the outcomes of these methods (Kazdin, 2009; Shirk & Russell, 1996). Resiliency as a therapeutic power of play is applied and illustrated in a final case example, with references for the play therapy methods utilized and suggestions for further study.

Description of Resiliency

Masten, Best, and Garmezy (1990) have defined resiliency as “the process of, capacity for, or outcome of successful adaptation despite challenging or threatening circumstances” (p. 426), a definition often quoted in resiliency literature. Rutter, a resiliency researcher of more than 30 years, understood resiliency as “the relative resistance to psychosocial risk experiences” (Rutter, 1999, p. 119) or as “a good outcome for someone despite their experience of situations that have been shown to carry a major risk for the development of psychopathology” (p. 120). Resiliency as a therapeutic power of play has a dual impact: the reduction of risk factors and the increase of protective factors (Rutter, 1987, 1999, 2007).

Early research on resiliency was more exploratory, describing and cataloging the individual qualities of children who were able to withstand almost any life challenge (Wright & Masten, 2006). This initial understanding of resiliency as an internal mechanism rather than an interactional mechanism fueled an unfortunate myth of a near-superhuman resilient child able to overcome almost any obstacle. As Waller (2001) explained, “Resilience is not the absence of vulnerability” (p. 292). Resiliency understood primarily as an internal mechanism can contribute to a naive approach to strength-based approaches that can seem disrespectful of a child's pain and place undue responsibility on the child lacking in resiliency. Crenshaw (2006, 2008) has made a strong case for applying strengths-based approaches in ways that do not deny, minimize, or trivialize children's suffering.

Resiliency has come to be primarily understood as an interactional mechanism (Rutter, 1999; Siegel, 2012), which places the focus on the interactional relationships between children and their social context of family, support systems, and culture (Benzies & Mychasiuk, 2009; Buckley, Thorngren, & Kleist, 1997; Johnson, 1995; Masten, 2001; Masten & Coatsworth, 1998; Ollendick & Russ, 1999; Rutter, 1999; Rutter, Pickles, Murray, & Eaves, 2001; Wright & Masten, 2006). This interactional approach provides an important bridge of understanding in applying resiliency research to clinical practice (Brooks, 2009; Walsh, 2002, 2003).

Brooks (2009) has described eight mind-sets to guide play therapists in incorporating resiliency into the therapeutic relationship and process. These principles include: Children do have the capacity to overcome adversity; charismatic adults play a significant role in cultivating resiliency in children; children are motivated from birth to learn and be successful; children all have islands of competence —special talents and capabilities that must be identified and cultivated; empathy is essential to understanding the child's experience; stories and metaphors provide a rich way of developing our understanding of children and their understanding of the world; and children benefit by helping others. These resiliency mechanisms applied through a variety of means in play therapy can improve our understanding of play in the therapeutic process and suggest ways to better match methods to specific clients (Goldstein & Brooks, 2006; Seymour, 2009; Seymour & Erdman, 1996).

Role of Resiliency in Causing Change

Play provides a number of important functions in support of human development (Piaget, 1962; Vygotsky, 1978; Winnicott, 1971, 1984) and has a long history of being incorporated into child psychotherapy (Drewes, 2006). Play is a natural interactional medium for healthy human development, providing the foundation for relationships and skills used throughout life (Brown, 2009; Russ, 2004). Sutton-Smith (2008) described the many facets of play in this way:

Play begins as a mutation of real conflicts and functions thusly forever afterwards. Play was always intended to serve a healing function whether for child or adult, making it more worthwhile to defy the depressing and dangerous aspects of life. Play is neurologically a reactive itch of the amygdala, one that responds to archetypal shock, anger, fear, disgust, and sadness. But play also includes a frontal-lobe counter, reaching for triumphant control and happiness and pride. Play begins as a major feature of mammalian evolution and remains as a major method of becoming reconciled with our being within our present universe. (p. 124)

Play includes a certain randomness and uncertainty, allowing the opportunity for reinforcing successful ways of relating and problem solving as well as opportunity for expanding the personal repertoire of coping skills. In play therapy, the play becomes transformative in providing a new perspective of self and/or environment, which is at the heart of resiliency as a therapeutic power of play.

Russ (2004) has identified four broad functions of play that the play therapist enhances in session: providing a means of expression for the child, communication and relationship building, insight and working through, and practicing new forms of expression, relating, and problem solving. Studies of play in mammals have demonstrated the importance of play in managing anxiety and developing problem solving related to threats (Siviy, 2010). Sutton-Smith (1997, 2008) has pointed out that humans, as well as certain other mammals, utilize play for the intrinsic value of joy, further contributing to resiliency and well-being.

Siegel (2012) has proposed a model of interpersonal neurobiology (IPNB) that “seeks to create an understanding of the interconnections among the brain, the mind, and our interpersonal relationships” (p. 3). Internal human development mirrors the interactions of children through their experiences and relationships, which are commonly mediated through natural play. Even the structures and functions of the developing brain are determined through experience, as the genetic legacy of the nervous system is shaped by interactions of the neurons triggered by interactions in relationships. Fredrickson's (2001, 2004) broaden-and-build theory identifies how positive emotions in relationships “fuel psychological resilience” (2004, p. 72).

Clinical Applications

Brooks (1994a, 1994b) has called for a strong link between resiliency research and clinical practice. Resiliency research provides a useful guide for providing a comprehensive and coordinated approach to working with children and their families facing adversity (Tedeschi & Kilmer, 2005). Resiliency research can help play therapists “identify the child's strengths, family and community resources available, and the processes of joining them in reinforcing the child's immediate ability to cope and longer-term ability to be prepared for the next life challenge” (Seymour, 2009, p. 75). Rutter (1999) identified eight resiliency processes that provide play therapists with an outline of how to apply play in a therapeutic relationship to enhance resiliency in the clients served.

Resiliency in Play: 1. Reducing Anxiety and Increasing Problem Solving

Rutter (1999) noted that risk factors often have a cascading effect. A child experiencing the separation of parents can also be experiencing changes in contacts with extended family, changes in school or peer relationships, and losses of meaningful activities that enhance self-efficacy, such as sharing a hobby with a parent, participating in a team sport, or developing a musical talent. In a low-income family, the separation of parents may also include missing meals, changing living arrangements, and deferring medical or dental care. Over time, these risk factors can take a significant toll. Children experiencing this cascading effect may present in play therapy with play themes of constant threats from all sides and the dilemma of limited sources. Parent interviews may be dominated with a litany of overlapping financial, relational, legal, and spiritual stressors.

With the child in play, the therapist can provide the opportunity for the child to not only express the anxiety from this cascading effect but to begin to problem solve in reducing some of the risk or identifying some of the resources needed for coping. With younger children, all of the work may be done within the metaphors of the play, such as dragons fighting over and over until allies are identified to stop the fighting. Over time, the therapist highlights the themes of support and solutions that are incorporated into the play. Cognitive-behavioral play therapy approaches can be used to structure more specific alternatives for emotional expression, change in perspective, or the rehearsal of new risk-limiting skills (Drewes, 2009; Knell, 1993, 1994, 1997, 2011).

In addressing the parent-child relationship, the therapist may help the parent in managing the identified stressors, developing positive coping responses to them, and utilizing available resources. When the cascading effect of risk factors extends well beyond the immediate family, then play therapists may need to take a greater role in case management and referrals to needed family, school, or community resources. At the very least, the play therapist will need to attend to continuity of care with other providers in serving the child and family (Seymour, 2009).

Resiliency in Play: 2. Reducing Self-Blaming

Along with moderating the direct effects of the cascade of risk described above, a second focus for resiliency-based play therapy is to help to reduce the individual client's sensitivity to risks, particularly those that are difficult to impact through the therapeutic process or coordination of services (Rutter, 1999). Clients vary in their baseline sensitivity to environmental risk, and recent research in interpersonal neurobiology has shown that ongoing stress reduces a person's ability to cope with that stress (Barfield et al., 2012; Perry, 2006; Perry & Hanbrick, 2008), and that combined with the child's cognitive level (magical thinking and overestimating one's abilities to modify stress) can lead to what O'Connor (2000) has described as a significant distortion of views of causality.

These children in play therapy may reference in their play themes of self-blaming or an exaggerated sense of responsibility. By history, they are likely to have been labeled parentified children or caretakers (Seymour, 2009). Play therapy settings, materials, and strategies for self-soothing and self-regulation are important resources to have available for these children (Hughes, 2011; Jernberg & Booth, 1999; Perry & Hanbrick, 2008; Siegel, 2010, 2012). Coming from a caretaking role, these children will vary in their response to relational invitations from the therapist, sometimes showing reluctance to engage and share the caretaking role, and sometimes with an eagerness to be relieved of the role, requiring the play therapist to show flexibility in level of directiveness (Shelby, 2010; Shelby & Felix, 2005). Cognitive-behavioral strategies can be utilized for addressing misperceptions and learning desensitization techniques (Knell, 1993, 1994, 1997, 2001; Drewes, 2009). Learning self-soothing and interactional other-soothing skills to moderate the effects of environmental risks are also utilized in parent-child psychotherapies such as parent-child interactional therapy (Cohen, Mannarino, & Deblinger, 2006) and trauma-focused cognitive behavioral therapy (Cohen, Mannarino, Berliner, & Deblinger, 2000).

Resiliency in Play: 3. Reducing Blaming by Others

A child's sensitivity to risk can also be interpersonally reinforced, through blame by others, often with their own exaggerated sense of what the child can be responsible for at any particular age (Rutter, 1999). A child in play may reference self-blaming themes, or be self-deprecating in interactions with the therapist. Family patterns of scapegoating particular children may be reported to or observed by the play therapist in family interviews. Gil (1994) described a cycle of anxiety between parent and child, where each can trigger the other's anxiety, leading to more anxiety-provoking behaviors. A circle of anger and blame that further intensifies the experience of anxiety can harden interpersonal perceptions between family members, making it difficult to notice opportunities for changes that can bring relief to the relationship.

Parents may benefit from having the therapist directly address parent sensitivity and misperceptions of the child's behaviors. Parents may benefit from their own psychotherapy to work in tandem with child and parent-child work. Parents can develop new skills in relating to their children and cultivate better attachment through approaches such as Theraplay With Families (Munns, 2000, 2009, 2011), Family Play Therapy (Gil, 1994; Gil & Sobol, 2000; Schaefer & Carey, 1994; Seymour & Erdman, 1996), Filial Therapy (Guerney, 1991, 1997; VanFleet, 1994a, 1994b, 2000), and Child Parent Relationship Therapy (Landreth & Bratton, 2006a, 2006b). Social reinforcement of a child's self-criticism can occur with extended family, peers, and school relationships. Play therapists may find it helpful to address these concerns of scapegoating in extended family or school settings, either through direct consultation or through guiding the parent in addressing these concerns (Seymour, 2009).

Resiliency in Play: 4. Reducing Isolation and Enhancing Attachment

A spiraling history of negative events can cause a ripple effect on the child (Rutter, 1999). In play therapy, these children may be difficult to engage, and may exhibit signs of attachment problems, social withdrawal, and a lack of responsiveness to a variety of play materials and relational invitations to engage in play. Some children may present with hyperactivity, impulsivity, and frantic or chaotic play patterns. These are children who will need a high degree of flexibility from the therapist in matching their ability to engage. They may respond well to a well-stocked playroom that offers a wide range of opportunities to engage, or they may benefit more from having a less stimulating play setting with a few play materials well chosen to their age, developmental level, and therapeutic needs.

Crenshaw (2006) has described two levels of engaging children in play therapy, depending on the receptiveness of the child. While these slow to engage children may have clinical needs served by the more painful and traumatic work of the invitational track, it may be that an extended period of time will need to be spent in the coping track, supporting a child's strengths, helping the child shore up adaptive defenses, and helping the child develop more prosocial skills and problem solving abilities prior to addressing what has caused the most hurt. Frederickson (2001, 2004) has demonstrated how mind-sets triggered by negative emotions lead to fight, flee, or freeze responses, reducing a person's ability to consider alternative views, take positive actions, or rally personal strengths. Resiliency as a therapeutic power of play provides guidance in providing play experiences that maximize a child's strengths, allowing more energy to be used in doing the more difficult work. As with the previous resiliency process, parent-child interventions aimed at calming the parents in order to calm the child can be very effective, through use of parent-child models such as Theraplay With Families, Family Play Therapy, Filial Therapy, and Child Parent Relationship Therapy.

Resiliency in Play: 5. Increasing Self-Esteem and Self-Efficacy

Rutter (1999) has observed that the negative chain reactions can also be addressed through the development of positive chain reactions. Initial steps taken by children and parents that are met with some feeling of comfort and enjoyment or some sense of personal accomplishment tend to be reinforcing, as a growing sense of self-esteem and self-efficacy leads to additional change. Children begin to demonstrate this in play therapy by showing more confidence and initiative in their play and showing glimpses of satisfaction with the results of their play. These small successes in the play therapy room can translate to new successes in school and family life.

Resiliency research by Brooks (2009) describes the importance of helping children and their families identify islands of competence for the child: special talents, skills, interests, or qualities of the child that can encourage and challenge the child toward mastery. As these islands of competence are identified, the play therapy setting provides an initial opportunity for the child to experience success and positive feedback for their efforts. Through consultation with parents, extended family, and school, these islands of competence and the accompanying sense of accomplishment can continue to grow and become self-sustaining sources of strength.

Fredrickson's (2001, 2004) Broaden-and-Build Theory of Positive Emotions provides a model of how the emotions of joy, interest, contentment, and love contribute to a person's potential for further growth: “positive emotions broaden an individual's momentary thought-action repertoire: joy sparks the urge to play, interest sparks the urge to explore, contentment sparks the urge to savour and integrate, and love sparks a recurring cycle of each of these urges within safe, close relationships” (2004, p. 1367). With broadened mind-sets comes a broadened thought-action repertoire and access to social support, enhancing the person's strengths, which can be called on when risk factors are particularly high. As with the resiliency process of reducing negative chains, play therapists can utilize parent-child models such as Theraplay With Families, Family Play Therapy, Filial Therapy, and Child Parent Relationship Therapy to help families extend their successes in the playroom to the larger world.

Resiliency in Play: 6. Creative Play Fosters Creative Problem Solving

As children and their families develop some successes, the next challenge in the resiliency process is to help them sustain these initial efforts of growth as they move from the play therapy room to family, school, and social settings (Rutter, 1999). In the playroom, themes of threats and helplessness begin to give way to themes of mastery, with a shift toward more hopeful and future-based plans. Sometimes, play therapy sessions considered successful are followed in the next session with reports of disappointments and setbacks, as the child finds it more challenging to sustain their newly found strengths and skills at home, at school, or with friends. Even setbacks can be reframed as opportunities and turning points (Seymour & Erdman, 1996). Play provides the setting and the relationship to express disappointment, reduce the anxiety of new risks, and rehearse new efforts at translating therapeutic progress into life progress.

Webb (2007) has recommended that therapists also help children and their parents identify trusting and positive resources in their social and family settings, not only to reinforce positive change in those settings, but to also address a common pattern of highly stressed families becoming increasingly isolated from support systems. Using a systemic understanding of problems, Walsh (2002, 2003) uses a reframing of setbacks to opportunities, helping to neutralize the risk for children and family members trying new coping behaviors that initially can be almost as uncomfortable as having the problems that they wanted to address. Play provides a safe venue for children and parents to review and rehearse their responses following disappointments, providing an increased sense of confidence as well as concrete guidance on skills to apply to problems faced.

Resiliency in Play: 7. Enhancing Nurturing Relationships Beyond the Playroom

Once resiliency has begun to be fostered in the therapeutic relationship, attention needs to shift making sure that children will have nurturing relationships beyond the playroom (Rutter, 1999). In play, children begin to show their desire for these additional experiences as play begins to include caretaking figures in the play, signs of positive peer interactions, and the child's growing ability to initiate and sustain the play therapy relationship. Themes of danger or threat begin to give way to themes of safety and security. Dialogues among different characters in play become more spontaneous and less stereotyped, with a greater range of affect. Children may become more active recruiters for their play, sometimes working to include a less engaged parent, and sometimes even trying to include others in the waiting room or staff members in the therapy office. They just have to have a play partner, illustrating once again how positive affect supports resiliency as a therapeutic power of play (Fredrickson & Losada, 2005).

Play therapists can extend this therapeutic power of play beyond the playroom through assisting families in making wise and balanced choices of activities and relationships that enhance the child's self-esteem and self-efficacy. Brooks (2009) has emphasized the importance of a charismatic adult in the life of a child, a person (parent, caretaker, or other significant adult) who can provide a consistently positive relationship for the child, promoting the child's abilities to cope with the stresses in life.

Resiliency in Play: 8. Learning to Make Meaning of Life's Experiences

There is growing evidence in resiliency research that in order for growth to be maintained, that the cognitive and affective processing of the experience is important to reducing the risk and strengthening self-esteem and positive relationships (Rutter, 1999). Children in play therapy working on this resiliency process will often provide a narration or story of their play. What was once the reflective feedback of the therapist has been transformed into active meaning-making by the child. Earlier play themes become the source material of stories, metaphors that become transformational for the child and reinforce meaning, strengths, and relationships. Cattanach (2008) described a number of approaches to actively engaging children in collaborative storytelling to create a narrative that makes the events of life, and the child's role in those events, make more sense. Freeman, Epston, and Lobovits (1997) have shown how problem-saturated stories of family life can be transformed to strengths-based stories for the child and family members.

This final resiliency process is a meta-process incorporating the other seven processes through providing a coherent narrative of self and world that provides an internal sense of personal confirmation and self-reward. In Siegel's (2012) model of interpersonal neurobiology, the linkage of neuronal paths of the developing brain are co-created experientially between the mind and the world, and given meaning through relationships. This linkage of brain, body, mind, and relationships provides integration that supports the resiliency process. “Each person enters a state of interhemispheric integration which is facilitated by interpersonal communication” (p. 374). Through the creating of shared narrative, resiliency as a therapeutic power of play has moved the child from a very private starting point when facing adversity to a very public end point with a confident sense of one's self, a repertoire of embodied strengths, and a solid connection to family and social support.

Empirical Support

Kazdin (2009) has pointed out that while there is a wealth of research literature on child psychotherapies, our empirical understanding of the process and outcomes are still limited. There continues to be debates regarding the best methods of research and practice to support convincing research, but efforts have intensified (Steele, Elkin, & Roberts, 2008). For play-based and play therapy interventions, there has been a growing literature of studies over the past 25 years (Reddy et al., 2005). Meta-analytic studies have been done showing the benefit of play interventions (Bratton & Ray, 2000; Bratton, Ray, Rhine, & Jones, 2005; LeBlanc & Ritchie, 1999; Ray, Bratton, Rhine, & Jones, 2001). These studies, along with the first published text of empirically validated play interventions by Reddy, Files-Hall, and Schaefer (2005), have provided a significant foundation for more rigorous outcome research in the coming years.

Kazdin (2009), in a review of research on therapeutic processes in child therapy, observed that the focus needs to be on the mechanisms of therapeutic change, so continued efforts to describe these therapeutic powers of play can lead to studies focused on how and why these therapeutic powers work. With this lack of studies specific to play interventions and enhancing resiliency, current available research can be summarized in support of continued clinical use of resiliency processes in play therapy while the research questions and methods are clarified for research meeting the standards of evidence-based practice.

These observations include:


	Along with descriptive clinical studies of using resiliency concepts in play therapy (Seymour, 2009; Seymour & Erdman, 1996), there is a beginning of evidence-based research using resiliency concepts in play therapy (Alvord & Grados, 2005; Alvord, Zucker, & Grados, 2011; Chessor, 2008; Pedro-Carroll & Jones, 2005).

	Resiliency research has been well-established and the mechanisms of resiliency have been successfully studied in a variety of settings and have shown that enhancing resiliency improves outcomes (Rutter, 1998; Rutter et al., 2001; Werner, 1993).

	Resiliency research shares a number of domains with other well-established research areas, including research in attachment, authoritative parenting, intelligence, self-regulation, self-efficacy, pleasure in mastery, intrinsic motivation, and positive psychology (Masten, 2001).

	Play research has successfully demonstrated the role of play in cultivating resiliency, as well as other therapeutic powers of play (Russ, 2004).

	Recent research in interpersonal neurobiology (Siegel, 2010, 2012) has provided an important bridge between human development and relationships that demonstrate the importance of play and that can provide details on the functions of play that can help us better define the therapeutic mechanisms of play therapy.



Clinical Vignette

Matt, age 11, and Luci, age 5, were referred for play therapy by child protective services, following their removal from their mother's custody and foster care placement with an aunt and uncle. Matt and Luci had very limited contact with their father, who had been in and out of jail for theft and drug charges. Just prior to removal from their mother, they had been living with her in a one-room apartment, receiving limited financial support from government sources, and supplemented with the mother's income through drug dealing. Between the parents' criminal activities and their own addictions, the children were left to care for each other, with Matt taking a parental role to his sister Luci, and frequently to their mother. As the family had gotten more deeply into criminal activity, contact with extended family had been curtailed. When the children were removed, child protection workers described terrible living conditions in the apartment and limited food and few belongings for the children. The children showed signs of neglect and poor nourishment, but were in remarkably good health considering the living conditions.

Initially, the aunt and uncle were seen for a family intake interview, with play evaluation sessions that included time with both adults and both children, both siblings, and then Matt and Luci individually. After that, sessions were varied in who was included and the degree to which the time was spent in parent consultation, play therapy with the children (separately and individually), or family play therapy with the adults and children. During the course of working with this family, Rutter's (1999) eight resiliency processes were addressed at various times during the 18 months of working with the family. These resiliency processes can be applied in a number of ways in play therapy, as illustrated below.

Resiliency in Play: 1. Reducing Anxiety and Increasing Problem Solving

Some of the cascading effects of risk factors with Matt and Luci were addressed by child protective services in removing them from a setting that had become unsafe and neglectful, while separation from a parent and difficulties in placement can become new risks in themselves. That made it important for the children and their new in-family foster parents to be referred for personalized psychotherapy services in addition to the casework being done by state and county social workers. Initially, both children presented with themes of danger and unpredictability in their play, with Matt cycling through numerous momentary stories of battles between play figures. When in session together, Matt would typically take on a caretaking role to Luci, sometimes at his initiative and sometimes at Luci's prompting, including her in his battle play or explaining to her how she could play in the playroom. When the adults and children were seen together, initial play sessions appeared to be rather haphazard, with the children and adults appearing to be uncertain with quite what to do with the play setting, or with each other. Initial sessions that included adults and children gave the therapist opportunities for informal assessment, in observing the children in play, interactions with each other, and interactions with the adults in the room (foster parents and therapist). Establishing a safe therapeutic environment for each child and each foster parent was a crucial first step in reducing the cascade of risk factors.

Resiliency in Play: 2. Reducing Self-Blaming

At the time the children were removed from the home, Luci was the one who had shown more visible signs of neglect. She had low energy, symptoms of a respiratory infection, and was low on the height/weight growth chart for her age. The foster parents reported that she tended to resist their attempts to console her when she would be upset, and appeared to be less interested in social engagement. In a first individual play session, Luci rapidly made a simple Lego child figure and then placed the large clear play materials container over the child figure. When done, she sat back, quietly breathing what appeared to be a sigh of relief. After a few moments, she commented that the child figure was now safe in a protective shield, “where nobody bad can get in.” With other play figures, she illustrated how plastic animals and other Lego people could not break through. This shielded child metaphor, with slight variation became a regular part of early sessions with Luci. She experimented with ways that the animals and people could get through the shield, and sometimes the shield would go away for a brief time, and then return. After several sessions, the shield disappeared, the animals and people interacted, and while that particular physical representation of the shield never returned in play, the theme of protective shielding became an important explanatory metaphor for Luci in her play therapy.

Recent findings in interpersonal neurobiology (Barfield et al., 2012; Perry, 2006; Perry & Hanbrick, 2008; Siegel, 2010, 2012), have stressed the importance of helping children from chronic stress settings develop abilities to self-soothe during times of distress. For Matt, experiences of active physical play provided an initial step toward self-regulation. For Luci, experiences of play that included simple relaxation techniques helped her to be less reactive to her environment and more able to self-regulate. These initial lessons of the playroom were transferred to home and school by the therapist assisting parents and teachers to provide these types of moments for Matt and Luci to better self-regulate in those settings.

Resiliency in Play: 3. Reducing Blaming by Others

Matt showed less visible signs of neglect, and appeared to have more energy, more resourcefulness, and a more outgoing social style than Luci. While these were certainly strengths for him, these strengths contributed to Matt playing a caretaking role in his family, with both Luci and his mother looking to him to “take care of things.” In initial play sessions, Matt presented as being helpful and reassuring to Luci, and made special efforts to help his foster parents answer some of the therapist's questions about the family history. It appeared to be a role that he had played well in helping his family, but it was coming at the expense of his not being able to just be his own age of 11. Other than playing out battles with more aggressive play materials, Matt had expressed disinterest, even some disdain, for the other choices of play materials in the room, which were seen as “kid stuff.” However, the presence of these varied play materials provided an environmental cue that over several sessions reminded Matt that not only was he 11, but maybe he had missed some playing along the way while he was caretaking. He began to use a greater variety of play materials, and his themes broadened from battles to including more positive interactions. He actively engaged the therapist in simple skill games with foam balls and invented targets, and he would also engage the foster parents in play when they would be in session. Play began to help Matt experience his own age again, rediscover some simple ways to relax and enjoy himself, and engage in a positive manner with adults where he could have a playful rather than caretaking role.

Resiliency in Play: 4. Reducing Isolation and Enhancing Attachment

While Matt and Luci were siblings with much shared history, they were at very different developmental ages and they had very different styles of relating. Broadly, Matt had responded to the many stresses in life by increasing his personal sense of responsibility, trying to reduce the risks by winning the risk battle. Luci had responded with a more protective style, responding by trying to separate herself from sources of risk, which would result in her being more isolated. Each child had a style of reducing risk that was adaptive, up to a point. Whether it was Matt's battling style or Luci's withdrawing style, over time their efforts at fight or flight would eventually increase the risks. Crenshaw's (2006) understanding of a coping track and invitational track in play therapy guided the therapist in matching therapeutic approaches to the child's style. The therapist was able to fairly quickly establish rapport with the more social Matt, yet it took quite some time on the coping track for Matt to feel safe enough to relinquish some of his caretaking role and be able to do the more challenging work of the invitational track. Luci also spent a great deal of time on the coping track, which was likely from the combination of age, her sensitivity to subtle cues in her environment, and her less developed social skills. She, too, was able to move to the invitational track. Parent education with the foster parents regarding these differences in style helped them to better respond to these differences at home, which reinforced efforts in sessions.

Resiliency in Play: 5. Increasing Self-Esteem and Self-Efficacy

As the parents were able to establish more of a routine for the children and to better customize their interactions to the children's individual needs, the progress in play therapy sessions began to move more into family and school life. Foster parents were assisted by the therapist in representing the needs of the children to the teachers and staff at the children's school, which helped them be more responsive and supportive of the children's efforts in behavior and academics. Each child began to identify what Brooks (2009) termed an island of competence, with Matt (now 12 and in middle school) expressing an interest in music and having an opportunity to learn an instrument in beginner band at school. Luci (now 6 and in first grade), had discovered a love of science, and had a particular fascination of how animals protect themselves—whether by fur, protective coloration, or hard shells—and would come to sessions reporting her latest scientific finds on this subject. For each child in his and her own way, these new activities incorporated both old therapeutic themes as well as new adaptations of those themes at a metaphorical level, illustrating how play can lead to broadened thought-action repertoires in all aspects of life (Fredrickson, 2004, 2008).

Resiliency Process 6: Opening Opportunities and Maximizing Turning Points

Moving play therapy successes beyond the playroom and the broadening of thought-action repertoires led Matt and Luci to new levels of being able to see challenges as new opportunities for growth, beyond simply the risks, and as turning points that have thought and behavioral choices beyond the basic three of fight, flight, or freeze. For Matt and Luci, play had become a transforming power in their lives. The therapist worked closely with the foster parents to help them to reframe these challenges to opportunities for themselves and the children (Walsh, 2002, 2003) so that they could help Matt and Luci continue to develop their problem-solving skills in the face of day-to-day adversity. As Webb (2007) has suggested, the therapist also helped the foster parents as well as the children, to identify additional sources of support for the family, whether through the extended family, school, community organization, or faith group. For Matt and Luci's foster parents, the therapist consulted with them in practicing the best ways of communicating the needs of the children to other helpers in their lives. With Matt and Luci, the therapist often used simple role-plays to rehearse new ways of thinking or behaving in the playroom prior to trying them at home or at school.

Resiliency in Play: 7. Enhancing Nurturing Relationships Beyond the Playroom

These initial successes with expanded support in the larger social system led to discussions with the foster parents about Brooks' (2009) concept of the charismatic adult, and some initial identification of who these persons may be (or become) for Matt and Luci. A second aunt and uncle were identified for their nurturing qualities. For each child, a teacher was identified as a potential candidate, with Matt's potential candidate being his beginner band teacher. Foster parents were encouraged to continue in the basic efforts that they had made in the first weeks of the children's arrival in their home: providing basic daily routines, defining roles and age-appropriate responsibilities for each family member, and developing regular times for each child to have some unique time with each parent, as well as occasional time for just the foster parents as a couple. The routines that initially provide the safe and supportive environment to begin working as a family become the very routines that will sustain the progress made by the family. Matt's and Luci's foster parents need the information and encouragement for the long-term support needed for Matt and Luci to sustain their resiliency resources.

Resiliency in Play: 8. Learning to Make Meaning of Life's Experiences

In play therapy with Matt and Luci, making meaning of experiences moved from early reflective responses by the therapist in helping Matt and Luci develop language for their experiences, to curious questions and suggestions in their play, to more complex meaning-making through reframing and metaphors. A theme of “searching” occurred in various ways in Matt's play throughout the 18 months, beginning with storylines of desperate searching for resources (soldiers for help, animals looking for food) that reflected his own concerns to more creative and problem-solving themes where resources were found, with one of his favorite recurring stories being told with the toy helicopters doing search-and-rescue operations. His talent for finding resources for others now included searching for—and finding—his own resources. For Luci, her theme of “protection” illustrated in her very first session continued to be repeated in various ways, to her later interest in animal protective mechanisms, which often had a more-than-coincidental comparison between the metaphorical meaning and her newly developed adaptive skills for adversity.

These illustrations from working with Matt, Luci, and their family demonstrate how resiliency, as a therapeutic power of play, guided the therapist in guiding the children and their family members from a private starting point when facing adversity to a public end point with a confident sense of one's self, a repertoire of embodied strengths, and a solid connection to family and social support. Resiliency, as a therapeutic power of play, incorporates important principles from the major theories of play therapy, and yet it also transcends the major therapies, making resiliency applicable to a wide range of therapeutic models. The eight resiliency processes of Rutter (1999) give a new lens for viewing how change occurs in play therapy, allowing play therapists from various models to make better informed decisions in responding to the child's play (Seymour, 2006; Seymour & Erdman, 1996).
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Chapter 18

Moral Development

Jill Packman

A moral being is one who is capable of reflecting on his past actions and their motives—of approving of some and disapproving of others.

—Charles Darwin

Morality is the foundation of all civilization. Laws are based on the common concept of what the collective society views as acceptable. Citizens of a society consent to abide by these laws and rules either explicitly or implicitly. When people decide to act in a way that goes against the common laws, the group is forced to reevaluate these laws.

Children are born into a society and its laws. Some laws are followed for fear of punishment; some because the individual is taught and acknowledges what is right and wrong. Others follow an internal compass. Rules are broken for similar reasons: some for a disregard for the rules themselves, some for a preference for what is earned when the rule is broken and a disregard for the consequence, some for a lack of regard for others. Finally, rules and laws may be broken for an understanding that in particular instances, laws may not be the best solution.

How are these decisions made? How does one decide to abide by or break a rule? Can this skill be taught or modified or is it a factor of biology? Play therapy is an intervention with children that has been used to treat many issues. However, little is written about the impact play therapy has on the moral development of children.

Description of Moral Development

Piaget's theory of moral development developed from the observations of children's play. He noticed children placing different values on rules, and weighing these values relative to their developmental levels. He theorized that children progress through moral development in a similar manner to cognitive development. Their perspectives change as they interact with other children and as they progress cognitively. Moral understanding and development cannot happen without cognitive development (Piaget, 1965).

Initially, young children are heteronomous. This term refers to a strict adherence to the rules of authority. A child in this stage of development is quite egocentric and is unable to see another's perspective. Additionally, children in the heteronomous stage of moral development believe in “imminent justice,” where justice is instantaneous and handed down from an authority figure.

Piaget's observations led him to believe that through interacting with other children, children were able to begin to see other perspectives. This he considered the autonomous stage of moral development. Children at this stage have cognitively developed to the point of being able to reason and consider rules critically. When children understand the “why” of a rule and the mutuality of rules, they are more likely to abide by them.

Kohlberg's theory of moral development is perhaps the most well known and often debated. Kohlberg (2008) expanded on Piaget's theory of moral development making it both more elaborate and extending beyond young children in to adolescence. Kohlberg believed that moral development continued beyond childhood and included the understanding of justice, rights, equality and human welfare (Kohlberg, 2008).

Kohlberg stated that movement through the six stages happens in sequence and is always forward moving. Once children are able to progress to the next stage, they are unable to go backward. In Kohlberg's theory, there are three general levels and two stages within each level. Level 1 is the preconventional level. This level is characterized by concrete, egocentric perspectives. The first stage in the preconventional level is heteronomous orientation. Similar to Piaget's stage of the same name, Kohlberg's heteronomous stage is characterized by avoiding punishment and the inability to see another's perspective. Stage 2 is characterized by a child beginning to see another's perspective. Referred to as individualism and exchange, this stage allows children to experience reciprocity. Children begin to understand that if they want what you have, they had better provide you with something you want as a trade. A child at this stage can only take on one other person's perspective at a time and is beginning to understand that others will have differing opinions and that what is “right” is relative. The conventional level is the second level of Kohlberg's theory. This level is characterized by the child's ability to know what the rules are and to act based on what society sees as right and wrong. Children in Stage 3 begin to develop a sense of empathy, trust, love, and a concern for others. Their perspectives are shaped by their family rather than societal roles. They view people who are close to them in the context of stereotypical roles (Kohlberg, 2008).

When children reach Stage 4, they begin to consider the general society and to follow laws. At this stage, it is a struggle when societal laws conflict with basic human rights. When this conflict occurs, an individual is forced to deal with breaking the law or conform to societal rules. The third level is postconventional. In this level, people consider their own personal values rather than the rules set for them by an outside source. Not all individuals reach this level of moral development (Kohlberg, 2008).

Stage 5 occurs in late adolescence or early adulthood. Here people begin to think about society as a hypothetical and think about what an ideal society would look like, not just about what rules and laws exist. In this stage, idealism lies in the goal of changing and improving society as a whole. By Stage 6, which is largely considered theoretical and has not been empirically supported, the goal is to learn to be able to take the perspective and emotions of all parties involved and make a decision based on all the information presented. Formation of an altruistic society based on the principals of fairness and human welfare (Kohlberg, 2008).

Those who believed that his theory was biased toward women criticized Kohlberg's theory. Carol Gilligan (1982) emphasized gender differences proposing that women's moral development is likely focused on a morality of caring (nonviolence) versus a morality of justice (equality). The moral development of women is focused on relationships and therefore girls' development should focus on interpersonal relationships (Gilligan, 1982).

Empathy

While moral development is differentiated from empathy in research, the two are inextricably connected. Eisenberg and Fabes (1998) define empathy as:

An affective reaction that stems from the apprehension or comprehension of another's emotional state or condition, and that is identical or very similar to what the other person is feeling or would be expected to feel. (p. 702)

Eisenberg (2000) stated that guilt and shame are paramount in the development of morality. Other emotions linked to moral development include empathy, anger, and fearfulness. These feelings appear to be important because for people to feel guilty or shameful, they have most likely violated some social norm and are aware that others may judge them for this transgression (Eisenberg & Morris, 2001; Zhou et al., 2002).

In Kohlberg's now famous moral dilemmas, the most familiar of which is the Heinz Dilemma, readers are asked what Heinz should do. The scenario describes a man whose wife is dying of cancer. He cannot afford the treatment and asks the pharmacist for assistance. When the pharmacist says, “no,” Heinz is left trying to decide what to do. Readers are asked not only to say what they would do, but also why they would make that choice. The moral reasoning is examined. To make a decision in higher moral development stages, readers have to consider each character's feelings and understand the situation from their perspective. What is considered is the individual's ability or inability to empathize with both Heinz and the pharmacist and how that drives decision making. Therefore, moral development is about understanding why and how we make challenging decisions and being able to understand another person's perspective.

In studying the moral development of juvenile delinquents, for many, the focus on research is prosocial versus antisocial behavior and the role of empathy in those behaviors (Barriga, Sullivan-Cossetti, & Gibbs, 2009). In prosocial behavior, empathy is present. Individuals understand how their actions may affect another and seek to avoid harm of another being. However, in antisocial behavior, there is a lack of empathy or a lack of remorse and caring about another.

In young children, empathy and feelings develop before cognition. An infant can hear another child nearby cry and will begin to cry as well. Additionally, infants begin to match their parents' facial expressions and moods through attachment at a very young age. These mirror neuron systems begin to develop early and continue to develop through late adolescence (Kristjánsson, 2004). The mirror neuron systems, while a primitive expression of empathic response, lay the foundation for future empathy development.

The inability to identify the emotions of others and a lack of emotional matching are largely seen in children diagnosed with conduct disorder (Barriga et al., 2009). The lack of moral development and identification of feeling in late adolescence or adulthood is a major diagnostic factor in antisocial personality disorder (Diagnostic and Statistical Manual IV-TR; American Psychiatric Association, 2000). Often, interventions for juvenile delinquents or children diagnosed with conduct disorder, focus on empathy development to improve moral reasoning and development.

Neurobiology

Medical advances have brought together the sciences of psychology and medicine. Today, we are able to determine where and how certain psychological constructs “look” and develop in the brain. The initial system that is responsible for the infant's ability to respond to emotion is the limbic system. Linked to the fight or flight response, the limbic system is reflexive. As people develop, responses become less limbic and more frontal lobe directed. This causes responses to be less about reactions and more executive functioning. The development of the prefrontal cortex is not complete until at least late adolescence, early adulthood if ever. This corresponds with the theories of moral development (Shirtcliff et al., 2009).

Within the limbic system, researchers have narrowed responsiveness of emotion down to the area of the amygdala. When in high-stress situations, the amygdala is constantly activated creating discomfort. Individuals with reduced empathy reactions often show a reduction in functioning of the amygdala. In contrast, typical reaction to activation of the amygdala during heightened stimuli causes people to want to avoid such situations. For example, a calloused thief would not have that same activation of the amygdala, would not experience the same discomfort, and may not try to avoid the situation whereas a typical person would experience discomfort and work to avoid this reaction. This hyporeactivity of the amygdala creates comfort in situations typical people find uncomfortable (Shirtcliff et al., 2009).

Empathy and moral development involves projecting oneself into the situation of another, so to determine the neurological processes we must consider how connected first-person emotional responses are to third-person emotional reactions. Decety and Jackson (2004) describe empathy as the ability to identify with another person's emotional state while being able to maintain the self.

Role of Moral Development in Causing Change

Play therapy is a developmentally sensitive approach to working with children (Landreth, 2002). Because children do not have the cognitive ability to put their concerns into words, they play out their problems. Words are abstract symbols for concrete things. Children who are in the preoperational, operational, or concrete stages of development do not yet have the ability to make these cognitive leaps. This is demonstrated when a child misbehaves: Adults will ask a child “why” they did something and then become frustrated when the child responds with, “I don't know.” It is true, though, that children do not know how to express why they did something in abstract words.

To facilitate children's development, we must first meet them where they are. To try to talk “about” things to children is asking them to remember an abstract concept. Although specific events that happen at home or school will not “reoccur” in the playroom, situations that elicit similar emotions or reactions will. The playroom is a microcosm for a child's world (Landreth, 2002). Children who are angry become angry in the playroom. Children who are sad are sad in the playroom. There is little to no concern that a therapist needs to talk to a child about what occurred. It is not developmentally sound (Piaget, 1965).

Once children are met on their own developmental level, learning occurs. We would never consider putting a preschooler in an elementary level classroom. The obvious response is, “They would not be able to learn.” The same is true for moral learning. Cognitive development has to be a consideration when working with children on moral development (Kohlberg, 2008; Piaget, 1965).

Both Piaget and Kohlberg described the need for interaction and relationship for moral development to occur. Kohlberg advocated for moral education, which encompasses a facilitator leading discussions that focus on understanding differing views, and encourages people to express their views and perspective so that others can understand them. Bandura described moral development from a social model; he believed that children learn from modeling, interactions and from action (Kristjánsson, 2004). One has to interact to develop a moral compass.

Individual Play Therapy Techniques

In play therapy, the relationship between the child and the therapist is paramount (Landreth, 2002). The play therapist uses play and toys to allow children to express their perspective and uses reflections to deepen their understanding of motivation and inner dialogue. When the therapist reflects the children's emotions as they play, they are building an emotional vocabulary. Emotions are experienced physically. When the therapist is giving these feelings words, it is like pointing to a truck and naming it. Eventually, the children will be able to do this for themselves.

These empathic responses also allow children to know what it feels like to have someone understand them. Landreth (2002) says, “you cannot give away what you do not possess.” If children have never experienced empathy, how can they begin to understand someone else? Play therapy provides that experience for children. If children are not understood, they will act in ways to force adults to pay attention to them in an effort to gain the adult's understanding. If they are never understood several things may occur. Their behavior may escalate to a point where they become so consumed with fighting to be understood that they never get the opportunity to see another perspective. Or they will believe they are not worthy of being understood and that their own opinions and feelings do not count. Generalized, this belief becomes one where feelings are not needed and any other points of view are not validated. Through play therapy, children are understood and learn that being understood is an important construct.

Because of their cognitive development, children may not be able to verbally explain their rationale for their choices (Landreth, 2002), a requirement as described by Kohlberg's (2008) moral education. The nonjudgmental environment of the play therapy room allows children to safely explore their emotions and perspectives through play rather than verbally. It additionally allows them to try on different behaviors and reactions to situations.

In play therapy, children learn self-control, self-direction, responsibility, respect for self and others, to use creativity when facing problems, and acceptance of themselves and their feelings. The play therapist models appropriate interactions and boundaries and states when these boundaries have been crossed. Children may not realize they have violated another or may only hear of these transgressions in aggressive or angry tones, which may trigger the fight or flight reaction with little understanding. By setting appropriate limits in a calm, nonjudgmental way, children have an opportunity to respond to the limit and make a more prosocial decision regarding their behavior. Children learn to think about and regulate their own behavior and actions with practice in the playroom.

Group Play Therapy Techniques

In group play therapy or group activity therapy, formation of the group must be considered. Ginott (1961, 1975) described a child's hunger for fitting in. In groups, this can be seen when children modify their behavior to be like another. This is an important concept when putting groups together. A play therapy group with two very active, aggressive, or self-focused children would be neither beneficial nor enjoyable for anyone. Ideally, groups would be heterogeneous to allow for each child to learn and gain perspective from the others. Thus, learning another person's perspective may occur most naturally in group play therapy and group activity therapy. When other children are present in the play or activity room, the therapist works toward reflecting all group members' thoughts and feelings. In hearing another's thoughts, children are able to process and understand what another may be thinking and while this is facilitated to a certain extent with the play therapist, much can be said about peer modeling, which is a benefit naturally occurring in group play therapy. When children hear that there may be another perspective, it gives them something to think about and promotes moral development (Kurtz & Eisenberg, 1983).

The natural conflict that arises in groups provides opportunity for guided problem solving. When the conflict occurs, the play therapist facilitates problem solving by first acknowledging the conflict. Allowing children to understand that they are working against one another, trying to do the same thing and sabotaging themselves brings attention to the fact that a conflict is in fact occurring. Second, the play therapist might encourage the children to wonder if there is a way to accomplish each child's goal. By stating out loud the process of thinking about how to solve the conflict, the thought process of how goals can be met is initiated. Finally, the therapist would reflect the way each child has chosen to deal with the situation. If the problem is resolved, encouragement in the form of, “wow, you figured out a way for both of you to do what you wanted,” is provided. If the conflict is not resolved, the therapist begins the process over again. This process provides modeling and empathy toward problem solving.

Game Play

Piaget (1965) stated that through interaction with other children, they negotiated relationships, rules, and play. Within these negotiations, moral development was fostered. By working with another child or children, feedback on what is acceptable is learned (Kamii & DeVries, 1980). As Ginott (1961, 1975) suggested, when put together in groups, children often modified their behavior to match that of others. Through organized games, the natural consequences of wanting to fit in and wanting the fun to continue help modify behavior and ideas.

When children begin to play games, they have difficulty following rules. They make up their own rules and modify existing rules to meet their own, egocentric needs. Their first “playmate” or caretakers will tolerate this behavior. However, as children age this becomes less desirable. Games become an opportunity for children to learn to follow agreed on rules. When children do not follow these rules, they see the results of hurt feelings, sadness, anger, and discontinuation of friendships (Ewing, 1997; Kamii & DeVries, 1980). This firsthand experience of these outcomes rather than rules as external constraints, help children develop.

Child-Parent Relationship Therapy

While the development of morality occurs biologically and while we can facilitate development as therapists, parents have a great deal of influence on their children's development. Recent research on empathy and moral development has noted the impact of attachment and interaction styles of the parent-child relationship (Eisenberg & Morris, 2001; Spinrad et al., 1999; Valiente et al., 2004). Parenting styles, including warmth and solid attachments, are highly correlated with prosocial behavior in children (Hyde, Shaw, & Mollanen, 2010; Spinrad et al., 1999). Eisenberg and McNally's (1993) study of elementary students found that parents who encouraged their children in a positive way had children who were more capable of taking another's perspective (Farrant, Devine, Maybery, & Fletcher, 2012). When children are exposed to emotions, they are not as afraid to express their own and empathize with others. However, when the emotion is expressed in a negative or overly emotional way, the child's ability to develop sympathy and emotional expression is inhibited (Valiente et al., 2004). Additionally, parenting styles using punishment or withholding of love and acceptance, are highly correlated with lower prosocial behavior (Eisenberg & Morris, 2001).

Child-parent relationship therapy (CPRT) is the process of teaching parents to utilize child-centered play therapy techniques in interactions with their child. Specifically, parents are asked to do 30-minute play sessions with their child once a week during the training (Bratton, Landreth, Kellam, & Blackard, 2006). Through the training, parents learn to respond to the emotional side of their child, speak the child's language of play, set nonreactive limits, and to accept their children and themselves. This model of play therapy addresses praise versus encouragement, looking to provide parents with more positivity and less reactivity in the parenting style.

When parents begin CPRT, they are often frustrated both with themselves and with their child. Their behavior often reflects their frustration. Parents may be avoiding their child or acting in a way they wish they did not. CPRT ideally occurs in a psychoeducational group setting where parents learn they are not alone. Not only do they get empathy from the therapist, they give it to one another. With this newfound empathic understanding for themselves, parents are able to provide it for their children. They learn to accept themselves and accept their children without judgment. Through this, they learn to teach their children an emotional language and to react differently, more positively, to the children's behavior, in essence learning, to respond rather than emotionally react. The child is then given an opportunity to develop morally, without fear.

Research on Play Therapy and Moral Development

There is a dearth of experimental research of the affects of play/activity therapy on moral development. This may be for several reasons, one of which is the difficulty in quantifiably measuring moral development. The Defining Issues Test is designed to measure moral development, but it can be challenging to administer to young children or adolescents with a lower reading level. Another challenge occurs in that moral reasoning is fluid. It can be difficult to quantify statistically significant changes in moral development over the duration of a research study.

Paone et al. (2008), however, discussed the comparison of talk therapy and group activity therapy with at-risk high school freshmen. In this study, 61 students were assigned to either an experimental (group activity therapy) or comparison (talk therapy) group. They worked with the students for 50 minutes for 10 weeks. Students were given the DIT at the beginning of the 10 weeks and again at the end of the 10 weeks. Following the two interventions, the researchers found that the students who participated in the group activity therapy had significant increases on the Norms Schema Scale of the DIT when compared to the students in the comparison group. Additionally, a medium to large effect size was found. According to Paone et al. (2008), group activity therapy was found to be a developmentally appropriate way of improving the moral development of at-risk adolescents.

Clinical Vignettes

Often how a modality of therapy works is best observed and understood in context. The following examples provide insight into the process of moral development by describing interactions using different formats of play therapy (the cases are not specific, and the names have been changed to protect confidentiality).

Individual Play Therapy

Jason was a child whose parents were going through a divorce. His mother reported that there had been no violence, but Jason had witnessed several intense fights between his parents. He was becoming aggressive toward his parents. His father's solution was to spank him and yell at him for his actions. His mother's solution was to yell and cry. Jason came to play therapy and he was very angry. Initially, his play was exploratory. He seemed to become angry at the therapist for reflecting and even for being in the room with him. He was very uncomfortable with being accepted and being treated with respect. This was foreign to him. As sessions progressed, Jason became more assertive to the point of ordering the therapist to do things and becoming angry when she did not. He often threw toys and shot the dart gun at the therapist despite limits being set. The therapist continued to reflect the child's feelings of helplessness and anger. During one session, after the therapist had made a reflection, Jason looked in the two-way mirror at himself and yelled, “shut up, bitch.” The therapist reflected his feelings calmly. In a later session, the child was sitting on the floor in front of the therapist and responded by throwing a toy at the therapist. Again, the therapist responded calmly, setting a limit that while she understood he was angry, the toys were not for throwing and provided two choices for the child. The toy actually hit the therapist in the head! When the therapist did not become angry, Jason did not have to defend and justify his action. He immediately began to apologize, something he had not done before in the playroom. By not being attacked for his transgression and expression of emotion, he had the opportunity to think about how his action affected another person. From that session on, Jason's behavior and actions changed. He became more collaborative with the therapist, including her in the play rather than treating her like another object in the room. His play became relational. On one occasion he pointed the dart gun at the therapist and stated, “I know people are not for shooting. That might hurt. I choose to shoot at the ceiling.” Not only had he begun to internalize limits, but he began to consider how his actions might feel to another person. Jason's mother reported that his behavior became less aggressive at home. With her relief came her ability to respond to him differently. With these two changes, Jason and his mother were able to develop a stronger relationship. He could now express his feelings at home in a more acceptable way and his mother was no longer afraid of him so she was able to listen and empathize with him. In this example, Jason experienced play therapy in such a way that through the relationship established with the therapist, he was able to accept empathy and understanding and through those emotions, express empathy and understanding. He did not have to defend his actions and, therefore, chose to act differently.

Group Play Therapy/Group Activity Therapy

A group of three upper elementary school girls were referred for group activity therapy in their school setting. One girl was extremely shy (Donna), one was impulsive and hyperactive (Susan), and one was developmentally delayed (Laura). Donna, though shy, was popular in her age group and did speak her mind, often inappropriately. Susan wanted to fit in. She was socially awkward and looked up to Donna. The other young lady wanted to fit in as well, but had a difficult time. Throughout the groups, the girls would play together and then exclude Laura when her behavior became too difficult to handle. Laura's play tended to be immature and the other two girls had a low tolerance for it. During one group, at snack time, the girls were sitting around eating cookies they had decorated. Laura had frosting all over her face. The other two girls, in an effort not to be overtly rude, said nothing, but their faces spoke loudly. The therapist reflected that they looked disgusted. They agreed, saying that Laura had food all over her. Laura responded, “I do?” The other two said, yes, and told her where. Laura quickly wiped her face and asked the girls if she often had food on her face. They confirmed that she did. Laura then asked if that was why people did not want to sit with her at lunch. The girls confirmed this idea. Laura looked devastated. The therapist reflected how sad Laura was, especially because she had no idea. The other girls promptly told her not to worry, they would let her know from now on. From that session on, Donna and Susan were honest with Laura and tried to provide her with kind feedback. As the group was terminating, the girls were asked what their favorite part of the group was. Donna responded that getting to know people she would not have known otherwise was her favorite part. Susan responded that she was glad to learn that people had different ideas. Laura responded that she now had friends to sit with at lunch. The behaviors in the group were generalized to the classroom and to the lunchroom. Because Donna and Susan had learned how Laura felt and understood that her behavior was not intended to be offensive, they were willing to help her. Because Donna and Susan accepted Laura in the lunchroom and at recess, other children did as well.

Child Parent Relationship Therapy

Tracy was frustrated. She had always wanted to be a parent, but quickly learned that it was not what she thought it would be. Her son, Tom, was 7 years old. He appeared angry all the time. He yelled at her, at this teacher, and at other children. Tracy had read several books on parenting and had attended several 1-day workshops at Tom's school. Tracy had lost her husband, Tom's father, 2 years before. She thought they were doing okay, but as soon as Tom started school, his behavior became difficult to manage. Tracy felt like a failure as a parent. She found herself doing all the things she swore she would never do: yelling at her son, threatening to punish him, and putting him in front of the television for hours just to get a break. At the first CPRT group, Tracy cried. She admitted that as much as she had wanted a child, she hated being a parent and resented her child. When she heard the other group members agree that they too struggled with liking their child, her eyes widened. She was surprised to learn she was not the only one. The following week, she reported that this revelation alone had allowed her to interact differently with her child. As the group continued, she received more support and empathy from the group. At one time, another parent actually admired Tracy for her strength saying she did not think she would have been able to survive the death of her child's father. Again, Tracy was stunned. Throughout the 10 weeks, Tracy began to do play sessions at home with her child. She would come back each week astonished at how much fun she had with Tom. She was beginning to remember why she had wanted a child! As weeks progressed, Tracy enjoyed Tom more and more. She would report that when she would become upset outside of their playtime, he would come sit next to her and snuggle or rub her back and say, “it's okay, Mommy.” Because Tracy had received empathy from the group, she had been able to change her reactions to Tom's behavior. When Tom received the empathy from his mother, he was able to give it back to her. By the end of the training, Tracy stated that she no longer threatened Tom every time he did something she did not like. She had gained skills to respond differently and she was able to respond differently because she liked her child and herself.

Applications

Several diagnoses and general behavioral problems could be helped by the furthering of the moral development of the child. For example, often children who are diagnosed with attention deficit disorder struggle with processing the feelings of others. Their impulsivity impedes their ability to relate well with other children and they often have challenges maintaining relationships. One of the diagnostic characteristics of autism is difficulty with empathy. Through repeated interaction and feedback, children on the autism spectrum can learn to anticipate and understand others. Children with cognitive delays can also learn to empathize and connect to other children through positive interactions. Conduct disorders and later antisocial personality disorder are also characterized by a lack of empathy and a manipulative behavior. These characteristics can be modified through repeated interactions.

Bullying behavior and general behavioral problems can additionally be reduced through moral understanding and development. Children who do not follow the rules in school are struggling with externally imposed rules and a lack of personalization of these rules. Bullies often bully to meet their own needs, whether to advance themselves socially or to make themselves feel better or because they do not care or are unaware of how their actions make the other child feel. Further advancement of moral development would help both of these types of children choose to modify their behaviors from an external locus of control to internal as they learn that through better interactions they feel better about themselves and develop meaningful relationships with peers.

According to theorists, moral development is a natural phenomenon that occurs as a child matures though interactions, neurological development, and direct learning. However, what do you do if moral development does not appear to be happening? Play therapy provides the components necessary for children to develop morally.
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Chapter 19

Accelerated Psychological Development

Siobhán Prendiville

Introduction

The power of play in accelerating a child's psychological development is significant. Play provides opportunities to practice and develop a multitude of skills; cognitive, linguistic, social, and, emotional (Drewes & Schaefer, 2010; Lindon, 2001; Moyles, 2005). Play is known to be a causal agent in child development, so it can bring a child's developmental level closer to or within the normal range (Bluiett, 2009; Daunhauer, Coster, & Cermak, 2010; Russ, 2007). As such, it proves even more important for children who have experienced a delay or disruption in any area of their development, (e.g., global developmental delay, specific delays in language, cognitive or social emotional development, attachment disorders, Autistic Spectrum Disorders, Attention Deficit Hyperactivity Disorder, and trauma and neglect). Trauma during childhood, pervasive, chronic or time-limited, can result in significant, enduring, delays in a child's emotional, behavioral, cognitive, social, and physical functioning (Perry, 2001; Perry, Pollard, Blakley, & Baker, 1995).

Importance of the Specific Power

As play therapists, we are not solely interested in evaluating and assessing children's current level of development, rather we aim to facilitate and, at times, accelerate their development to bring it closer to or within the normal range.

Empirical Support

Over the past century a strong research base has been building that supports the social, emotional, linguistic, and cognitive developmental benefits of children's play (Fantuzzo & McWayne, 2002; Hoffman & Russ, 2012).

Play and Social/Emotional Development

Play and the development of social skills and social competence have been linked in numerous ways. Fantuzzo and McWayne (2002) investigated the links between peer-play interactions and dimensions of school readiness. They found that play competencies were significantly associated with prosocial behaviors in the classroom. Play has also been found to foster specific social skills such as cooperation and initiating conversations, the development of social awareness and creative problem solving (Zigler, Singer, & Bishop-Josef, 2006). After reviewing interventions for children experiencing social competence difficulties, Manz and McWayne (2004) concluded that interventions that incorporate play and play-based approaches are most effective in improving peer play interactions.

The importance of children's play in promoting and facilitating positive emotional development is also well established. Play has been found to facilitate the development of emotional regulation (Elias & Berk, 2002; Fantuzzo, Sekino, & Cohen, 2004; Hoffman & Russ, 2012), the ability to describe one's own emotions and understand the emotions of others (Russ, 1999) and overall emotional competence (Lindsey & Colwell, 2003).

Play and Literacy/Language Development

A range of studies have demonstrated a significant relationship between children's play and literacy and language development. Fantuzzo et al. (2004) noted that play fosters the development of receptive vocabulary skills, while Newland, Roggman, Pituch, and Hart (2008) found that the joint attention skills, evident in play, support coordinated, reciprocal, language-rich interactions that foster infant language development. Similarly, Zigler, Singer, and Bishop-Josef (2006) and Neuman and Roskos (1997) highlight the causal role of play in children's development of basic literacy skills. Saracho (2002) explored the ability of play to enable children to discover a range of uses of written language. Roskos and Christie (2004) conducted a critical analysis of 20 investigations relating to the links between play and literacy development. They concluded that three key areas appear to facilitate the links between play and literacy development: (1) play can provide settings that promote literacy, skills, activities, and strategies, (2) play can serve as a language experience that enables children to build connections between oral and written forms of communication, and (3) play can provide opportunities to teach and learn literacy.

Play and Cognitive Development

A substantial number of studies have reported that play fosters young children's creative thinking and problem solving ability. The work of Hoffman and Russ (2012), Moore and Russ (2008), Singer and Lythcott (2004), and Kaugars and Russ (2009) indicate that play and playfulness are significantly associated with creativity in children. The research findings suggest that play is important in the development of a range of cognitive, affective, and personality processes involved in creativity; namely, divergent thinking, insight ability, transformational ability, affect-laden fantasy, ability to express affect and experience emotion, active rehearsal and, the use of private consciousness and organized mental structures. These processes have been found to occur in play, be expressed in play, and develop through play (Russ, 1999). The development of a range of these processes, particularly abstract and divergent thinking, in turn fosters problem-solving capacities (Russ, 1993, 1999).

Dansky (1980) and Pellegrini (1992) suggest that flexibility is the mediating link between play and problem solving. Play provides children with opportunities to play with a variety of materials, structured and unstructured, in a wide range of ways. Such play with objects, in unusual and nonconventional ways, stimulates the development of thought about these objects and enables children to explore and develop ideas of how they can be used and to develop new associations for old objects. In addition, the symbolic aspect of children's play facilitates the move from concrete to abstract thinking and fosters the ability to find creative solutions (Russ, 2003; Russ & Fiorelli, 2010). Pretend play facilitates this important shift in thinking as children engage in a multitude of activities, adopt a wide variety of roles and incorporate diverse plots, themes and storylines.

In 1992, Fisher analyzed 46 published studies on the impact of play on child development. Half of the studies related to play and cognitive development, a further quarter related to play and linguistic development while the final quarter related to play and social-emotional development. Fisher concluded that convincing evidence exists that children's play, particularly sociodramatic play, results in improved performance in cognitive, linguistic, social and emotional/affective domains. Recent studies (Bluiett, 2009; Daunhauer et al., 2010; Lindsey & Colwell, 2003) continue to find that play has a positive impact on children's psychological, linguistic, cognitive and emotional development. Bluiett (2009) studied the sociodramatic play of preschool children and found that such play aids language acquisition as it provides children with a safe context in which to experiment with different ways of using and combining elements of language. Daunhauer et al. (2010) explored the relationship between cognitive functioning and play behaviors and found that more developed competent play behaviors were strongly related to better performance on cognitive functioning tests.

Play and Brain Development

The emergence of neuroscience supports and strengthens the conclusion that play has an important role in fostering brain development in mammals and children. Neuroscientist Panksepp (1998, 2003) also found that play fosters brain growth. In particular, his research comparing the performance of rats with frontal cortex damage with those without such damage, indicated that play reduced impulsivity in rats by stimulating growth in the dorsolateral prefrontal cortex. Panksepp's (1998) studies of rat play also found evidence to suggest that play encourages nerve growth in the amygdala, an area of the brain which supports social and emotional functioning. Other researchers on the neuroscience of mammalian play (Brown, 2009; Pellis & Pellis, 2009) have concluded that optimal brain development in animals depends on healthy play experiences in early life. Play in young animals seems to stimulate growth of the cerebellum, development of the brains prefrontal and frontal cortex and encourages nerve growth in the amygdala. Similar brain growth occurs in young children with play impacting on the processing of emotions, development of social behaviors such as self-regulation, turn taking and reciprocity, motor control, balance, equilibrium, muscle tone, cognitive processes such as attention, language processes and executive functions such as self control.

Similarly, it is now known that the child's brain organizes and changes in an “activity-dependent” manner, with both experiences and environment significantly impacting on and guiding the process of neurodevelopment, particularly during early childhood (Perry, 2002; Schore, 2001). Optimal experiences and access to a stimulating environment generally result in the development of healthy, flexible, and diverse capacities, while adverse experiences and inappropriate environments, such as maltreatment, neglect, trauma, and sensory deprivation, disrupt typical patterns of neurodevelopment (Perry, 2009; Schore, 2001). Such experiences and environments can significantly impair brain functioning and the development of appropriate behaviors and cognitive and emotional capacities (Perry, 2002). Brown (2009) and Jennings (2011) propose that a mother's play with her unborn child “has a profound effect on the growth of the [baby's] brain” (Jennings, 2011, p. 33).

Perry and Pollard (1997) examined various aspects of neurodevelopment in neglected children and propose that neglect in early childhood that is characterized by low levels of sensory input can result in the underdevelopment of the cortex. The study differentiates between children who have experienced global neglect and those who have experienced chaotic neglect. Global neglect is categorized by sensory deprivation in more than one domain, for example, minimal exposure to touch, language, and social interactions. Chaotic neglect constitutes physical, emotional, social, or cognitive neglect (Perry & Pollard, 1997). In addition, specific categories were outlined for the children who had experienced prenatal drug exposure. Having divided the children into four groups—global neglect, global neglect with prenatal drug exposure, chaotic neglect, and chaotic neglect with drug exposure—various measures of their growth, including height, weight, and the frontal-occipital circumference (a measure of head size accepted as being a reasonable measure of brain size) (Perry, 2002) were examined. Results were then compared across the group and to standard norms. In addition, where possible MRI or CT scans were taken and again compared with standard norms. Results highlighted dramatic differences from the norm in the frontal-occipital circumference of globally neglected children, thus suggesting abnormal brain growth in these children. Following the development of the globally neglected children once they had left the neglectful environment and been placed in foster care highlighted some recovery of brain function and size. This finding supports Perry's assertion (2009) that brain functioning improves in response to positive experiences and stimulating environments.

Perry (2006) developed a clinical approach, Neurosequential Model of Therapies (NMT), for improving brain functioning in maltreated children. This neurobiologically informed approach focuses on assessing and identifying the systems and regions in the brain that have been adversely affected by maltreatment. The focus then shifts to selecting and sequencing developmentally appropriate therapeutic, educational, and enrichment activities for the individual child, such as play activities. The interventions and experiences provided are then applied in a sequential manner, which aims to replicate neurodevelopment. Barefield, Dobson, Gaskill, and Perry (2012) present two studies that investigated the effectiveness of NMT with preschool children. Results indicate that the intervention successfully improved social-emotional development and behavior and that the gains remained evident over a 12-month period.

Role of Accelerated Psychological Development in Causing Change

Vygotsky (1967) highlighted the importance of play enabling children to access and function at their highest level of development. He proposed that there is a significant difference between the tasks children can master independently and those that they can master with the guidance and assistance of adults or more highly skilled children, which he called the “zone of proximal development.” The assistance (scaffolding) provided by the more advanced play partner helps the child advance to the next higher developmental level.

Play engages children's full interest and attention in the activity. Also, because play is so enjoyable and delightful, children are intrinsically motivated to persist at the learning activity. When you learn by doing you tend to understand and retain the knowledge/skill better. Vygotsky (1978) proposed that children function at a higher level in play than in any other of their daily behaviors or activities, “in play a child always behaves beyond his average age, above his daily behavior; in play it is as though he were a head taller than himself” (p. 96).

Piaget believed that it is the symbolic aspect of children's pretend play that makes it so important in the child's cognitive development (Pulaski, 1981). For Piaget, the use of symbols in play enables the child to move away from a dependence on concrete objects toward mental representation. In this way pretend play facilitates development “between concrete experiences and abstract thought” (Pulaski, 1976, p. 28). Similarly, this ability to use objects as if they are something else is believed to underlie the link between divergent problem solving, creative thought and pretend play (Stagnitti, 2009b). Piaget viewed play as assimilation; a process whereby children incorporate new knowledge into their preexisting knowledge, as such he did not believe that children create new knowledge during pretend play (Piaget, 1962). In contrast, Vygotsky (1967) proposed that pretend play is a leading factor in child development as a child learns, through pretending, that one thing can represent another. This ability to think symbolically, he believed, forms the foundation for language development.

Literacy development refers to and encompasses receptive and expressive language development, early school-based literacy development of reading, writing, and narrative competence and the construction and mental representation of story schema. According to Stagnitti, “when children pretend in play with others, they are acting out characters in a scene with an unfolding narrative which is reflected in logical sequential actions of play” (2009a, p. 66). Such practice in producing play stories promotes literary development.

Strategies and Technique

Play therapists utilize a range of clinical approaches when accessing the power of play in accelerating a child's psychological development.

Interactive Therapist/Child Play

Success in play is critical in a child's holistic development (Stagnitti, 1998). In cases where children exhibit developmental delays, the therapist might utilize interactive play to foster and develop play skills and enable them to advance developmentally. The developmental delays may be due to such difficulties as autistic spectrum disorders or language disorders, play deprivation, child abuse/neglect, or childhood trauma.

In interactive play sessions the therapist aims to enrich the child's play by engaging and connecting with the child, demonstrating how materials can be used, modeling play skills, scaffolding, bringing the child to the play space, and acting in a playful way. The goal of the play interactions is to bring the child to the next higher developmental level. Interactive play sessions involve the joint attention of therapist and child on the same thing at the same time (Greenspan & Wieder, 1998, 2006). This may be brief at first. A primary role of the therapist is to make the sessions fun and be playful with the aim of motivating the child to engage with and persist at the learning task. The therapist must attune to the child's sensory comfort zone (reactivity level) and thus adapt to the level of intensity needed to make contact with, but not overwhelm, the child. Having made a connection with the child the therapist can begin to facilitate a two-way interaction through play.

Stagnitti (1998) developed a specific play-based program, Learn to Play, aimed at fostering and developing children's spontaneous, independent imaginative play skills, to bring their play skills closer to or within the normal range. The program is dynamic and interactive and can be used by a range of professionals including play therapists, occupational therapists, and teachers. The program adopts a contextualist approach and thus encourages home support throughout the play intervention. The child's parents are generally included in some of the sessions and are encouraged and supported to implement play-based activities aimed at increasing their child's repertoire of play behaviors in the home environment.

Central to the successful implementation of the program is the therapist's definite understanding of the child's pretend play development (Stagnitti, 2009b). Prior to beginning play sessions with the child it is necessary for the therapist to establish, through assessment, the child's current developmental level of pretend play. Developmental assessment, such as the Symbolic and Imaginative Play Development Checklist (SIP-DC; Stagnitti, 1998), can be used in conjunction with a parent and/or teacher background play checklist. The program outlines and describes the development of pretend play skills in the areas of: preimaginative play, play scripts, sequence of play action, object substitution, social interaction, role play, and doll/teddy play. In addition it provides play activities to develop the child's play ability in each of these areas. The activities are cross-referenced with the SIP-DC, thus enabling the therapist to select play activities suitable for the individual child's level of play. The reproducible play activities are designed to be used by parents at home with their child in addition to similar activities being utilized in the play sessions (Stagnitti, 1998).

The program can be implemented through individual sessions between therapist and child, sessions with therapist, parent, and child or in small group settings with one-to-one adult-child ratio. Initially the therapist adopts a directive approach and gradually moves toward less directive interactions as the child's independent play skills emerge and develop. The therapist may be required to adjust the developmental level of the play, and selection of play materials, based on the child's level of engagement throughout the sessions. Through repeated scaffolding and modeling of play behaviors, and gentle encouragement to attend to, imitate, and engage in play, the child will generally begin to initiate some play actions. As the child begins to lead the play the therapist's interactions will become less directive and she or he will encourage and reinforce the child's play behaviors through reflection. As the child's play skills develop further the therapist will continue to follow the child's lead and begin to add problems to the child's play in order to extend it. The therapist's use of questioning at this stage encourages the child to further develop the narrative within the play. At all times, during the implementation of the program, the therapist remains attuned to the child and is ready to respond to the child either by altering the play materials, lowering the play level, or challenging the child's play (Stagnitti, 2009b).

Interactive Game Play

Carter (2001) highlights the importance of incorporating choice into play interventions designed for children with autism. Results from his study indicate that language interventions, which occur within a play context, and combine choice and game play can create meaningful changes in social functioning, learning, and responsiveness, while simultaneously decreasing disruptive behaviors.

Interactive Peer Play

Research indicates that the inclusion of peer play interactions is a significant component in interventions targeting social development (Oden & Asher, 1977; Wolfberg, 2004).

Integrated Play Groups

Wolfberg (1999, 2003, 2004) suggests than optimal play development occurs when play interventions for children with autistic spectrum disorders incorporate peer play rather than relying solely on adult imposed teaching. According to Wolfberg and Schuler (1993) a child's play will remain rigid and unimaginative without the inclusion of peers to share, alter, expand, discuss, and negotiate play routines. The Integrated Play Group Model (Wolfberg & Schuler, 1993) was designed to support children with autism in play with their peers/siblings, and thus advance their social interaction communications, play and imagination capacities (Wolfberg, 1999). An integrated play group engages novice players (children with ASD) and expert players (their typically developing peers/siblings) in regular play with each other, in an appropriate, supportive environment, under the supervision of an adult play guide. The adult engages in “guided participation” (Rogoff, 1990) rather than direct teaching. In this way, the adult monitors play initiations, scaffolds interactions, and provides social-communication and play guidance (Wolfberg, 2004; Wolfberg & Schuler, 1999). This Integrated Peer Group Model results in advances in play behaviors, which are generalized to other settings and accompanied by language gains. Further studies (Lantz, Nelson, & Loftin, 2004; Yang, Wolfberg, Wu, & Hwu, 2003) continue to highlight the effectiveness of the Interactive Play Group Model as a play intervention for children with poorly developed play and social skills.

Social Skills Play Groups

Oden and Asher (1977) highlight the importance of incorporating both adult support and peer play in play interventions aimed at increasing children's social competency. They utilized modeling, role play, and verbal explanations when working with socially isolated children. Results from their study showed increased social competence, with continued progress evident at a 1-year follow-up, after 4 weeks of social skills coaching. The three main components of their coaching strategy are direct, individual, verbal instructions from an adult of appropriate social skills, opportunities to practice these skills through peer play, and post play review with the adult.

Neurosequential Model of Therapeutics

Perry's (2006) Neurosequential Model of Therapies (NMT) can be used by play therapists to accelerate a child's development. It is a multidimensional, neurobiologically informed, interdisciplinary approach that focuses on assessment, staffing, and intervention. NMT can be implemented in therapeutic, educational, and care giving settings (Perry, 2006). It requires interdisciplinary NMT staff, led by a senior clinician with experience and knowledge of child development, neurobiology, and clinical traumatology (Perry, 2009). Through a thorough assessment process, addressing areas of a child's developmental history, current relational health, and current strengths and vulnerabilities in specific brain mediated functions, the child's sensory integration, self-regulation, relational, and cognitive capacities are illuminated and mapped (Perry, 2006). Appropriate, reparative activities and experiences, therapeutic, educational and enrichment, that will activate and provide organizing neural input to the regions of the brain that are mediating dysfunction are then selected, sequenced, and implemented by the relevant professional (Perry, 2009).

NMT recognizes the importance of adopting a social approach to intervention (Bronfenbrenner, 1979) when working with at-risk children. Active engagement and involvement of the significant adults in the child's life, for example, primary caregivers, teachers, in learning and delivery of elements of the intervention is central to the approach (Perry, 2006). Another key feature of the approach is the provision of enriched, consistent, predictable, nurturing, relational, and safe, developmentally appropriate and relevant, repetitive and patterned, rhythmic, rewarding, and respectful therapeutic experiences, such as play (Perry, 2006). Fundamental to NMT is the sequencing of interventions, activities, and experiences in a manner that replicates the hierarchical development of the brain, and matches the child's level of neurodevelopment (Perry, 2006). Play-based experiences and activities suitable in NMT interventions include somatosensory activities such as rocking and massage, singing, rhythmic movement, drumming, sensory play, therapeutic touch, movement and calming activities, storytelling and creative arts (Perry, 2006). When critical lower brain functions and relational skills have improved, cognitive-behavioral, or psychodynamic therapeutic approaches can be implemented (Perry, 2009).

Clinical Applications and Clinical Vignettes

Mary, Age 5.2 Years

Mary was referred to play therapy by her adoptive parents. She was experiencing difficulties both at home and in school. She was born prematurely, and spent the first 2 months of her life in a hospital in an eastern European country. She moved from the hospital to an orphanage, was adopted at age 2, and came to live with her adoptive parents in Ireland. Mary was experiencing significant delays in her development, including very poor attention skills, atypical motor activity levels, very poor social interactions, difficulties in emotional regulation, and delays in both expressive and receptive language. Mary was in her first year of formal schooling. On admission, the school was made aware that Mary was functioning approximately 18 to 20 months below her chronological age and markedly delayed in her performance on literacy and mathematics tasks in the school setting. Her teacher rated her as functioning significantly below class average in the areas of: listening comprehension, oral expression, phonological awareness, reading, written expression, understanding and recalling mathematical facts, using mathematical procedures, reasoning, problem solving, exploring and communicating.

Initially the play therapy sessions were nondirective with the primary aim being to facilitate the development of the therapeutic relationship. In accordance with the NMT (Perry, 2006) model, work was also conducted with Mary's parents in relation to implementing some neurodramatic play (Jennings, 2011) techniques with Mary at home: playful strategies for interacting, establishing a calm bedtime routine, and managing her difficult behaviors in an emotionally sensitive way.

As the play therapy sessions progressed, interactive play techniques were utilized in conjunction with NDP techniques including sensory play and rhythmic movement. These techniques enabled Mary to engage in relationship enhancing play through shared affective experiences and experiencing physical contact and mutual regulation. As Mary continued her play therapy sessions, sensory and messy play became increasingly more important. Play with sand, water, gloop, paint, play dough, and even food predominated. Mary began to experience the world through touching, smelling, tasting, seeing, hearing, and moving. This author followed her lead and began introducing some games and play activities designed to stimulate the senses. Naming and touching body parts during play, engaging in body percussion, tasting games, and play with feely bags and body lotions became regular occurrences in Mary's play sessions and play at home. Mary's emerging ability to identify sensations she liked/disliked demonstrated her developing formation of a sense of self and self-identity. Rough and tumble play, sword fighting, and play with body movements also took center stage during Mary's therapy. As Mary moved through her developmental stages of play, the “as if” symbolic level of play began to emerge. The sand she once explored on a sensory level of play became “sticky mud” that we could get trapped in. The scarves we originally played with to make contact, through movement games to music, became props for our emerging pretend play scenes. Dolls, puppets, and teddies began to take on roles, as did Mary and her therapist. Mary's pretend play was supported and fostered through modeling and scaffolding, reflection, questioning, and the addition of sequences, characters, and problems. In time Mary's ability to think forward and weave a coherent narrative around her pretend play became well developed.

After a year of play therapy Mary demonstrated significant changes in her behavior and development. She no longer displayed the highly aggressive behaviors she had presented with initially. Mary's teacher reported noticeable improvements in Mary's play skills, social skills, ability to attend to tasks and work independently and her general behavior. Mary had successfully developed a number of friendships and was regularly invited to birthday parties and play dates. She displayed appropriate empathy toward other children and was now affectionately called the “doctor” by her teacher as she rushed to assist any child who fell or hurt him- or herself in school. Although still displaying high motor activities she was now able to attend to school-based tasks for an appropriate amount of time and regularly engaged in play with peers for extended periods of time. Her sleep difficulties had been resolved and she now had a positive bedtime routine of a 10-minute warning before bedtime, a story, a cuddle, and a kiss goodnight. Mary had also made significant progress in both expressive and receptive language and was experiencing success in all curricular areas, particularly oral language, reading and writing development in school. At this time, her teacher reported that Mary had strengthened her skills in all curricular domains and was now functioning at class level in all of the areas she had originally been struggling. In particular, the teacher noted that ongoing observations and class-based assessments indicated that Mary now demonstrated a solid understanding of numbers and other mathematical concepts, and had made significant progress in her phonological awareness and understanding. He reported that Mary regularly used her knowledge of letters, sounds, and words to read and write simple regular words and make plausible attempts at more complex words.

Tom, Age 5.3 Years

Tom was referred to play therapy by his parents, as they were concerned about his social competence. Tom was experiencing difficulty settling into his first formal year of school. Tom's teacher had reported that he was not socializing or playing with his peers, and generally engaged in solitary or parallel play. Tom was also experiencing some difficulties in the academic aspect of school, particularly in relation to his language and literacy development. Tom's teacher reported that he was functioning below class level in the areas of oral expression and reading. She reported that Tom was experiencing significant difficulty in developing his receptiveness to language, concepts of language and print, competence and confidence in using oral language, reading skills and strategies.

During the intake process it became clear that Tom had developed good preimaginary play skills but was experiencing difficulty engaging in pretend play, the play in which most of his peers in school were engaging. A parent and teacher pretend play checklist was administered and it was established that Tom's imaginative play skills were below the expected norms for his age in all areas. As the aim of Tom's play therapy was to enrich and develop his play skills an interactive play therapy program was chosen. It was also decided that Tom's parents and his teacher would be included in the interactive play intervention. His parents were encouraged and supported to play with Tom at home, utilizing a number of the Learn to Play (Stagnitti, 1998) reproducible activities as a guide. His class teacher was encouraged and supported to set up a role play area in his classroom, to act as a model during play, to scaffold play behaviors for Tom and also gently encouraged him to engage in group play with his peers.

For his individual play therapy sessions this author carefully selected the play materials and themes to be introduced, based on his current level of pretend play development and the particular skills to be fostered. Tom was then playfully introduced to the play activities, engaged with through the therapist's own playfulness, tone of voice and gestures to encourage him to engage with the play materials. At this stage the therapist also engaged in repeated scaffolding and modeling of specific play behaviors, such as adding logical sequences into play, and using unstructured objects “as if” they were something else. As Tom's play skills developed the therapist's role shifted, beginning to act as a partner in the play, while simultaneously introducing play ideas, logical sequences, sound effects, new characters, materials, problems to be solved and possible solutions.

After 4 months of working with Tom his play skills had developed significantly. He was now spontaneously and independently engaging in a range of pretend play behaviors; engaging in group pretend play with his peers and enjoying regular play dates. In addition to improved play behaviors and social-emotional competences, both his teacher and his parents also noted marked improvements in his academic performance, particularly his language and literacy development and his problem-solving ability. Tom's teacher reported that Tom was no longer experiencing difficulties in the previous areas. He was now recognizing and observing simple commands, adopting appropriate verbal and nonverbal behavior to secure and maintain the attention of a partner, using and interpreting tone of voice to express various emotions, using language to perform common social functions and to initiate and sustain conversations, building up a sight vocabulary of common words, developing an awareness of some-letter sound relationships, and engaging in shared reading activities. All specific curricular objectives for his class level (NCCA, 1999). In addition he now demonstrated an age-appropriate ability to engage in creative problem solving during play and solve oral math problems.
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Chapter 20

Self-Regulation

Marcie Yeager and Daniel Yeager

Introduction

In the late 1960s Walter Mischel and a team of researchers at Stanford University conducted a series of experiments (now commonly referred to as the marshmallow test), which gives us insight into preschool children's ability to bring their actions in line with their intentions. The researchers wanted to answer a couple of questions: (1) Presented with a strong stimulus, how well are children able to intentionally control their response? (2) What kind mental processes enable intentional, purposeful responding?

The design of the experiment (called a delay of gratification paradigm) was simple: A researcher seated each child in turn at a table in a small, barren room and presented the child with a treat (the child's choice of a marshmallow, cookie, or pretzel). The researcher told the child that by waiting a little while to eat the treat, he or she could have two treats instead of just the one now on the table. The researcher then left the room.

Although some of the children did not even attempt to wait and opted for the immediate reward of one treat, the majority of children expressed an intention to earn two treats. They wanted to delay immediate gratification and obtain a preferred, but longer-term, outcome. But when the researcher left the child alone with the treat, only some of the children (strong self-regulators) were able to regulate their behavior in keeping with their intention of waiting to obtain the double treat. The others (weak self-regulators) responded in a way that brought immediate pleasure—they ate the treat in front of them—but that did not earn them their preferred two treats (Mischel, Shoda, & Rodriguez, 1989).

What Happens in the “Space” Between Stimulus and Response?

One of the goals of the Stanford researchers was to identify the mental processes that allow people to delay gratification. By leaving the children alone in the room, they were able to observe the children's actions during that space of time between the stimulus (the offer of either one treat or two) and the child's ultimate response (the act of eating the treat or treats.) What were the differences between the strong self-regulators and the weak self-regulators in how they used that space of time?

The researchers (who were able to observe the children from another room) noted that the weak self-regulators typically stared straight at the treat: their attention appeared focused on their immediate perceptual field (including, perhaps, on their inner state of arousal brought about by the anticipation of eating the treat). In contrast, the strong self-regulators often averted their eyes and/or distracted themselves with other activities (Mischel et al., 1989). It appeared that the strong self-regulators were utilizing mental strategies to adjust their attention and arousal and thus bring their actions in line with their intentions.

It is particularly noteworthy that these strategies were ones that the children directed toward themselves. The setting—a child alone in the room with no adult present—precluded many of the strategies a preschooler might typically use to get what he or she wants. We can easily imagine that, in a similar situation at home, the child might beg for a shorter wait time, bargain for better terms (If I wait, can I have three treats instead of two?), whine, throw a tantrum, or sneak a treat behind the parent's back. Each of these methods would have been directed outward. But what the strong self-regulators did was to turn inward: During that “space” between stimulus and response, rather than attempting to influence others or their immediate environment, they took charge of their own thoughts, emotions and behavior. They had discovered the power of self-regulation.

The Power of Self-Regulation

The study of self-regulation focuses on what neuroscience calls the brain's executive function. Executive function (EF) refers to mental processes that give organization and order to our behavior, allowing us to direct our actions through time toward a goal (Barkley, 1997). See Table 20.1. Executive functions involve mental processes such as:


	Response inhibition —Inhibiting actions that interfere with our intentions or goals. (According to Barkley, 1997, this includes refraining from one's prepotent [initial, natural] response; protecting the period of delay once the initial response is inhibited; and interrupting an ongoing response if that response is not in one's best interest.)

	Working memory/Internalized language —Holding several pieces of information in mind while we try to do something with them (for example, understand and solve a problem or carry out a task); using self-directed language to monitor and guide our actions.

	Cognitive flexibility —Generating alternative methods of solving a problem or reaching a goal.



Table 20.1 Definitions of Executive Functions and Neurological Basis of Executive Function.




	Executive function is defined as the ability to maintain an appropriate problem-solving set for the attainment of a future goal (Welsh & Pennington, 1988).

Executive functions are those actions we perform to ourselves and direct at ourselves so as to accomplish self-control, goal-directed behavior, and the maximization of future outcomes (Barkley, 1997).
Executive functions are adaptive, goal-directed behaviors that enable individuals to override more automatic or established thoughts and responses (Garon, Bryson, & Smith, 2008).
Executive functions include abilities of goal formation, planning, carrying out goal-directed plans, and effective performance (Jurado & Roselli, 2007).
The executive functions are a set of processes that all have to do with managing oneself and one's resources in order to achieve a goal. It is an umbrella term for the neurologically-based skills involving mental control and self-regulation (Cooper-Kahn & Dietzel, 2008).
Executive function serves as an umbrella term to encompass the goal-oriented functions of the pre-frontal cortex, including ability to plan ahead, to reflect on performance, and to alter that performance if necessary (Best, Miller, & Jones, 2009).



	Neurological Basis of Executive Function



	According to Harvard University's Center on the Developing Child, scientists are making strides in showing how these mental processes are mediated in the brain. Their review of the research indicates that while the prefrontal cortex is the primary brain region involved, the anterior cingulate, parietal cortex and hippocampus also play a role. What we see in the child's behavior—the gradual improvement of executive functioning from infancy to late adolescence—corresponds closely with the physical development of these prefrontal brain regions, as circuits and systems emerge and forge connections (Center on the Developing Child, 2011). While relatively little is known about how specific developmental changes in the frontal cortex are related to specific changes in children's executive function, an increasing number of studies are addressing this topic (Zelazo & Paus, 2010).





These three primary EFs allow for other self-regulatory activities such as:


	Self-monitoring —Working memory is used to check on one's cognitions and actions to assure that they are in line with one's intentions.

	Shifting focus —Response inhibition and cognitive flexibility are used to interrupt one's ongoing response in order to direct attention to other aspects of a situation that may be important for goal attainment.



Executive Function Allows for Goal-Directed (Intentional) Behavior

For an example of how executive functions allow for intentional, goal-directed behavior, let us return to the marshmallow test (which has spurred many replications, formal and informal) and imagine a 4-year-old—we call her Sophie—attempting to delay gratification and earn two of her favorite treats (cookies) instead of just one. Once the researcher leaves her alone in the room, seated at the table with the one cookie in front of her, Sophie's mouth waters but she refrains from immediately eating the treat (response inhibition). Sophie looks at the treat with longing, but reminds herself of her intention, saying aloud to herself, “I'm gonna wait, and I'll get two” (working memory/internalized language). She looks around the barren room for something to do while she waits. Finding nothing, she sings “The Itsy Bitsy Spider” (cognitive flexibility). She glances at the door where the researcher departed, perhaps hoping that he will reenter and give her the second treat. The door remains closed and Sophie sings the song a second time, acting it out with hand movements this time. After several other songs, and quite a few glances at the closed door, Sophie gets out of her chair and begins to explore the room, looking for something else to do (cognitive flexibility). Finding nothing, she returns to her seat at the table, picks up the cookie, and smells it. She licks her lips, but then abruptly puts the treat down (self-monitoring) saying aloud to herself, “No, wait” (response inhibition.) “I'll get two cookies when he comes back” (working memory/internalized language). She then puts her head down on the table, closes her eyes, and hums to herself (shifting focus, cognitive flexibility). She continues humming, swinging her legs to her tune, and begins making up her own song. When the researcher returns, she lifts her head and smiles. “I did it. I waited!” she announces. She happily accepts the second cookie and eats them both.

Sophie—a strong self-regulator—was able to act intentionally because her actions were directed more by her internal ideas than by her immediate perceptual field. Her perceptual field was the same as that of the children who were unable to wait for the second treat: Like them, she can see, smell, and anticipate the taste of the treat. But what enabled Sophie to succeed was that, in the pause created by her response inhibition, she used self-directed mental strategies that further strengthened her response inhibition and thus improved her chances of meeting her goal of earning two cookies.

An Experience of Empowerment: Emphasizing the “Self” in Self-Regulation

We can speculate that if an adult had remained in the room with the 4-year-olds in the Stanford study to encourage or just monitor the child, many more of the weak self-regulators would have been able to delay their response and wait for the larger reward. Under those circumstances, the child's outward behavior might have looked similar to the outward behavior of the strong self-regulators. But it is one thing for a child to control his or her behavior as a result of influence from others. It is a fundamentally different experience—and an empowering one—for a child to learn that by managing one's own mental resources one can influence the outcome of an event.

In a marshmallow test the consequences of being primarily influenced by external factors are relatively minor: The child ends up with one marshmallow or one cookie instead of two. But what are the consequences as these children move ahead in their development, day in and day out, responding to the circumstances of their lives? Does the ability to utilize these self-directed mental strategies make a difference in the long run? How much does the power of self-regulation affect one's quality of life?

Empirical Support: What the Research Shows

Mischel, Shoda, and Rodriguez (1989) followed up on the preschoolers years later, when they were in their mid- to late teens. Their findings indicated that preschoolers who are strong self-regulators develop into more cognitively and socially competent adolescents, achieving higher scholastic performance and coping better with frustration and stress (Mischel et al., 1989).

These findings have been confirmed by a recent long-term research project led by Terrie Moffitt and Avsholom Caspi (Moffitt et al., 2011). Their study followed children from birth to age 32 and found that a child's self-regulatory ability as a preschooler (3 to 5 years of age) is a strong predictor of his or her health, educational achievement, economic welfare, and criminal history as an adult (Moffitt et al., 2011). Furthermore, these results appear to be linked specifically to the child's self-regulation scores and to be independent of variants such as social class. Another part of their study involved a sample of 500 nonidentical twins and showed that even for children with the same parents and home life, a lower self-regulation score at age 5 predicted a greater likelihood that, at age 12, the child would perform poorly in school and engage in antisocial behaviors. They note that the findings remained significant even when controlling for differences in IQ between the siblings (Moffitt et al., 2011).

Encouragingly, the Moffitt and Caspi study also indicates that improvements to self-regulation during childhood lead to better adult outcomes (Moffitt et al., 2011). Their study does not identify the factors that led to the self-regulatory improvements in their participants. They do note, however, that even small improvements in self-control scores led to better outcomes. They conclude that understanding the “key ingredients” in self-control should become a priority for future research.

What Factors Lead to Improvement in Self-Regulation?

As noted earlier, one of the goals of the Stanford marshmallow experiment was to identify the mental strategies that allow for self-control. In a less publicized study, the researchers gave the children who were weak self-regulators a second chance to earn two treats. Before putting them alone in the room again, however, the researchers taught some of the children “mental tricks” to use the second time around. The strategies that the researchers taught to these children were techniques for thinking differently (cognitive flexibility) during that pause between stimulus and response. For example, they suggested to children who had selected a marshmallow that they think of the marshmallow as a fluffy cloud; the child who had selected pretzels should think of them as little brown logs. They also taught the children to shift their focus to something else, for example, to think about the arousing qualities of a different treat: The children who had selected marshmallows were instructed to think about the taste of salty, crunchy pretzels and vice versa. In effect, the researchers taught the children to use their thoughts as mental tools that enable them to flexibly shift their attention away from the enticing properties of the treat; this shift would presumably help them to modulate their level of arousal, remain calm, and reach their intended goal.

With varying degrees of success, these strategies worked. The impulsive children who were taught these mental strategies were indeed able to do a much better job of regulating their responses in the next round of experiments, some even performing as well as the children who were naturally strong self-regulators (Mischel et al., 1989). At least for that particular task, at that particular time, learning mental strategies to use during that space between stimulus and response produced a more level playing field for the children who were more naturally impulsive.

A more recent study indicates that specific kinds of self-directed language facilitate response inhibition. Researchers have found that when children use an “if-then” or “when-then” formula to state their intentions (rather than simply saying what their intention is), they are better able to inhibit unwanted behaviors while performing a task. One computer-based task required the children to press a key when they saw a particular picture, but to refrain from pressing the key if the picture was accompanied by a sound. Some children were instructed to say to themselves “I will not press a key for pictures that have a sound” —a simple, straightforward statement of intent. Other children were instructed to use the “if-then” formula, saying to themselves “If I hear a sound, then I will not press a key.” This difference in self-directed language made a big difference in the children's subsequent actions; they performed significantly better than those who used a simple statement of their intention (Gawrilow, 2011). The if-then formula appears to have provided the children with specific, self-directed instructions that they were able to hold in their working memory and refer to at the point of performance: that “space” between stimulus (hearing the sound) and their response (refraining from pressing the key).

The preceding studies showed improved self-regulation on isolated tasks. But can overall self-regulatory ability be improved? The “Tools of the Mind” curriculum, developed by Bodrova and Leong (2007), is a preschool curriculum specifically designed to promote the development of EF in young children. In the tools approach, the children play games similar to Simon Says and Red Light-Green Light to promote working memory and response inhibition. The children also engage in lots of dramatic play, but their dramatic play includes a different twist than that found in most preschool settings. Prior to beginning the pretend play, the children plan out loud what they want to do and then follow that plan. They thus deliberately draw on their working memory/internalized language and self-monitoring as they carry out the theme of their play (Bodrova & Leong, 2007). In 2007, research by Adele Diamond and colleagues found that the Tools of the Mind curriculum improved EF for preschoolers in regular classrooms with regular teachers at minimal expense (Diamond, Barnett, Thomas, & Munro, 2007). In a 2011 article, Diamond and Lee review other programs and activities that, according to recent research, show promise for helping children develop specific and general EF capacities. These programs include computer-based programs that improve working memory, athletic programs and martial arts (tae-kwon-do) that improve EF in general, as well as classroom curricula similar to the Tools of the Mind approach (Diamond & Lee, 2011).

These various studies suggest that, when we deliberately show children how to regulate their thoughts, emotions, and behavior, we can empower them to act in accordance with their intentions and goals. A recent publication by Harvard University's Center on the Developing Child reviews current research and concludes that the evidence base is strong enough to warrant much more effort being put into initiatives designed to deliberately cultivate self-regulation in children (Center on the Developing Child, 2011).

A Developmental Perspective: How Self-Regulation Is Internalized

How do children learn to subordinate their actions to their thoughts and thus acquire the option of acting independently of their immediate surroundings? This subordination of action to thought is the essence of executive function, so understanding how this subordination occurs in a child's development will give us a basis for understanding how we may be able to strengthen EF.

Development of EF Follows a Universal Pattern: External to Internal

Barkley theorizes that this development follows a universal pattern: executive functions originate in external, more public behaviors that function initially “to sense and to control the outer world” (Barkley, 1997, p. 209). Over time these behaviors are turned toward the self as a means of informing and controlling one's own behavior and, in the process, the behaviors lose their outward, publicly observable manifestations and are said to be internalized (Barkley, 1997).

Lev Vygotsky, a Russian psychologist and contemporary of the French psychologist Jean Piaget, made a similar observation decades earlier. Vygotsky theorized that these brain functions (which he termed higher mental functions) begin in shared activities and then become appropriated by the individual and transformed for internal use, guiding the child toward more effective self-regulation of thoughts, emotions, and behavior (Vygotsky, 1978).

We can see an example of this principle if we look at the transformation of language from its origins as a shared activity to its internal use as verbal working memory. Language is social in origin. In the young child's life, speech exists first as a means of communication with others. It begins with others directing language toward the infant.

Chloe's parents talk to her as they go about their daily activities, naming objects and describing actions. They also use language to direct Chloe's behavior: “No, Chloe, don't pull the dog's tail.”“Let's put on your hat, Chloe, so we can go to the store.”

In similar fashion, the child learns to use language to share her perceptions with others and also to try to influence the behavior of others and the course of events.

“No go!” Chloe tells her mother, pulling off her hat, hoping to influence her mother not to take her to the store.

In the previous examples, language exists in external form and is used for communication between individuals. According to Vygotsky, at around the age of 2 children begin to use language in another way. They turn social speech (speech directed toward others) inward toward the self. This self-directed language becomes working memory, giving the child the ability to hold information in mind in order to plan, monitor, and guide his or her own activities (Vygotksy, 1978).

Chloe approaches the family dog and the dog gives a slight growl. “No pull tail,” Chloe says aloud to herself. “Be nice.” She reaches out and pets the dog and the dog relaxes and allows Chloe to pet him.

Chloe has heard these words before, as instructions directed toward her, but now she is directing her own actions. By bringing her behavior under control of internally represented forms of information, she has less need of external regulation. Working memory/self-directed language makes Chloe less impulsive; it gives her a strategy for planned, rather than spontaneous, action.

Self-directed language not only facilitates the child's effective manipulation of objects and the environment; it also provides a means of regulating the child's perceptions, emotions, and behavior.

When Chloe spills her milk, her older brother yells at her and she bursts into tears. Her mother intervenes, saying “It's okay, sweetie, we'll get a rag and wipe it up.” She gets two rags and gives Chloe one. “You can help, Chloe. Let's clean up the milk.” Chloe stops crying and wipes the rag on the floor. “See, Chloe,” her mother says, “It's okay; we made it all better. It's okay now.” Chloe smiles and repeats, “It's okay.”

In this shared interaction, her mother has used language to help Chloe change her perception of the situation and thus to transform her emotions. A week after the spilled-milk incident, Chloe again spills a drink. She initially looks distressed. But then she repeats her mother's soothing language from the previous experience, saying aloud to herself: “It's okay, Chloe, wipe it up. Don't cry.” She gets a towel and her affect changes from distressed to cheerful. Self-directed language serves to open up the internal “space” between an initial stimulus and one's response, allowing the child to access information that does not lie in the immediate, visual field (Vygotsky, 1978).

In using language for self-direction and self-soothing, the young child initially speaks aloud to herself as if to another person. Researcher Laura Berk (1994) has studied this “private speech” and found that it accounts for 20% to 60% of the spoken language of preschool-age children. As the child gains mastery over behavior, private speech abbreviates and becomes less audible (Berk, 1994). Children begin to “think words” rather than to say them. Shared language becomes private speech, which becomes internalized language, or verbal working memory.

A Dynamic Relationship Between Internal and External Aspects of Development

Barkley theorizes that this movement toward internalization and greater self-control is largely a matter of instinct: He states that “the capacity for self-regulation is not taught but emerges as a result of an interaction between the child's maturing neurological capabilities for self-regulation (the executive functions) and his or her interactions with a social environment that stimulates, encourages, and places a premium on such behavior” (Barkley, 1997, p. 227). Barkley emphasizes that self-regulation develops as a result of the maturation of the prefrontal cortex. The social environment, although important to the unfolding of the executive functions, “does not account for their existence” (Barkley, 1997, p. 234).

Vygotsky certainly agreed with this concept of an innate drive toward self-regulation, but Vygotsky also directed attention to the social context in which that unfolding takes place. One of Vygotsky's most important contributions to our understanding of the development of EF is his emphasis on the dynamic relationship between internal and external aspects of development. Vygotsky believed that higher mental functions are in part “socially formed and culturally determined” and that if one changes the mental tools that are made available to a child, one can change the structure of the child's mind (Vygotsky, 1978, p. 126). Modern neuropsychological research lends credence to Vygotsky's theory, showing a remarkable plasticity in the developmental of the brain. “The same neuroplasticity that leaves executive functioning skills vulnerable to genetic and environmental disruption also presents the possibility of actively promoting the successful development of these skills” (Center on the Developing Child at Harvard University, 2011, p. 8).

The Zone of Proximal Development

An important aspect of Vygotsky's theory was his understanding of the relationship between development and learning (Vygotsky, 1978). He did not believe that learning causes development (as behavioral theory might suggest) nor did he believe that learning must follow development (as a theory of universal developmental steps might suggest). The most essential feature of Vygotsky's theory is that developmental lags behind the learning process and this sequence results in what he calls the zone of proximal development (ZPD).

According to Vygotsky (1978), the development of any new ability occurs within the boundaries of the ZPD.

There are a great many skills that are outside of the developmental readiness of the child. At the same time, there are skills that children can reliably exhibit on their own—the child's Level of Independent Performance. (The design of the marshmallow test allowed the researchers to assess the children's level of independent performance with regard to self-regulation. The children who were capable of waiting for two treats—with no adult present—had reached a level self-regulatory maturation that allowed them to independently manage their own thoughts, emotions and actions.)

But there are also skills that the child can perform only with assistance or external support. This is the Level of Assisted Performance, or the zone of proximal (meaning close or near) development. (After the researchers in the marshmallow study taught the more impulsive children “mental tricks,” each child's subsequent actions revealed information about his or her level of assisted performance.) We can think of these assisted behaviors as “emerging” abilities that have the potential to become part of the child's level of independent performance.

Vygotsky believed that properly organized learning can lead development in that “it awakens a variety of internal developmental processes that are able to operate only when the child is interacting with people in his environment” (Vygtosky, 1978, p. 90). For example, 2-year-old Chloe tries to put on her own socks but is only able to pull them as far as her heel; she then walks around with her heels bare and the socks flopping in front of her toes. She sits and attempts to pull them further, without success. Her mother observes her struggle and uses language to introduce strategies that make the process easier.

“Look Chloe, the sock has a toe and a heel. Here's the toe of the sock,” her mother says as she scrunches up the sock, making the toe more accessible. “Put your toe in the toe of the sock first.” Chloe places her toe into the toe of the sock. Her mother then pulls the sock as far as her heel. “Here's the heel of the sock; your heel goes here.” Her mother pulls the sock so that it barely covers Chloe's heel. “Now pull up your sock, Chloe.” Chloe pulls the sock in place and smiles.

Chloe probably does not understand all of what her mother is saying, but the next time Chloe is struggling with her socks, her mother, says, “Remember, toe first.” This shared language supports Chloe's working memory and reminds her that there is a strategy for putting on her socks. Chloe is able to stop (response inhibition) the nonproductive struggle and consider (working memory) alternative methods (cognitive flexibility). Initially, she still needs help getting the process started. Her mother repeats the language, in abbreviated form, each time as she demonstrates and assists. Eventually Chloe is able to manage the task with only verbal assistance: “Remember Chloe: Toe, heel, pull” and finally she uses the same language to guide her own actions.

We can see in this example how learning leads development. Chloe may have eventually figured out how to put on her own socks using trial and error. But by sharing this activity with her mother, she has also learned a strategy for planned, rather than spontaneous, action. Her mother has shown her that activity can be divided into two parts: (1) figuring out how to solve the problem through language and (2) carrying out the solution through action. “Direct manipulation is replaced by a complex psychological process through which inner motivations and intentions, postponed in time, stimulate their own development and realization (Vygotsky, 1978, p. 26).

In terms of the movement from external to internal, the child's ZPD is where the abilities still exist in external, shared form. Once the child reaches the level of independent performance—once Chloe learned the strategy for putting on her own socks—the behaviors are said to be internalized and she no longer has need of external support for that behavior.

The “Future Child”

While abilities still exist in externalized form in the ZPD, they allow us a glimpse of what Vygotksy calls “the future child.” Chloe's attempts to put on her own socks provide her mother with a glimpse of where Chloe is headed developmentally. Chloe's mother does not independently decide that it is time for Chloe to learn to put on her own socks and then implement a lesson plan; instead, she responds to processes that are already emerging within Chloe's ZPD. Chloe's behavior reveals where she is headed and her mother intuitively supports Chloe's movement toward that future capability; she interacts with the future child.

According to Vygotsky, within the ZPD others have the opportunity to interact with the future child, responding to skills and functions that have not yet matured but that have the potential to mature soon. And he believed that one childhood activity is especially well-suited to allowing us to observe, and interact with, the future child. That activity is play.

The Role of Play in the Development of Self-Regulation

Barkley hypothesizes that the executive function of cognitive flexibility (which he calls reconstitution) originates in external, observable behavior as play. The toddler begins by playing with physical objects, either toys or everyday objects. They take up these toys/objects and explore their properties, using all of their senses. They manipulate the objects and often take them apart and then use them in new ways.

This overt play with physical objects shifts to role play in the lives of preschoolers as they imitate adults and play house, store or doctor. In this pretend play, physical objects are still important, but they become props that are subjected to the internally imagined themes and roles that the children enact.

At a little over 2 years of age, Chloe plays with her doll, imitating the caretaking actions of her parents: pushing it in a stroller or trying to change its clothes. On this day, as Chloe plays with her doll, she observes her father complete a conversation on his phone and then place the phone on the coffee table. Chloe goes to her box of blocks, picks one up, and puts it to her ear. Her father notices and smiles at Chloe. He picks up his phone and puts it to his ear. “Hello, Chloe,” he says, “Is that you, Chloe?” She nods her head.

Chloe has initiated a use of the block that is completely different from her previous play. She is acting “as if” the block is a phone. Her behavior is a deliberate attempt to solve a problem: She wants to imitate her father's actions but does not have a toy phone available. Rather than directing her attention outward to aspects of the environment that are most perceptually obvious (for example, trying to use her father's phone), she directs her attention inward to solve the problem (Bodrova & Leong, 2007, p. 20). Her behavior is no longer controlled just by her immediate perceptual field; she is acting in correspondence with internal ideas.

“What are you doing, Chloe?” her father continues. “Are you taking care of your baby?” Chloe says “Yes,” still holding the block to her ear. “Does your baby like to read stories?” Chloe nods again. “Why don't you bring your baby over here and I'll read you both a story,” her father suggests, still speaking into his phone. Chloe picks up her doll and brings it to her father, still holding the block. “Do you want to put your phone here on the table by mine?” Chloe puts her block on the table and snuggles in to read a story.

When Chloe's father observes her new use of the block, he has a glimpse of “the future child” and he then invites Chloe to play at slightly higher level; she is able to follow his lead and responds by engaging in a conversation with him and acting “as if” this conversation is taking place by phone. Although Chloe's father may view his interactions with Chloe as “just play,” she has made a big developmental step forward on this day, and it will not be long before this type of play—playing with internally represented ideas—becomes a regular part of her day.

The following year, in preschool, much of Chloe's day is devoted to pretend play. Chloe and her classmates are now more adept at “playing with” ideas. In this pretend play, physical objects are still important, but mostly as props that are subjected to the internally imagined themes and roles that the children enact. Play is still linked to external reality, though; the play of preschoolers is largely imitative of the external reality that they observe in their everyday lives.

Soon, however, play becomes more internalized as the enactment of everyday themes and roles gives way to more abstract fantasy play (pirates, space ships, soldiers). Older children may be content to play with few or no physical props: they have the cognitive flexibility to “just pretend” that they have swords, space capsules, guns, and/or army rations. Their activities clearly center on internal ideas rather than external, physical objects. They may spend hours or even days “playing with” ideas related to a particular imaginary theme. It is the ideas that take center stage in this play. In its mature form, according to Barkley (1997), play is completely internalized as a capacity for covert analysis and synthesis of ideas (reconstitution or cognitive flexibility), including covert simulations of behavioral contingencies. In other words, as we mature, we can “play with” ideas and possibilities before choosing to act; this cognitive flexibility allows for a high degree of self-regulation in our everyday lives.

While cognitive flexibility is a big part of imaginary play, pretend play with peers also places strong demands on other executive functions. In order to engage in joint pretend play with peers, the children talk with one another before the play begins to plan what form the play will take and what role each child will play. They utilize their working memories to hold that plan in mind. They monitor their own behavior to stay in role, inhibit behaviors that do not follow the plan, and at the same time shift focus as their imaginary situation evolves. While their imaginary play may appear to the casual onlooker as spontaneous and free, in fact “the imaginary situation of any form of play already contains rules of behavior” (Vygotsky, 1978, p. 94). Their level of self-regulation is higher than what they are typically capable of in other daily activities. According to Vygotsky, play itself is a learning situation that creates a zone of proximal development. “In play a child always behaves beyond his average age, above his daily behavior; in play it is as though he were a head taller than himself” (Vygotsky, 1978, p. 102).

This development of self-regulation that is fostered by play is even more apparent in the traditional childhood games of older children, such as the Red Light-Green Light. Games such as these (see Table 20.2) function as a shared activity that provides external support for emerging functions.

On a Saturday afternoon, 5-year-old Chloe accompanies her father to her brother's ball game. Watching the game holds little interest for her; and she is restless and whiney. Both Chloe and her father are relieved when her father's friend arrives with his own two daughters, 8-year-old Sasha and 9-year-old Rita. The two older girls invite Chloe to play with them, and recruit other children for a game of Red Light-Green Light.

Table 20.2 Traditional Childhood Games and Executive Function.




	Many traditional childhood games tap the executive functions of working memory and response inhibition. Some researchers see working memory and inhibition control (WMIC) as practically inseparable constructs that form the core of EF.



	Game
	Executive Function Required



	Mother, May I?
	

1. Response Inhibition (inhibiting the prepotent response)

The natural (prepotent) response is to respond to the direction to move forward. (“Take one giant step.”) Players must inhibit this response until given the proper verbal cue. (“Yes, you may.”)

2. Working Memory

Players must remember to ask Mother, May I? prior to taking any action. Players must also continually update working memory, discarding all instructions followed by the cue, No, you may not and retaining and responding to instructions given just prior to the cue Yes, you may.







	Red Light-Green Light
	

1. Response Inhibition (interrupting an ongoing response)

Players initiate a response (moving forward) when given the verbal cue Green Light. They must immediately and completely stop that ongoing action when given the cue Red Light.







	Statues
	

1. Response Inhibition (interrupting an ongoing response)

Following a period of ongoing free movement after they are swung around by the leader, players must completely stop this ongoing response (become a “statue”).

2. Response Inhibition (protecting the period of delay)

Then players must continue to inhibit all action (including speech) for an extended period of time. Each player must initiate action in response to a tactile cue (meaning that statue is turned “on”) and again inhibit all responses in response to another tactile cue (that statue is turned “off”). They must ignore all other stimuli while in the “off” position, including comments by the leader, actions of other statues, and internal discomforts such as itches, tired muscles.







	Freeze Tag
	

1. Response Inhibition (interrupting an ongoing response)

Players must stop all movement in response to a tactile cue (being tagged by the player who is “it”) and continue to inhibit all movement until they receive another tactile cue (being tagged by another player).







	Simon Says
	

1. Working Memory

Players must remember to respond only to instructions preceded by the cue Simon Says. They must discard all other instruction from their working memory and retain and respond only to the properly cued instructions.

2. Response Inhibition (Inhibiting the prepotent response)

Players must inhibit the natural tendency to respond to the various commands (“Jump up and down”“Stick out your tongue”) and respond only when the command is preceded by the correct verbal cue (“Simon Says stick out your tongue”). The leader deliberately tries to trick the players into responding too soon.









In games such as Red Light-Green Light, monitoring and regulation have become the primary purpose of the game. The pretend aspect of this game is minimal: there is no actual red light, no props of any kind. The external trappings of play are no longer as important; what matters are the internal abilities of the players. This is all part of the movement from external to internal.

As the youngest child in the group, Chloe is often sent back to the Start line when she fails to stop her movement quickly enough or when, pausing in mid action, she is unable to hold her position and falters. But she persists in the activity, improves her performance, and much prefers playing this game to watching her brother's ball game or coloring in the bleachers.

On the bleachers watching the ball game with her father, Chloe has a level of self-regulation that is typical of a 5-year-old: She is restless, talkative, and climbs all over the bleachers. Moments later, in the context of the game play, we see a much higher level of behavioral control. It is as though we are seeing two different girls: Chloe's eagerness to improve her performance in the context of the game allows us to see the future Chloe. The behavioral monitoring that is a part of this game is within Chloe's ZPD and will eventually be internalized by Chloe and she will be capable of conducting behavioral self-monitoring in a variety of nonplay situations.

Strategies for Assessment and Treatment: Staying in the Zone

There are large individual differences between children in the development of self-regulation abilities. This is particularly evident in school settings because the school structure places strong demands—academically, behaviorally, socially—on children's executive functions.

Some children, like Chloe, enter school already well prepared to meet these demands. But not all children are as fortunate as Chloe. Children experience delays in the development of EF for a variety of reasons. Genetically based conditions such as attention deficit hyperactivity disorder (ADHD), autism spectrum disorders, learning disabilities, and anxiety disorders are known to be associated with delays or disruptions in the development of EF. Environmental factors such as neglect and trauma can also disrupt the development of EF. According to the Center on the Developing Child at Harvard University, these adverse environments can impair the development of executive functions due to “disruptive effects of toxic stress on the developing architecture of the brain” (Center on the Developing Child, 2011, p. 7).

Children with any of the above-mentioned conditions are, at some point in their development, likely to come to the attention of a mental health professional. Knowledge about the development of EF and about the ZPD can help therapists to properly respond to the needs of these children. In particular, Vygotsky's theory about the dynamic relationship between learning and development can guide (a) the assessment process and (b) treatment interventions, helping therapists to create treatment plans that are truly developmentally sensitive.

Assessment

Traditional assessment of self-regulation abilities describes the child's performance in static terms (the child's level of independent performance) and compares the child to peers who are meeting behavioral expectations. For example, an assessment of preschool children might state that the children are on track with academic skills, but are behaviorally lagging behind their peers because they frequently hit and push other children. This assessment is in black-and-white terms, describing what the children can and cannot do independently. It ignores the range of behaviors within the level of assisted performance.

Because the purpose of assessment is to guide future interventions, it is actually more important to understand the children's level of assisted performance than their level of independent performance (Vygotsky, 1978). Recall that, in the marshmallow study, when the impulsive children—whose actual developmental level did not allow the required self-regulation—were taught various mental strategies, their performance changed. In effect, the researchers were then able to observe their level of assisted performance, or potential developmental level. Knowledge of how a particular child responds to different types of assistance can help us to plan the interventions to support that potential development and lead to future development.

A dynamic assessment, therefore, focuses on the abilities that are emerging within the ZPD's level of assisted performance. A dynamic assessment actively seeks contexts that support emerging EFs and can give us a glimpse of the future child. The goal of dynamic assessment is to ascertain what kinds of shared activities (learning activities) will allow us to connect with the children at their current level and move them along to the next level of development. In order to do so:


	A dynamic assessment goes beyond a static description of the child's level of independent functioning and fully explores the child's level of assisted performance.

	A dynamic assessment goes beyond the context of the presenting problem and considers the target behavior in multiple contexts in order to explore the full range of the child's potential. It asks the question: In what contexts is the child able to exhibit the desired behavior?

	A dynamic assessment includes contexts that involve play. As Vygotsky noted, play is especially suited to provide us with a view of the “future child.” Playful contexts yield information about children's potential that might not be otherwise available. Observations of the child at play, therefore, are an essential part of a dynamic assessment for the young child.

	A dynamic assessment looks for partially developed, or emerging, behaviors and does not focus solely on fully developed (target) behaviors. Because of the fluid nature of the ZPD, there is almost always some aspect of the targeted ability that the child can demonstrate with the right kind of external support. A dynamic assessment recognizes that self-regulation is a gradual process and that development may occur in small sequences.

	A dynamic assessment creates new contexts (shared activities) that might reveal higher levels of functioning. Discovering contexts in which the child can perform the desired behavior yields important information about what kinds of external support may be helpful for the child in other contexts.



Treatment

Vygotsky's theory about the dynamic relationship between learning and development can help adults (therapists, educators, other professionals, parents) create interventions for developing self-regulation that are truly developmentally sensitive. Note: It is important to differentiate Vygotsky's theoretical assumptions from other commonly accepted theoretical assumptions that are not grounded in this dynamic concept. See Table 20.3.

Table 20.3 Relationship Between Learning and Development: Underlying Assumptions.




	Learning leads development 
Vygotsky's theory emphasizes that learning, while not identical to development, can lead to development under the right circumstances. His concept of the zone of proximal development (ZPD) provides a framework for identifying the optimal circumstances for fostering development. By focusing attention on the self-regulatory abilities that are already present in the child's ZPD, the adults involved can provide support and can nurture the child's emerging executive functions and help to move the child along the developmental path toward empowerment and self-regulation.



	Learning is development 
In contrast, if the adults work from an underlying assumption that learning is development, they will plan interventions to teach, practice, and reinforce the desired skills/performance. The interventions may produce good results if the targeted ability is within the child's ZPD. However, if the targeted ability is not within the child's ZPD, the child's ability to self-regulate will not develop. While some behavioral changes may occur (especially in contexts where the child receives immediate positive and/or negative reinforcement), the behavior will transfer to other contexts only if the ability to self -regulate has developed. This often leads to frustration on the part of the adults involved, who think that because the child exhibited the behavior in one context, development has taken place, and the child should therefore be able to exhibit the same behavior in other contexts. This may lead to inappropriate use of punishment when the child fails to perform as expected.



	Development must precede learning 
On the other hand, if the adults work from an underlying assumption that developmental maturation must precede learning, they will (ideally) provide accommodations for children whose development is not on par with that of peers. For example, a child with poor self-regulation ability may be seated next to the teacher's desk where she can monitor and guide his behavior.
Accommodations are theoretically left in place permanently or until the child's maturation catches up with that of peers. When accommodations fail to produce the desired results, the next step may be more severe measures such as removing the child from the classroom, rather than providing learning experiences that can foster development. The Harvard Center on the Developing Child expresses grave concern that misunderstandings such as these can lead to expulsion from the classroom or inappropriate use of medication rather than to developmentally sensitive support for emerging executive functions (Center on the Developing Child, 2011).





Treatment interventions that are grounded in the child's ZPD can use concepts such as sequencing and scaffolding (see also Table 20.4) to support and nurture emerging executive functions in various contexts.


	Sequencing means moving in small steps, beginning with partial behaviors found in the ZPD and expanding from there. For example, if a child has difficulty shifting focus (which depends on the executive functions of working memory, response inhibition, and cognitive flexibility), the therapist might begin by working on just response inhibition and wait until the child shows some mastery of that behavior before adding additional demands. Another way of sequencing is to begin with the least challenging context and move slowly toward more challenging contexts. The goal of sequencing is to gradually move toward full performance of the desired behavior in the context of the presenting problem.

	Scaffolding means providing sufficient support so that the behavior can be performed in total (rather than sequencing it) and then gradually withdrawing support as the learner becomes more skilled. Chloe's mother provided scaffolding when she helped Chloe put on her own socks: The task of putting on her socks did not change; what changed over time was the extent of the external support she provided. An understanding of scaffolding is particularly important in designing “point of performance” interventions.



Table 20.4 Point of Performance Interventions and Scaffolding.




	Point of Performance Barkley emphasizes that when the presenting problem is centered on a particular context (for example, poor self-regulation in the school setting), the most useful interventions will be those that are in place in the natural settings at the point of performance “where the desired behavior is to occur” (Barkley, 1997, p. 338).
Scaffolding is a way to provide temporary support for a particular behavior at the point of performance. With scaffolding, the task is not made easier, but the external support is adjusted. Initially, the child is given sufficient external support to be able to exhibit the expected behavior. Scaffolding may be person-to-person but it may also be in the form of external “mediators” that support the child in performing the targeted behavior, or a combination of both. The external support is considered temporary and is gradually removed, leading to independent performance (Bodrova & Leong, 2007).





Clinical Vignette: Amanda

We present a case example (Amanda) to demonstrate therapeutic powers of play, and in particular, how play supports the development of self-regulation abilities. For Amanda, this development of self-regulation abilities allows her to participate fully in her preschool class, enjoying the full range of classroom activities and the companionship of her peers. In this case example, we will demonstrate that:


	The concept of executive function provides a framework for understanding the child's presenting problem.

	A dynamic assessment of the child's self-regulatory abilities reveals the child's zone of proximal development.

	Information from the dynamic assessment can be used to plan developmentally appropriate interventions.



This case shows the involvement of several professionals who intervene to help Amanda: Ms. Blum, Amanda's teacher at the beginning of the school year, who uses traditional methods of assessment and intervention; Ms. LeBlanc, who takes over the class in October and who introduces a more dynamic assessment and intervention process; and a therapist/consultant who uses his knowledge of developmental processes (particularly regarding executive function and the zone of proximal development) to help Ms. LeBlanc fine-tune her assessment and intervention for maximum results.

The Concept of Executive Function Provides a Framework for Understanding the Child's Presenting Problem

Four-year-old Amanda is in her first year in a structured preschool program. Amanda has difficulty with the EF of shifting focus. See Table 20.5.

Table 20.5 Shifting Focus.




	Mature self-regulation requires the ability to shift focus, meaning that the person must change his or her perspective and actions in response to changing events or new information. It entails: (1) self-monitoring (the use of working memory to determine if one's ongoing response is suitable for the circumstances), (2) interruption of the ongoing response if it is not suitable, and (3) cognitive and behavioral flexibility (considering and then choosing alternative ways of perceiving or behaving).
For children who have difficulty shifting focus, the behavioral expectations of the classroom can be frustrating. In school, children are expected to make multiple transitions: Upon a signal from the teacher, children are expected to interrupt an ongoing activity (which they may be enjoying) and switch to a new activity. They are also expected to be able to think flexibly—to be able to see beyond their own self-interest, view a situation from the perspective of another child and/or from the perspective of classroom rules, and behave in accordance with that larger perspective. In preschool classrooms, children are still learning to adapt to these behavioral expectations. They are not expected to independently monitor their own behavior; preschool teachers frequently remind the children of rules and give emotional support and encouragement as the children struggle with the inherent challenge of forgoing their own self-interests. With that support from the teacher, however, preschoolers are expected to be able to interrupt an inappropriate response upon request and to bring their actions in line with classroom expectations.





She is easily upset by the actions of her classmates; the actions that bother her are often minor things such as standing too close to her, sitting in a chair that she considers to be “her” chair, coloring too messily, or singing too loudly. She responds with attempts to direct the other child's behavior; if this meets with resistance, she reacts with verbal and/or physical aggression. Then, when the teacher or her assistant intervenes, Amanda often escalates the aggressive behavior, culminating in an emotional “meltdown.” When she can, Amanda isolates herself from other children, preferring to engage in activities on her own. She is also frequently resistant to following the teacher's instructions when that entails stopping an activity that she is absorbed in.

In light of Amanda's difficulty in meeting classroom expectations, Ms. Blum initially responds with traditional interventions: reminders, redirection, praise, and rewards, along with time-outs for especially inappropriate behaviors. The teaching assistant (Ms. Dartez) often shadows Amanda to try to prevent the problem behavior; she also soothes her after an emotional meltdown.

When no improvement is forthcoming as a result of these interventions, Ms. Blum calls Amanda's parents in for a meeting. She tells them that their daughter is on target for all of her preacademic skills, but she falls behind her classmates in her ability to follow classroom rules. Ms. Blum identifies two behaviors that need to improve: (1) keeping her hands to herself and (2) following the teacher's directions.

This is a traditional way of assessing children's behavioral maturity—with checklists and verbal descriptions of what the child can and cannot do. It focuses on observable behaviors and on the desired level of independent performance.

Amanda's parents are surprised—they have no behavior problems at home—but are also eager to help. Ms. Blum tells them that she will send home a “daily report” in which Amanda will earn either a smiley face or a sad face for each of two behavioral expectations. Ms. Blum asks that they praise Amanda for a smiley face and remind her of the importance of following the rules. Ms. Blum cautions them not to punish Amanda at home if she earns a sad face.

The underlying assumption with this intervention is that Amanda only needs to be properly motivated in order to meet the behavioral expectations of the classroom. This assumption is perhaps based on Amanda's academic progress and the absence of problems at home; they may believe that because she is mature in some ways, her self-regulatory capacity is equally mature.

Amanda brings home sad faces on most days and her parents ask her what happened but do not punish her. On the occasional days that she brings home a smiley face, they praise her and even give her special privilege. But the pattern of primarily sad-faced reports continues. Amanda begins to whine or cry when they try to talk with her about her day.

In spite of the lack of progress, the intervention continues: the report goes home each day and the parents review it with Amanda.

In October, Ms. Blum has to take an extended maternity leave, and Ms. LeBlanc takes over the class. Ms. Leblanc decides to do her own assessment of Amanda's self-control. She calls Amanda's mother and says that she will discontinue the daily report until she gets to know Amanda better. Amanda's mother expresses relief; the daily report is causing problems between her and her husband; he feels angry that Amanda is not improving and thinks that they should punish Amanda for the continued misbehavior.

Although Ms. Blum had cautioned the parents not to use the daily report as a basis to punish Amanda at home for behavior at school, the underlying assumption—that Amanda just needs to be motivated—causes the parents to view her behavior as willful noncompliance in view of the fact that they have done their best to motivate her. Ms. LeBlanc makes a significant shift away from this assumption when she decides to assess Amanda's self-control: this is a first step in thinking about the problem behaviors in terms of the underlying EF-related abilities rather than only in terms of observable behaviors. (Later, the consultant/therapist will help Ms. LeBlanc define those abilities more precisely, in terms of shifting focus.)

A Dynamic Assessment of the Child's Self-Regulatory Abilities Reveals the Child's Zone of Proximal Development

In addition to reframing the target behavior, Ms. LeBlanc also widens the perspective of the assessment. She creates a new—and playful—context for observing Amanda's self-regulatory abilities.

Ms. LeBlanc introduces a new activity to her students: the Stop and Go game. When the children gather for circle time, Ms. LeBlanc plays music and the children, while standing in place, move their bodies freely to music. When Ms. LeBlanc says “Stop!” and presents a bright red Stop sign, the children “freeze” in position. While they freeze, Ms. LeBlanc walks among them and comments on all of the interesting “statues.” The children remain frozen until Ms. LeBlanc says “Go!” and returns the Stop sign to its hiding place behind her back. The children resume their movement until a minute later, when the music ends, the Stop sign is put away and the children sit down for a story.

The Stop and Go game creates a context in which Ms. LeBlanc can assess one aspect of Amanda's self-control: response inhibition.

Ms. LeBlanc notes that, in the context of the game, Amanda is able—and even eager—to exhibit good self-control. During her first 2 weeks in teaching the class, Ms. LeBlanc also observes that Amanda can follow instructions exceptionally well, but only when there are no other children nearby. When other children are around, Amanda focuses on their behavior. Ms. LeBlanc also notices that there is one girl in the class, Celia, whom Amanda seems to look up to: She is never “bossy” with Celia.

With the exception of the new game, Amanda is not behaving any differently for Ms. LeBlanc than she did for Ms. Blum. The daily proportion of inappropriate to appropriate behaviors is the same. However, Ms. LeBlanc is assessing Amanda's behavior in a variety of contexts and she observes that Amanda's level of self-regulation varies depending on the context in which it occurs. Ms. LeBlanc's assessment is a dynamic assessment. By noting Amanda's behavior in various contexts, it calls attention to several interventions that might be helpful in eliciting and supporting the desired behaviors. The next day, Ms. LeBlanc has an opportunity to involve Amanda in some play with Celia.

During center time, Celia and two other children, Annalise and Drew, have decided to play “house.” Ms. LeBlanc notices that Amanda is watching their play. She asks Amanda if she would like to play house with them. Amanda nods and Ms. LeBlanc brings Amanda into the housekeeping center and then steps aside and observes as the children assign roles: Emma is the mother, Drew is the father, and Celia is the big sister. Amanda states that she wants to be the baby.

Celia instructs Amanda to sit on the floor and gives her a “sippy cup.” Amanda pretends to drink from the cup, while the other children set the dishes on the table and pretend to cook food on the stove. When Amanda makes a suggestion about the meal, Celia says that the baby should only talk baby talk. Amanda not only complies with this directive, she remains seated on the floor. Celia pats her on the head and says, Good baby. Amanda smiles, and responds with more baby talk and the children continue their play.

When Ms. LeBlanc checks back later, she is amazed that Amanda—usually very domineering with the other children—has not only asked to play a role that calls for her to be dependent, but has been cooperating with the group's expectations for more than 10 minutes.

Ms. LeBlanc is continuing to gather information in a variety of different contexts, resulting in a more nuanced understanding of Amanda's ability to regulate her behavior. She shares this information with the school's director, who arranges to have Ms. LeBlanc utilize the services of the school's mental health consultant, who is a trained play therapist.

At the end of October, the therapist meets with the director and learns the history of Amanda's behavior and previous interventions. He observes Amanda for an hour in the classroom, including the Stop and Go game. He meets briefly with Ms. LeBlanc and suggests some changes to the game in order to provide a slightly different context for observing Amanda's response.

The change suggested by the therapist is to target the “Stop” cue to one child at a time, by saying that child's name before giving the cue. Only the targeted child will “freeze,” the other children will continue moving to the music. During the period of delay provided by the “freeze,” Ms. LeBlanc will go to that child and talk quietly, complimenting his or her ability to stop on cue, and asking a brief question before releasing the child (by saying Go and returning the Stop sign to its hiding place behind her back).

The therapist is helping Ms. LeBlanc to fine-tune her dynamic assessment, gathering even more information that is pertinent to EF-related abilities. Ms. LeBlanc's original Stop and Go game (with all of the children responding) provided a context for assessing Amanda's ability to interrupt an ongoing response. In the new context—in which one child at a time inhibits his or her response—a higher level of self-regulation is required. The targeted child must not only inhibit behavior but must (1) protect the period of delay in the midst of distractions (the other children continuing the activity) and (2) temporarily shift his or her attention from the music and the movement of the other children to a conversation with the teacher. Amanda's performance in this new context will yield information related to one of Amanda's particular difficulties in the classroom: shifting her attention away from the behavior of the other children and focusing her attention on what the teacher is saying.

At the end of November, the therapist meets again with Ms. LeBlanc, who reports that Amanda has been able, in the context of the game, to interrupt her response and shift her attention—even when the other children continue their activity.

Another change has also taken place in the classroom, due to a school-wide change for Time-Out procedures. Each preschool classroom now has a “relaxing” chair: a child-size rocking chair. Next to the chair is a bin with a teddy bear, a touch-and-feel book, a soft blanket, and other items that the children can use for self-soothing. When Amanda becomes emotionally upset and is in need of soothing, the assistant now brings her to the relaxing chair. Amanda has been able to use this resource to calm herself down without as much direct interaction with the assistant.

The relaxing chair provides additional information about Amanda's ZPD. It shows a different type of external support that she is able to use; it is a way of removing some of the scaffolding that had been provided person-to-person and using a mediator instead. (Mediators are external measures that help children to perform independently in situations that otherwise would require more adult supervision; Bodrova and Leong, 2007).

Information From the Dynamic Assessment Is Used to Plan Developmentally Appropriate Interventions

With all of the information that Ms. Leblanc has gathered, she and the therapist have a more nuanced understanding of Amanda's difficulties—and her needs—than the previous teacher did.

Table 20.6 Dynamic Assessment: Amanda's Zone of Proximal Development.




	

	Amanda shows a better level of self-regulation during pretend play than she does during regular classroom activities.

	In routine activities, Amanda is better able to follow her teacher's instructions when she is not distracted by the behaviors of other children.

	With the external support provided by the Stop and Go game, Amanda can not only interrupt an ongoing response, she can protect the period of delay even with multiple distractions (music, the activity of other children) and shift her focus to what her teacher is saying.

	When Amanda does get emotionally distraught during daily activities, she is able to recover her emotional equilibrium with a combination of support from the assistant teacher and support from a “mediator” (the relaxing chair).









Although the changes that Ms. LeBlanc initiated as part of her assessment have been helpful in and of themselves, it would be incorrect to assume that just because Amanda is showing self-regulation in these various contexts, she will now spontaneously transfer those skills to the problem situation. It is essential to take the information gleaned from the dynamic assessment and use it to construct external support at the “point of performance.”

Ms. LeBlanc and the therapist meet and set an intervention goal for changes they want to see in Amanda's behavior. They decide to target Amanda's verbal and physical aggression with other children, which occur when another student is doing something that bothers her. The therapist recommends setting a goal that focuses on improving the mental processes that underlie the problem behavior. Together they set a goal: Amanda will improve her ability to shift focus [see Table 20.5] in situations where she is distressed by the actions of other children.

Amanda already knows that it is “against the rules” for her to tell other children what to do and to physically attempt to interfere with their behavior. Other children in the classroom have either already internalized this rule or are able to shift their focus and comply with the rule when they are reminded to do so by the teacher. Amanda, however, has neither internalized the rule nor is she able to shift focus upon a reminder. She needs more external support than a reminder provides. This goal will help the adults plan interventions that can provide that external support.

They discuss Amanda's ability, in the context of the Stop and Go game, to interrupt an ongoing response and shift her attention to her teacher. The therapist recommends that Ms. LeBlanc take the cues from the game and use them at the “point of performance.” When there is a problem in the classroom, Ms. LeBlanc can cue Amanda to “Stop” and then use that delay in responding (when Amanda “freezes”) to talk with her and remind her of the rule and the importance of following the rule.

Designing a point-of-performance intervention means providing scaffolding at the exact time and place where the problem behavior occurs. The therapist hypothesizes that external support provided by the game-based “freeze” response (interruption and delay of Amanda's ongoing behavior) will create a “space” during classroom activities in which Ms. LeBlanc can engage Amanda in a brief conversation that will help her to shift her thoughts to the importance of classroom rules. He also makes a suggestion for sequencing the interventions.

The therapist recommends that Ms. LeBlanc at first use the intervention only when she can catch Amanda in the early stages of an incident: when she is verbally interfering with another child. Only after they experience success at that level should they use it in those situations where she is physically aggressive with other children.

Over the next 2 months, Ms. LeBlanc experiences significant success with this intervention.

When Ms. LeBlanc (or her assistant) observes Amanda interfering with another child, she gives her the Stop cue. After Amanda freezes, the teacher first establishes good eye contact with her. She then gently reminds Amanda of the classroom rules and that she would not want someone else to treat her that way. With this support, Amanda is able to redirect her behavior

After numerous repetitions, Ms. LeBlanc is able to scale back on the scaffolding that she provides. She no longer needs to go into detail; instead, she can say, “Amanda, Stop ” and then “Remember the rule” and “Go.” Amanda is now able to shift her focus without any additional external support.

When she next meets with the therapist, however, Ms. LeBlanc reports that there is a new problem with Amanda.

Ms. LeBlanc tells the therapist that Amanda is now coming to the teachers frequently and “tattling” on the other children for minor offenses. For example, in just the brief period of time since school had begun that morning Amanda had complained that Lucy was singing too loudly and that Drew and Owen were hiding under the table.

The behaviors that Amanda is reporting, although minor to the adults, are probably the type of behaviors that have always bothered Amanda. In the past, when confronted with the bothersome behaviors of the other children, Amanda either isolated herself or attempted to direct the other child. For her, the classroom rule about not interfering with other children was something imposed from without, not something that guided her from within. Now, however, she appears able to remember the rule (working memory) and is also able to refrain from telling other children what to do (response inhibition). These two functions have become internalized: she is able to create for herself the space to consider alternative responses. However, she still is having difficulty with cognitive flexibility—thinking differently about the situation—so she comes to her teachers for help in managing her emotions.

The therapist suggests that the teachers welcome Amanda's tattling as an opportunity to help Amanda to think more flexibly about the other children and their actions. He recommends that, rather than reprimand her for the tattling, they talk with her about what happened. If Lucy is singing too loudly, how far away does Amanda need to move so it's not so loud? If Drew and Owen are hiding under the table, who are they hiding from? Is it a game? Is it a game Amanda would like to play with them? By means of conversations with her teachers, the therapist suggests, Amanda may improve her ability to think flexibly when events upset her.

According to Bodrova and Leong (2007), “Children learn to use a mental process by sharing, or using it when interacting with others” and only after this period of shared experience “can the child internalize and use the mental process independently” (Bodrova & Leong, 2007, p. 11). In this case, Amanda seems to be seeking out this shared experience to help her think more flexibly about events.

Early into the second semester, Ms. LeBlanc reports to the therapist that Amanda is reliably following the classroom rules. She also engages in various types of play with a number of other children. She still comes to her teachers to discuss what she perceives to be problem behavior on the part of other children, but she is never physically aggressive and the disagreements she has with the other students are normal ones for her age group.

Summary

When Amanda began preschool, she had difficulty adjusting to the demands of school life. In the classroom, students are expected to be able to shift focus: to interrupt an ongoing activity and shift to a new activity in accordance with the classroom schedule. They are also expected to be able to think flexibly—to view situations from the perspective of other people and/or from the perspective of classroom rules—and then to act flexibly in accordance with that larger perspective. These demands overwhelmed Amanda's self-regulatory abilities and she coped by either isolating herself from others or by acting out in a domineering and sometimes aggressive manner.

The interventions that were initially set up to help Amanda improve her performance did not succeed and perhaps made things worse as they resulted in her teacher, her parents, and Amanda herself all feeling helpless and frustrated. Fortunately for Amanda, when a new teacher took over the classroom, she brought a fresh perspective. Subsequent interventions were successful in helping to develop Amanda's self-regulation abilities. Factors that led to success include (1) framing Amanda's problem behavior in terms of underlying self-regulation abilities, (2) using play to reveal the extent of Amanda's potential self-regulation abilities, and (3) designing play-based interventions to support and strengthen her emerging abilities.
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Chapter 21

Self-Esteem

Diane Frey

Introduction

“Know thyself” was the admonition in ancient Greece. Interest in the self, self-concept, and self-esteem has continued throughout history. Shakespeare said, “To thy own self be true and it must follow as the night the day, thou canst not be then false to any man.” More recently Gloria Steinem (1993) stated, “I began to understand that self-esteem isn't everything; it's just that there's nothing without it.”

In the first U.S. textbook on psychology more than a century ago, William James (1890) introduced the topic of self-esteem, defining it as the sum of all a person can call his or her own: physical self, psychological traits, feelings, family, significant others, possessions, avocation, and vocation.

If history is an indicator of the significance of a phenomenon, self-esteem is an important factor. In addition to the historical significance of self-esteem, the breadth of the topic is another indicator of self-esteem's vitality. A spring 2012 search on Google revealed more than 58,300 articles, chapters, and books that focus on self-esteem as a crucial factor in human behavior. A Google search on self-esteem and play therapy yielded 7,320 results in spring 2012. These numbers grow substantially each time there is an update, substantiating that self-esteem is a basic and fundamental concept in the social sciences. Rodewalt and Tragakis (2003, p. 66) stated that self-esteem is one of the “top three covariates in personality and social psychology research,” along with gender and negative affectivity.

Description of Self-Esteem

In the historical review of the literature of self-esteem the terms self, self-concept, and self-esteem are often used interchangeably, however, there are marked distinctions.

The Johari Window (Figure 21.1; Luft, 1969) accurately describes the self as being composed of aspects known and unknown to the self as well as aspects that are known or unknown to others.


Figure 21.1 Johari Window.
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The open area (Area I in Figure 21.1) represents all aspects of self that are known to the individual and others. Included are the basic elements of human behavior: thoughts, feelings, and behaviors. This area of self provides much growth potential because the more an individual has an awareness of self, the more energy can be directed to nurturing, maintaining, or changing aspects of self. Individuals can also benefit from feedback from others because this area is also known to them.

Area II (Figure 21.1) represents thoughts, feelings, and behaviors known to self but hidden from others and is termed the private area. This area allows for change because self-awareness is present in the individual. Area II becomes smaller as trust and acceptance are developed in relationships.

Area III (Figure 21.1) is the blind area, represented by those thoughts, feelings, and behavior that are not known to the individual but known to others. This area is open to change if the individual is open to feedback from others.

Area IV (Figure 21.1), the unknown area, represents one's thoughts, feelings, and behaviors not known by anyone. This area could include repressed thoughts, feelings, and behaviors and/or unknown future behavior of the person. As such it is not likely to change as a result of typical interpersonal relationships.

All four of these areas are typically of different sizes. As healthy human interactions occur, Area I increases, thus causing changes in the other quadrants. The Johari Window (Figure 21.1) represents the self. Areas I and II represent self-concept—what an individual knows about him- or herself. Self-acceptance is the degree to which one is comfortable with the self-concept.

Self-esteem is an evaluative term referring to the positive, neutral, negative, and/or ambiguous judgments one places on the self-concept. Self-esteem is not self-love, but rather the evaluation one places on self-concept.

Self-esteem has two interrelated components: the feeling that one is competent to live and the feeling that one is worthy of living. Being competent includes the confidence one has in his or her thoughts, feelings, and behaviors as these relate to the reality of one's existence. Feeling worthy means affirming oneself and feeling self-respect.

The general assessment of self-concept is considered to be global self-esteem. It is an overall rating of self-concept. The term self-estimate refers to how individuals rate self-concept with regard to a certain characteristic. One might have a global low self-esteem but admit to one positive quality on self-estimate, usually one that is not valued by the person. For example, one might generally regard self-esteem as low or negative but admit to being a considerate person. On the other hand, one might have global high self-esteem but admit to being unforgiving. The self-estimate thus refers to the evaluation of those thoughts, feelings, and behaviors one has that are all part of the self-concept. Figures 21.2 and 21.3 illustrate self-estimates of high self-esteem individuals and self-estimates of low self-esteem individuals, respectively.


Figure 21.2 Self-estimate evaluations in high self-esteem individuals.Source: From Practical Technique for Enhancing Self-Esteem, by D. Frey and J. Carlock, 1991, Bristol, PA: Accelerated Development. Reprinted with permission of Taylor & Francis.
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Figure 21.3 Self-estimate evaluations in low self-esteem individuals.Source: From Practical Technique for Enhancing Self-Esteem, by D. Frey and J. Carlock, 1991, Bristol, PA: Accelerated Development. Reprinted with permission of Taylor & Francis.
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One of the goals of play therapy is to help individuals to see themselves as multifaceted, having many self-estimates, rather than a general global self-esteem rating themselves as all positive or all negative (both unrealistic assessments).

Self-esteem affects all aspects of human beings—cognitive, affective, and behavioral. It was Samuel Johnson who stated that “self-confidence is the first requisite to great undertakings.” Ralph Waldo Emerson posited that “what lies behind us and what lies ahead of us are tiny matters compared to what lies within us.” The importance of self-esteem lies in the fact that nothing in the way people think, feel, and behave escapes the influence of self-esteem. Self-esteem is a basic human need. Abraham Maslow included self-esteem in his hierarchy of needs model. According to Maslow without the fulfillment of the self-esteem need, individuals are unable to obtain self-actualization. Self-esteem has been linked to academic achievement, and self-esteem is an important outcome due to its close relationship with psychological well-being. Eric Fromm discerned that love of others and love of ourselves are not alternatives. An attitude of love of self is found in all those who are capable of loving others. In essence self-esteem is a very pervasive quality that affects every aspect of a person's life.

In addition, low self-esteem has been identified as either a diagnostic criterion for, or an associated feature of 24 mental disorders in the Diagnostic and Statistical Manual of Mental Disorders, DSM-5. At least 15% of Americans meet the criteria for a diagnosable mental disorder; self-esteem is also associated with other less severe conditions in mental health. Self-esteem, therefore, is of considerable social significance. Because all these individuals are connected to others in some way through families and friendships, self-esteem probably touches the lives either directly or indirectly of just about everyone.

Empirical Support

Dissertations and theses are one indicator of continued interest in self-esteem research. Between 1960 and 2008, more than 14,000 dissertations and theses studied self-esteem as the main topic of interest. Nearly one quarter (24.9%) were published between 2000 and 2008. Results of the studies are mixed. Therefore, some controversy is associated with self-esteem research. Not all researchers support the salubrious effects of self-esteem enhancement. On the other hand, scholars are calling for more refined measures that justify efforts to improve self-esteem. The measurement of self-esteem is a complex process, the first of which is the definition of self-esteem. Although it is commonly accepted that self-esteem is multifaceted, as seen in Figures 21.2 and 21.3, many assessment tools do not reflect this conceptualization. Some tests measure global self-esteem and some measure specific self-estimates. Self-esteem is not a stable trait, changing over the lifespan. This is a concern in assessment, which needs to be addressed. There are gender differences in self-esteem. Intrinsic self-esteem or self-approval is more frequently manifested by boys, whereas girls more frequently manifest extrinsic self-esteem or approval by others. Designing tests for young children is difficult due to the developmental issues with these ages (language skills, cognitive development, attention span, memory, and test-taking skills). There have been methodological problems of self-esteem research. Reliance on self-reports of individuals, explicit self-esteem, leads to problems as well as the difficulty of measuring implicit self-esteem—unconscious issues of self-esteem. In addition there is overlap of the construct of self-esteem and other related constructs.

Lastly, there is the crucial issue of whether self-esteem can actually change. One of the newest trends in self-esteem research is the study of genetic links. Neiss, Stevenson, and Sedikides (2003) reviewed the literature on this topic and concluded that genetic influences account for 30% to 40% of the variance in self-esteem levels in siblings. Shared environmental factors such as play, school, peers, and work account for the largest portion of the remaining variance. Biology seems to bring certain predispositions such as energy level, temperament, physical, social, and cognitive abilities. In a study of twins and self-esteem, Niess, Sedikides, and Stevenson (2006, p. 261) concluded, “It is the unique environmental effects that individuals experience, not those with their siblings, which have the greatest impact on both level and stability.” Thus, although genetic dispositions can no longer be ignored, self-esteem is primarily a function of environment.

Although there have been some controversies about the measurement of self-esteem, self-esteem interventions “do at least as well as other types of interventions in changing other domains of functioning such as behaviors, self-reported personality functioning, and academic performance” (Haney & Durlak, 1998, p. 429, as cited in Trzesniewski et al., 2006).

Self-esteem outcome research can be categorized into five areas: (1) social support, (2) cognitive-behavioral strategies, (3) individual and group strategies, (4) physical fitness strategies, and (5) other strategies.

Self-esteem responds to the experience of social support. Primate studies suggest fluctuations in the neurotransmitter serotonin help levels of self-esteem. The best support for serotonin deficiency is positive social feedback (Sylwester, 1997). Kuehner and Buerger (2005) found that self-esteem and social support are the attributes contributing to quality of life.

Cognitive behavioral interventions are the most common treatment approaches for self-esteem and have been found to be very effective (Guindon, 2010). Cognitive-behavioral approaches have been found to improve global and academic self-esteem as well as lessen depression.

Individual, family, and group interventions have been found to improve self-esteem. Individual counseling is the treatment of choice for self-esteem enhancement. Issues of poor family functioning and ineffective parenting as they relate to self-esteem can be confronted in family therapy. Group counseling is an effective treatment for self-esteem enhancement (Guindon, 2010).

Physical fitness strategies improve physical self-esteem (Guindon, 2010). Sports participation had a strong impact on physical self-esteem for both boys and girls, although boys showed higher levels of global self-esteem (Guindon, 2010).

Among the other strategies that have been found to be effective in enhancing self-esteem are reality therapy, solution-focused therapy, narrative therapy, creative arts and play therapy (Guindon, 2010). Self-esteem was enhanced in sand-tray group therapy for adolescent girls (Shen & Armstrong, 2008).

Mruk (2006) has identified eight areas common to self-esteem programs that lead to effective self-esteem enhancement:


1. Acceptance and caring: Therapists who provide unconditional positive regard develop rapport and establish a therapeutic alliance.

2. Consistent positive feedback: The therapist responds with genuine feedback in small doses over time.

3. Cognitive restructuring: The therapist helps the child to substitute rational or realistic responses to situations. This process results in new habits in feeling, thinking, and behaving.

4. Natural self-esteem moments: Children are taught to increase their awareness of the role of self-esteem in their everyday lives and to make changes in the moment. Consciousness-raising techniques assist in this change.

5. Assertiveness training (empowerment): A sense of worth is essential in enhancing self-esteem. Assertiveness training is built on the idea that people have worth and rights.

6. Modeling: Therapists and significant others to the client model appropriate levels of self-esteem and assist the child in learning to model competence and worthiness.

7. Problem-solving skills: Teaching children how to solve their problems increases their chances of success and competence, thus enhancing self-esteem.

8. Opportunities for practice: Enhancing self-esteem takes time. There are no quick fixes or easy remediations. Time and practice are key elements in enhancing self-esteem. Old patterns of feeling, thinking, and behaving must be unlearned and new, more facilitative ones must be substituted.



In summary, acceptance and positive feedback are forms of being valued by others or being worthy, an essential component of self-esteem enhancement. Modeling and problem solving increase competence, another essential component of self-esteem enhancement. Cognitive restructuring, assertiveness training, and rational self-esteem moments require both worthiness and competence. Last, practice is essential for self-esteem enhancement.

Role of Self-Esteem in Causing Change

No one is born with predetermined assessments of self. Heredity mostly influences self-evaluation only indirectly. Children develop self-esteem at an early age. A significant part of children's self-esteem is learned through play. As Russell Meares (1994) stated, “The field of play is where, to a large extent, a sense of self is generated” (p. 49). A play therapist establishes an environment to enable a child to feel free to express self. The play therapist accepts children as they are. This acceptance demonstrates to children that they are people of worth, a key factor related to self-esteem enhancement. Free play allows for true expression. The therapist provides acceptance, empathy, congruence, uninterrupted attention, and genuineness in an environment with only the limitations that are necessary to anchor play therapy to the world of reality. In such an environment children feel safe and their feelings are accepted. These characteristics found in the child-centered play therapy (CCPT) modality (humanistic) were found to produce larger treatment effects than nonhumanistic-directive approaches (Bratton, Ray, Rhine, & Jones, 2005). It is clear that these psychological characteristics of play therapy are necessary for self-esteem enhancement (other play therapy theories might suggest that these conditions are necessary, but not sufficient). These conditions allow for the children to feel accepted by the therapist and eventually lead to the children having self-acceptance. Unconditional self-acceptance is a key ingredient to self-esteem enhancement.

In addition to the acceptance that play therapy facilitates and that is included in the Mruk (2006) model previously discussed, play therapy allows for consistent, positive feedback (Area 2 of the Mruk 2006 model). In early childhood children are aware of their physical features, bodily activity, and motor accomplishments. They do not compare themselves to others because they are egocentric in orientation. Self-esteem in young children is not affected by comparisons to others. With the lessening of egocentrism around age 6, children are more aware of evaluation of the self by others. It is at this age that the looking-glass or self-reflected appraisals become more evident. Significant others are the social mirrors that are part of defining self. This concept is aptly stated by Cooley (1902), “Each to each a looking glass, reflects the other that does pass.”

Play therapy affords the therapist to offer consistent, positive feedback to children in a safe, caring, accepting environment. Vonk (in Kernis, 2006) stated that “positive regard by others…is the ‘entrance’ to true self-esteem change.” The play therapist can give authentic, specific, positive feedback to the child in small doses over time by commenting on the child's self-esteem enhancing thoughts, feelings, and/or behavior. Play therapy games, sand tray, puppets, puzzles, drawings, magic, miniatures, and dolls afford ample opportunity for such feedback.

Also relevant to the role of positive feedback encouragement in enhancing self-esteem is the importance of the child developing an inner self-esteem, as self-evaluation derived from his or her actual behaviors and competencies. Inner self-esteem is not given to children but is learned through children developing competent behaviors and skills. Children with inner self-esteem are not dependent on others for evaluations of their selves and do not need constant praise. They derive their motivation from within. With increasing age children need to base their self-esteem on personal self-evaluation in addition to considering the feedback of others.

While initially in play therapy intervention for self-esteem, it is necessary for the play therapist to give genuine positive feedback; a progression needs to take place wherein children give positive feedback to themselves such as self-talk or comments about what a great Lego creation they made, what an interesting town they created in the sand tray, and/or what a creative object they made with play dough.

Positive feedback should also have a component of constructive criticism. In Frey and Carlock (1989) a ratio of positive feedback to constructive criticism is recommended as 5/1, meaning that for every criticism one receives or gives to self, five pieces of positive feedback should occur. No one is perfect. To focus only on positive thoughts, feelings, and behavior is unrealistic and leads to a false sense of self. It also prevents one from facing weaknesses to enable improvement or coping strategies and to address ways in which the child excoriates self. Puppets, stuffed animals, dolls, and dress-up play enable therapist and child to communicate symbolically, so play therapy is very effective in addressing the positive feedback to constructive criticism ratio in a nonthreatening manner.

Modeling, as mentioned in the Mruk (2006) intervention, is an important aspect of self-esteem enhancement. Children of low self-esteem have often had few opportunities to model a competent and worthy individual; play therapy affords many opportunities for the play therapist to engage in “showing by doing.” The clinician demonstrates how to handle conflicts and difficult situations through fantasy play, puppetry, miniatures, doll play, video play therapy, role playing, and game play. Parents of low self-esteem children are taught effective intervention through filial play therapy. Modeling is the preferred modality for learning complex skills. In play therapy children can model what the therapist and parents show the child. What is shown is more important than what is said, as in traditional talk therapy. Modeling sets the stage for healthy self-esteem. Play therapy's emphasis on the kinesthetic, visual, and auditory aspects of learning make it an ideal conduit for conveying self-esteem enhancement through modeling.

Assisting children to learn problem-solving skills is another important aspect of enhancing self-esteem through play therapy. Autonomy support is an aspect of interpersonal environments conducive to self-esteem. This type of support provides children with choices about their actions by encouraging them to solve problems on their own. When children solve problems on their own, they achieve a sense of mastery and a feeling of empowerment from within. When children experience a sense of ownership of their successful actions a healthy sense of competence is developed.

In a study of the impact of play therapy on the self-esteem of at-risk fourth, fifth, and sixth graders, Post (1999) concluded that play therapy prevented the decline of self-esteem and internal locus of control. Child-centered play therapy was the play therapy approach utilized.

The acceptance evident in play therapy encourages children to take initiative and make decisions on their own. Children create their own puppet shows, fantasy play stories, sand-tray worlds, sword and gun play scenarios, and role plays that provide them, in a safe environment, an opportunity to do reality testing about their problem solving skills.

Play therapy provides many opportunities for practice. Mruk (2006) emphasized the importance of practice. Children have the opportunity in play therapy to test new behaviors such as cognitive restructuring, natural self-esteem moments, and assertiveness training. These behaviors can be repeated and/or refined many times. In traditional talk therapy such repetition is often met with resistance. Statements such as “I already learned that,” and “Let's not talk about that again” are often common. Practice play in play therapy is often experienced as pleasurable.

Children develop self-esteem through four processes: observing others, being observed, getting feedback, and giving feedback. In play therapy through these processes the therapist recognizes children's feelings, validates them, and expresses them back to them to help children gain insight into behavior. There is a strong relationship between such insight about self and self-esteem (Brandt & Vonk, 2006). Considerable amounts of research have revealed that a clear self-concept is strongly related to positive self-esteem (Campbell et al., 1976).

How play enhances self-esteem can be understood in summary by this quotation by D. W. Winnicott (1994, p. 136): 


It is by playing and only in playing that the individual child is able to be creative and to use the whole personality, and it is only in being creative that the individual discovers the self.

Strategies and Techniques

Virginia Satir (1989) stated that “learning to value oneself, having high self-esteem having self-confidence can happen to anyone despite past learnings.” Relative to play therapy Haim Ginott (1994, p. 33) stated “Through the manipulation of toys the child can show more adequately than through words how he feels about himself and the significant persons and events in his life.”

The following techniques have as a uniting theme the conditions of acceptance, empathy, congruence, genuineness, and uninterrupted attention provided by the play therapist for the child. As mentioned earlier these characteristics in therapy were found to produce larger treatment effects (Bratton et al., 2005). These conditions are necessary and sufficient in child-centered play therapy (CCPT) and necessary but not sufficient in other play therapy theories. The importance of these conditions provided by the therapist cannot be overemphasized as it relates to enhancing self-esteem. In addition to these qualities of the therapist-child relationships, numerous specific self-esteem-enhancing play therapy techniques may also be used. These techniques help the child to achieve a sense of competence and worth. The following play therapy techniques for enhancing self-esteem align well with the Mruk (2006) model previously reviewed. They are appropriate for a wide age span. Many of these techniques can be used in individual or group play therapy.

Because self-esteem is briefly defined as the evaluation one places on self-concept and because awareness of self is crucial for developing self-esteem, the first step in enhancing self-esteem is to help the child gain insight and knowledge about the self. A technique entitled “I Like My Neighbor Who” (Frey & Fitzharris, 1998) can be played in individual or group play therapy. It begins with having enough chairs, minus one. The person without a chair stands and states a particular characteristic like, “I like my neighbor who has brown eyes.” Everyone with brown eyes must move to another chair. The person without a chair states another characteristic, like, “I like my neighbor who wears glasses.” Everyone with glasses moves to another chair. The interaction continues until the play therapist stops to process what participant(s) learned about how they are similar and different from each other. The nature of the characteristics can be adjusted by the therapist by modeling according to the age of the individual child or group.

It's In the Bag is another identity or self-concept building technique. Ask the child to imagine that he or she is not going to be in the vicinity anymore (may be moving…etc.). In a bag ask the children to put objects representing them. These would serve as a reminder of who they are. After processing what objects, pictures, drawings the child chose discuss what that means about self. If playing in group play therapy, the therapist can ask children to choose names of other participants after the initial sharing. Then children put an object in a bag representing the name they drew. This helps individuals to see how others view them.

In Mystery Messages (Frey & Fitzharris, 1998) the child is asked to write or draw with a white crayon on white paper something unique about him- or herself. Play a version of “20 Questions” by asking about what was drawn. (If playing in a group the winner is the first person to guess correctly.) To reveal the drawing, paint watercolor over the crayon and the drawing will appear.

In the technique Who Am I? (Frey & Fitzharris, 1998) the child also learns about self. Tell the child you will use magic to get to know him or her better. State that you can pull a piece of paper from a hat with his or her name on it on the first try while blindfolded. In front of the child tear a piece of construction paper into nine equal pieces. Hand the center piece to the child. Ask the child to write his or her name on the center piece. On each of the remaining eight pieces ask the child to complete the following: (1) My favorite activity is…(2) I am…(3) I like to…(4) I am happiest when…(5) No one knows I can…(6) I handle problems best when…(7) I hope to…(8) My proudest achievement. Ask the child to place all nine pieces in the hat. Put on a bandana or blindfold and announce that you will find the exact piece of paper with the child's name on it while blindfolded. Rummage through the papers. (You will be able to tell which piece of paper has the child's name on it because all four sides of the paper will be rough from tearing. The remaining eight will have at least one straight edge.) Next, ask the child to pull out each of the remaining pieces one at a time and complete the statement written. Process the statements.

Introduce the concept of how banners have been used for centuries to symbolize and announce who a person was (the fleur-de-lis symbolized the royal family of France). Ask children to make a Self-Esteem Banner (Frey & Carlock, 1991). Give the child a banner with several different shapes drawn on it (square, triangle, rectangle). (You can vary the number of areas according to the age of the child.) In any area ask the child to write or draw the “me” everybody knows. In another write or draw the “me” hardly anyone knows. In another area, write or draw how you would like to be. Draw or write in another area how you actually are—the “real” self. Write or draw the fantasy self in another area—for example, what super powers you would like to have. In still another area write or draw what you would like to have said about you if you died today. Process with the child which aspects of self were easiest and hardest to represent. (The concept of the Johari Window, earlier reviewed in Figure 21.1, are inherent in this technique, as is the concept of self-esteem being multifaceted.)

Flick of Coin (Frey & Fitzharris, 1998) facilitates knowledge about self. Lay muffin tins on a table to make two rows. Select stickers representing different aspects of one's identity such as Facts (appearance, family, school grade, etc.), Likes/Dislikes (food, colors, scents, TV programs), Beliefs (religion, drugs, alcohol), Dreams (money, prestige), and Talents (singing, sports, art, acting). Place a sticker in each cup of the muffin pans. Denote on a piece of paper what each sticker could represent. On a poster board, mount each sticker used in the muffin cups on the left side. To the right of each mounted sticker, write the area of self-represented. Arrange the muffin pans on the floor with the poster board nearby. Give the child a number of coins corresponding to the number of muffin cups. Ask the child to stand 2 to 3 feet (adjust to the age and/or size of the child) from the muffin pan. Ask the child to toss or flick the coins into the muffin cups. For each successful flick of the coin, ask the child to identify an aspect of self identified in the muffin cups. For example, if the coin lands in a muffin cup representing talents the children discuss talent(s) they have. The object is to help children identify various aspects of themselves. Give the coin tokens to the child as a memento of the session. Place stickers on each side of the coin to represent successful tosses, as well as reminders of what children learned about self.

To assist children to become aware of their similarities and differences with others Let It Snow (Frey & Fitzharris, 1998) is a helpful intervention. Ask the child to make snowflakes out of paper. To do this fold a sheet of paper in half from top to bottom, then fold in half again. Cut the folds of the paper as well as the edges in various shapes (i.e., scallops, zigzag). Open the paper to reveal a snowflake. Gild the snowflakes with spray glitter. Process how the snowflakes look alike but are different in many ways. Process also how they may seem similar, but are also unique and special. Ask the children to name ways they have commonalities with others but are also unique and special, as well. In a group play therapy session, complete this activity as described then on the back of each snowflake, ask each child to symbolically represent self with a particular icon (i.e., diamond, circle, square, triangle). The therapist then collects all snowflakes, tosses them in the air while everyone can shout “Let it Snow!” When the snowflakes hit the floor, group members are asked to select one that is not theirs. One by one each group member attempts to guess who created each snowflake.

Message in a Bottle (Frey & Fitzharris, 1998) helps children to identify their interests and abilities. Prior to the session write 15 to 20 self-esteem messages on separate pieces of paper. Sample messages could be “Name a talent you are proud of…,”“I am good at…,”“My best memory is….” Roll each message and secure with a rubber band. Place messages in clear juice bottles (make sure labels have been removed). Secure caps on bottles. Arrange bottles on the office floor in a “10 pin fashion.” The back row will have four bottles, the next row three bottles, the next row two bottles, and the front row will have one bottle. The arrangement will resemble an inverted pyramid. Tell the child you will be playing self-esteem bowling. Using a tennis ball, the child rolls the ball down the “alley” attempting to knock down all 10 pins. For each pin knocked down, the child responds to the message in the bottle. After the game is completed ask children what new information they learned about themselves as well as what was confirmed about their abilities. This activity can also be played in group play therapy by creating “bowling teams.”

All these play therapy techniques have a goal of helping children gain more self-knowledge in order to better identify their self-concept. These interventions also help children to gain more acceptance of themselves, which is a primary way play therapy helps to improve self-esteem. Acceptance is also the first step in the Mruk (2006) model discussed previously.

In enhancing self-esteem the second step is to assist children in evaluating their self-concept. A verbal variation of Ping-Pong can assist with this goal. The therapist tells the children they are going to play a game of Ping-Pong in which the therapist begins by making a positive self-statement (related to the children's concerns) then the children make a positive self-statement. The game continues back and forth like a Ping-Pong match. This technique allows the therapist to model positive self-statements and gives the children the experience of generating positive self-statements.

Float to the Top is a technique that helps children to understand the power of positive self-statements. Prior to the session the therapist mixes a few drops of food coloring with salt to make “magic dust.” Let the mixture dry for about one half hour. When dry place it in a decorative box or container. During the session the therapist tells the children they can make an egg float on water. Place the egg in a glass tumbler and fill it half full of water. The egg will immediately sink to the bottom. The therapist tells the children that they must not be thinking positive self-statements. Take the magic dust (i.e., salt) and put a lot of it in the glass. As the salt sinks to the bottom the egg will rise to the top and float. While pouring the magic dust into the glass, the therapist should make some positive self-statements relative to the children's self-esteem concerns. For example, if children put themselves down because they are not athletic, the therapist might say, “I may not be athletic, but I really am good at art.” The therapist should process with children how they can push themselves up (like the egg) by making positive self-statements.

Children can use puppets to play out skits demonstrating the characteristics of low self-esteem and high self-esteem (Frey, 2009). The therapist (or in group play therapy, the other children) can guess what trait is being played out much like in charades. After several puppet role plays, a discussion can ensue about how puppets of low self-esteem can improve. Children can also choose a self-esteem characteristic that represents themselves and act that out with the puppets. Figure 21.4 shows some indicators of high and low self-esteem.


Figure 21.4 High and low self-esteem indicators.
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For children who have a difficult time dealing with the negative feedback about themselves from others, Brush It Off (Frey & Fitzharris, 1998) is a helpful technique. Ask the child to put a nickel in the palm of your hand. Give the child a scrub brush to brush the nickel off your hand. Specify that the child must use ordinary brushing methods and only the bristle end. When the child discovers it is impossible to brush the nickel off your hand, discuss how difficult it is sometimes to “brush off” others' negative comments. Discuss with the child ways to change the situation by changing one's thoughts. Ask the children to select puppets that represent themselves and the antagonist. Reenact a painful situation where the therapist plays the role of the child and the child plays the antagonist. The therapist models the child as assertive and positive by using positive “I statements” (i.e., “I don't like what you said”) and direct phrases (i.e., “That hurt my feelings”). Emphasize how this approach will help the child to brush off antagonistic statements. Reenact the situation, this time switching puppet roles.

Self-esteem bingo is an effective technique that can be adapted to various ages of children. A typical bingo card has 25 squares. In each square the therapist can put sentences such as, “Tell something you are proud you can do,”“Tell one way you put yourself down.”“Say one thing you like about yourself.” Place the letters E, S, T, EE, and M across the top of the bingo card. Label the column under each letter with various numbers from 1 to 15 for E, 16 to 30 for S, 31 to 45 for T, and so on. Make call numbers by cutting 75 squares with a number and letter on them, for example, S20 or T40. When the children have that number on their bingo card, they respond to the statement in that square and get a chip. The therapist can easily call the number and participate at the same time, thus also allowing for the therapist to model appropriate self-esteem thoughts, feelings, and behaviors. For an example of Self-Esteem Bingo see Practical Techniques for Enhancing Self-Esteem (Frey & Carlock, 1991).

Self-Esteem Fortune Cookies are another way to help children examine various aspects of self-esteem. The therapist can bake fortune cookies and place a variety of self-esteem quotations in the cookie such as, “Whether you think you can or think you can't, you're right” (Henry Ford). “Most people are about as happy as they make up their minds to be” (Mark Twain). The therapist and the child take turns opening the fortune cookies and discussing how the message pertains or does not pertain to them.

Bibliotherapy in conjunction with dress-up clothes, sand tray, puppetry, art, and/or stuffed animals can also be helpful in enhancing self-esteem. Virginia Waters authored a series of four books (1980a, 1980b, 1980c, 1980d) and accompanying parent pamphlets on the dynamic of self-esteem from a Rational Emotive Therapy (RET) theoretical view. In Freddie the Flounder, the topic is self-acceptance. Freddie learns to accept himself as a fallible fish who has both good and bad behavior. He learns to challenge his cognitive distortions and inaccurate self-evaluations. In Ludwig Learns to Light, Ludwig the Lightening Bug learns the value of positive self-statements. Cornelia Cardinal Learns to Cope is a children's story about the value of positive self-talk. In Fasha, Dasha, and Sasha Squirrel each squirrel learns about the effect of thoughts on feelings. Children, through various play therapy modalities, can act out these stories or draw them. Many other bibliotherapy sources are available on the topic of self-esteem. Children can also write and/or illustrate their own books relevant to their self-esteem issues.

A tic-tac-toe game is another play therapy technique that can be used to enhance self-esteem. The therapist can develop a tic-tac-toe board with effective and ineffective coping skills for enhancing self-esteem. The child places an X in a box that describes an ineffective coping skill and an O in a box representing ineffective strategies. An example of content for the boxes could be “tell yourself positive self-talk” or “accept everything others tell you about yourself.”

In the Mruk (2006) model the importance of problem-solving skills is reviewed relative to its importance in self-esteem. Many play therapy techniques are helpful in developing problem solving skills. The therapist places a glass of water in an outstretched right hand and challenges the child to prevent him or her from drinking the water. Then the therapist asks the child to grip the therapist's right arm with both hands, holding the arm down to prevent the therapist from lifting the glass to drink the water. Then the therapist reaches out with his or her left hand, lifts the glass from the right palm and drinks the water. The technique is processed by focusing on how problems are viewed as unsolvable, when they are not. The activity could also be processed by discussing how others can try to put people down but cannot do so if the child uses effective coping skills.

Another play therapy technique to help children develop coping skills uses a rolling pin, crackers, paper, crayons, or pencils. The therapist discusses with children what self-esteem concerns they have. Children are asked to write each concern on a cracker. (An example might be, “I always believe anything anyone says about me,”“I put myself down a lot.”) Discuss with children their strengths and list these on a piece of paper. Wrap the paper around the rolling pin and secure it with tape. Place a cracker on a table and ask the child to review the strengths on the rolling pin. Discuss how these strengths together are stronger than the self-esteem concern. Roll the rolling pin over the cracker, crushing the cracker. Do this with the other child-defined self-esteem crackers. Save a few crackers and ask the child to blow the cracker away. It can be done but not as easily as with the strength roller. Discuss how the child can mobilize strengths to overcome self-esteem concerns.

Another play therapy technique to aid in problem solving relative to self-esteem uses a potato and a straw. Children are asked to push a straw into a potato. After several attempts the child will be unsuccessful at this task. The therapist then folds over one end of the straw and pushes it into the potato. The straw will enter the potato because of the compressed air in the straw, the result of closing one end of the straw. The therapist can discuss with the child that just when the child thinks a problem is not solvable, through interacting with others, the child is able to overcome these obstacles to high self-esteem. Seeking others' input and feedback is a good strategy.

This play therapy technique can be used with children of all ages in group play therapy. The therapist places a candy dish or dish of fruit in the middle of the group. All group members except one are given instructions on a piece of paper to “eat the candy/fruit slowly and behave as if it is very good.” Give one member of the group instructions on a piece of paper that says, “Do not eat or take candy under any circumstances.” Ask everyone to keep the instructions a secret. Continue with this for about 5 minutes. Discuss how it felt to be the person who resisted. How did everyone feel about the person who resisted? How does it feel to be the only person in a group exhibiting certain behavior? Discuss if children have ever felt peer pressure to behave in a certain way. How can an individual remain true to self? (This technique is especially helpful to adolescents who feel they are often pressured into problematic behavior that they later regret and can cause self-loathing.)

In Dinner for Two (Frey & Fitzharris, 1998), the child is asked to pretend inviting a person with whom they are having difficulty to dinner. Ask the child to elaborate on why this person is difficult for them. The child selects dinnerware, napkins, placemats, glasses, and cutlery from a collection provided by the therapist. With the therapist acting as the “guest,” role play how the dinner will turn out. Give positive feedback to the child for assertive behavior, taking control of feelings, having a direct voice, and so on. The activity could also be played by having the dinner be with a wise person, such as Merlin or someone the child admires. The children discuss with the wise person how to become the person they want to be (real self). The fantasy role play could conclude with dessert, if appropriate for the child and circumstances.

E-steem Mail (Frey & Fitzharris, 1998) helps children use positive thoughts to change moods. Create a worksheet by drawing a computer monitor screen. In the session ask the child to create e-mail messages to self. Messages should be positive such as “Way to Go!,”“You did it!,”“You are a good person.” Ask the child to read the message aloud and process the child instructions for the statements. Put the messages in an envelope that has been addressed by the children to themselves. A few weeks after the technique, mail the message in the envelope to the writer. Discuss with the child the reaction to getting the letter. Process how one has the ability to change moods through positive thoughts.

Also available to therapists are commercially prepared board games on the topic of self-esteem. One such game, Exploring My Self-Esteem (Loeffler, 1998) is appropriate for ages 5 to 12 and can be used in individual or group play therapy. Many play therapy card games have some cards that focus on self-esteem and can be preselected by the therapist to use with self-esteem children. Because parents are so crucial to the development of children's self-esteem, filial play therapy is also a good intervention.

There is great value in free play for enhancing self-esteem. Children can feel positive and in control when engaging in free play. In fantasy play they can be a princess and/or a superhero. In the sand tray children can create their own world in which they have control of the thinking, feeling, and behaving of the characters. Sword and gun play, role playing as a doctor, fireman, dragon, witch, and/or goblin is also helpful in free play. In free play children can gain a sense of competence or mastery by creating objects with clay or play dough, building towers, solving puzzles, and/or creating a world with various toy figures.

Clinical Applications and Clinical Vignettes

Self-esteem-focused play therapy can help all children. Low self-esteem is found in depressive disorders and is associated with attention-deficit/hyperactivity disorder, learning disabilities, phobias, and children with developmental delays, learned helplessness, overdependency, homelessness, low academic achievement, eating disorders, and abuse histories. There is evidence that self-esteem is a predictor of behavior and is also a mediator and/or indicator for various clinical conditions (Shirk, Byrwell, & Harter, 2003).

In the following case studies several play therapy techniques to enhance self-esteem are discussed. It is important to note that the necessary conditions for facilitating play reviewed earlier in the chapter (i.e., acceptance, empathy, congruence, uninterrupted attention, and genuineness) served as the basis for these interventions.

Also of importance is the sequential nature of the interventions. A therapist cannot ask a child to list 10 positive aspects of self before the child actually has an idea about self-concept. The effective sequencing is a process of first self-knowledge, then self-acceptance, then self-nurturance, and lastly self-growth.

Seven-year-old Carol was referred for therapy after writing the following note (Figure 21.5) to her mother. She was the only child of a single mother.


Figure 21.5 Note to mother.
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It was the end of second grade for Carol and, it was discovered, Carol not only had suicidal ideation but also had a viable plan. She could not state a single positive thing about herself. After establishing rapport the play therapist began by introducing the technique I Like My Neighbor Who, previously discussed in this chapter. The play therapist also introduced the Self-Esteem Banner and Self-Esteem Fortune Cookies. The Hinged House technique was used next (Frey & Fitzharris, 1998). Prior to the session the therapist made a house out of a manila folder by cutting the folder at the tape to look like an upside down “V,” thus creating a roof. When complete the folder should resemble a house with a “hinge” on the left side. (The cutout figure should resemble a greeting card, only in the shape of a house.) The child is asked to draw on the front of the house representations of her house. On the inside she was asked to draw rooms inside her home and what happened there. On the back of the house she was asked to draw the backyard, patio, and/or “secrets” of the house. When completed the child discussed her “hinged house” and what she liked and did not like about the house. It was discovered that the mother seldom spent time with Carol. In the evening the mother was in her bedroom most of the time. The mother was very career-oriented and was mostly doing work at her computer in the bedroom. Carol made numerous attempts to get her mother to play with her or to get more attention. She wrote notes to the mother and slid them under the bedroom/office door. The notes read “Play with me,”“I need attention,”“Read to me,”“Tell me a story.” All were ignored by the mother behind a locked door. The mother brought a large stack of the notes (about 30) to a session and asked if these notes had anything to do with the daughter's concern. The mother apparently loved Carol but was overwhelmed by being a single parent and having a demanding job. From play therapy with the child it was discovered that her self-deprecation was related to her mother's perfectionism for Carol and her and overly high and unrealistic expectations of Carol. Filial therapy was introduced to the mother. In addition the mother was encouraged to give the daughter positive feedback with a ratio of 5/1, as previously discussed in this chapter. The mother gave no positive feedback to Carol previously. She was also encouraged to write positive notes to the child because the child seemed to like to write notes. The Power Play technique was used with this child as well as Dinner for Two, in which the mother, played by the therapist, was the invited “dinner guest” at the “dinner party.” It was also discovered that Carol's father had no interest in her, although he only lived 2 miles away.

Bibliotherapy was paired with play therapy in a technique designed to deal with perfectionism. The book Mistakes That Worked (Jones, 1991) helped the therapist to aid Carol in cognitive reframing. The book reviews many everyday products that began as mistakes and are now popular. (For example, the cleaner “409” was so named because it took 409 trials until a successful product was made.) Various short stories contained in the book were acted out with dress-up clothes or puppet plays. The mother was encouraged to read the book. Carol's mother and she put on a puppet show about three of the products also.

Carol was asked to draw a picture of the 10 happiest events in her life. Then she was asked how perfect each event was. For example, when Carol listed going to a friend's elaborate birthday party she was asked how perfect it was. Almost always there is some imperfection in each event. In this case Carol's mother brought her to the party 20 minutes late. After assessing each event as perfect or not perfect, Carol began to dispel the myth that perfectionism equals happiness. Carol's own drawings of happy times and imperfection served as a vehicle for the therapist to reframe this misconception. At the same time Carol's mother was asked to do the same technique by making a list of her 10 most happy events with the same processing occurring.

All the elements of the Mruk (2006) model were incorporated into this case (many previously discussed) including the cognitive restructuring just reviewed as well as natural self-esteem moments and opportunities for practice. Carol was asked to go on a Scavenger Hunt to remember as many positive things her mother told her during the week and to report this to the therapist. Carol was later asked to tell herself positive things in a ratio of 5/1. Throughout the therapy the therapist gave Carol a ratio of 5/1 positive feedback to constructive criticism.

Carol's mother began playing with her every evening, giving her positive feedback and reframing her ideas about perfectionism. The mother was referred to a child development book, which listed appropriate expectations of children's behavior at various stages.

Carol also learned how to use “pictures in her head” to give her a self-esteem break. She was asked to recall a time when she felt very good about herself. It was in kindergarten when her teacher told her what a pretty drawing she made. Carol was asked to picture what happened and hear what was said. She was asked to concentrate on how she felt then. After focusing on this for about 2 minutes, Carol was asked to draw a picture of that event. The therapist shared with Carol that when she had a particularly bad day, she could close her eyes and remember this picture and give herself a “self-esteem break.”

The play therapy technique Home of the Future (Frey & Fitzharris, 1998) was introduced to Carol next. In this technique Carol was asked to construct her future “dream” home using Legos, Duplo blocks, wooden blocks, Lincoln Logs, and so on. She also had miniature objects such as people, cars, slides, swings, trees, bushes, and flowers. Upon completion of the home Carol was asked how her future home is different from her current home. Her future home had her and her mother positively interacting, playing, and having fun. Carol drew a picture of the home and was told that her drawing could serve as a positive catalyst for a better future. Carol took the drawing with her and discussed it with her mother.

Shortly after this Carol brought the note shown in Figure 21.6 to the therapist.


Figure 21.6 Another note to mother.
[image: img]

It is believed that the tear in her heart (Figure 21.6) represents how she felt about herself, and the stitches represent the curative aspects of play therapy in enhancing self-esteem.

Carol was asked to do E-steem mail, and about 1 month later the therapist mailed the “e-mails” to Carol.

This case of perfectionism gone to extreme is summarized by the Michael Jordan quotation:

I have missed more than 9,000 shots in my career. I have lost 300 games. On 26 occasions I have been entrusted to take the game-winning shot…and missed. And I have failed over and over again in my life. And that is why I succeed.

Both Carol and her mother came to realize that no one is perfect and everyone can benefit from learning from mistakes. Carol's mother also learned about the value of positive feedback and attention given to her daughter. Play therapy was very instrumental in facilitating this outcome and enhancing self-esteem.

Nine-year-old Jake was referred to counseling by his parents who were “disappointed in him as a son.” They stated that all they wanted from him was to get good grades and to play sports well like his younger brother. They informed the therapist that Jake refused to do this. When Jake entered the playroom he gravitated to the paper, pens, crayons, and markers. He first drew the picture shown in Figure 21.7.


Figure 21.7 Jake's picture.
[image: img]

After viewing this and discovering that Jake liked to draw, the therapist asked him to draw a picture of the other gender. Figure 21.8 shows his drawing.


Figure 21.8 Jake's picture of his mother.
[image: img]

Jake was then asked to draw a picture of himself (Figure 21.9).


Figure 21.9 Jake's picture of himself.
[image: img]

Figure 21.10 represents Jake's drawing of his family.


Figure 21.10 Jake's picture of his family.
[image: img]

Jake was asked to discuss his drawings. He explained that Figure 21.8 was his mother. In Figure 21.9, Jake explained that he was carrying the American flag and giving the finger to the Soviet flag. His overembellishment is most likely overcompensation for feelings of inadequacy. Jake's father was a military officer and was often on TDY (Temporary Duty Away from Home), as depicted in Figure 21.10, where Jake said his father was going on TDY, and his mother was just standing there while he was bayoneting his younger brother. He then spontaneously decided to just picture his brother as a small figure by his foot. The overly large depiction of himself and the very small drawing of his brother again seem to reflect on overcompensation for feelings of inadequacy (Figure 21.10).

Jake's brother earned all As in school and played all sports he tried very well. Jake was learning disabled and not athletically talented, although he had artistic talent. The case seemed to reflect the concept of “goodness of fit.” Jake's parents' values and beliefs about what is a good son were quite different from Jake's abilities, thus resulting in a “poor fit” in his family and low self-esteem for Jake.

When Jake's artistic talent was mentioned to the parents, they devalued it considerably. Jake received considerable negative feedback from them. He also engaged in numerous fights with his brother.

Jake was asked to participate in “I Like My Neighbor Who…” and Self-Esteem Banner. In the Let It Snow play therapy technique Jake began to realize that although people are different that does not make them “less than.” In the Hinged House technique Jake revealed a lot of conflict in the house and a lot of favoritism for his brother. Through a family puppetry activity the family began to gain insight into family dynamics.

The Brush It Off technique, previously reviewed, was used with Jake. He also participated in a technique called Put A Lid On It! (Frey & Fitzharris, 1998), which helps children to refute their inner critic. The therapist decorated a can prior to the session and placed adhesive letters spelling Put a Lid on It on the outside of the can. In the session Jake was asked to write words or phrases that his inner critic tells him. Examples were “I'm dumb,”“Loser,”“I can't do it,”“I'm no good.” Each statement was then placed in a small coin envelope with a Velcro sticker on the back. These envelopes were then placed on the back of the can and matched to Velcro strips on the back of the can. Jake was asked to role-play times when he said these things to himself. Then Jake was asked to put the statement into the container and put a lid on. Jake was asked to state out loud, “Put a lid on it.” After continuing the activity for all inner critic statements, Jake was asked to remember to tell himself Put a Lid on It when he thought these statements outside of the session. The session ended with Jake being asked to state an affirming statement about himself, such as, “I can do it!” In conjunction with the technique, Jake also experienced Float to the Top to refine making positive self-statements.

Jake also played self-esteem fortune cookies. One of his statements was, “When life gives you a bag of nails, build something.” He began to realize that he did not have to accept these negative statements from his parents. At the same time his parents were asked to put in place the 5/1 ratio mentioned earlier in the chapter. They were asked to write notes to Jake to achieve the ratio and to bring them to the session, as a way to ensure that the parents completed the task.

The popular Russian nesting dolls were also presented to Jake as a way to help him to understand that people are not all “bad” or all “good” as reflected in Figures 21.1 and 21.2. The therapist and Jake took time developing stories about the various aspects of self (represented by the nesting dolls) and what the self-estimate would do in any given situation.

Flick of a Coin and Message in a Bottle were introduced to Jake to help him to develop more accurate self-concept and self-esteem. At the same time his parents were asked to continue their positive notes about Jake's thoughts, feelings, and behavior. The therapist continued this 5/1 ratio also.

Power Play was also discussed with Jake to help him to focus on his strengths and to use thought stopping to empower himself. Jake created the sentence, “I'm a good person” to use in this activity and his everyday life.

I Can (Frey & Fitzharris, 1998) is a play therapy activity developed to help individuals use problem-solving skills in overcoming setbacks. The therapist washed, dried, and decorated empty tin cans. Incomplete messages representing problem-solving themes were written on separate slips of paper. The words “I can” in bold letters are written on each paper. Examples are, “I CAN when someone teases me” and “I CAN when I don't do well on a test.” A message with this format was placed in each of six tin cans. The cans were stacked in a pyramid fashion—three on the bottom, two in the middle, and one on the top. Jake was given a number of foam balls and asked to stand 3 to 5 feet away from the can. He was asked to throw the balls at the cans to try to knock them down. As the cans were knocked down Jake was asked to read aloud the message in the can and to respond with his own positive resolution. The therapist also took turns with Jake in this game, thus offering a positive role model.

Jake's family was asked to participate in What's in a Hat (Frey & Fitzharris, 1998). In this activity the goal is to understand how others help to shape one's self-esteem by their feedback. All family members were given a hat to wear. The therapist made note cards ahead of the session with the following messages:


1. All my ideas are stupid.

2. Ask me for advice.

3. Ignore me.

4. Agree with everything I say.


One of the messages was taped on each family member's hat. Each person did not know what message was on his or her hat. In this particular case message 4 was placed on Jake's hat, message 3 was placed on the mother's hat, message 2 was placed on the father's hat, and message 1 was placed on the brother's hat. The family was asked to mingle around the room and discuss the topic “my favorite movie.” Each family member was instructed to obey the directions on the hats of the other family members. After 10 minutes the family was asked to remove their hats and discuss how they felt. They were asked to discuss how this really happens in everyday life. All family members were then asked to make a sign for their hat demonstrating how they would like to be responded to by others. They removed their old messages and taped the new messages to their hat. The experience was repeated with the topic being “What should we do for family vacation?” The therapist then processed the activity. A major goal of this play therapy technique was to help the other members of Jake's family understand how he feels when he gets primarily negative feedback.

Toward the end of therapy Jake participated in the I'm a Winner! technique (Frey & Fitzharris, 1998). The therapist brought several ribbons, medals, and trophies to the session. Jake was asked to select one of the awards and pretend he is being presented with it for a special ability or talent. He was then asked to give a short acceptance speech. In the speech he was asked to include the phrase, “I am a winner because…” (a positive affirmation). Jake chose his artistic talent as his focus. His parents were asked to tell Jake why they thought he was a winner.

Lastly Jake was asked to do the Home of the Future play therapy technique (discussed in the previous case study). His home of the future focused on interaction between and among family members, as being more positive, focusing on the individual strengths of each member, and valuing the individuality of each person. A discussion ensued about how to continue to make this happen. Jake then created his E-steem Mail, which included positive self-statements such as “No matter what anyone says, I'm still a good person. I'm okay.”

It seemed that everyone in this family came to realize what Albert Einstein said, 


Everybody is a genius. But if you judge a fish by its ability to climb a tree, it will spend its whole life believing that it is stupid.

Conclusion

It seems that the process of enhancing self-esteem is much like the Wizard of Oz. Most often the positive qualities lie within the individual. It often takes others to activate these qualities. Play therapy is an effective modality to help individuals discover the “wizard” inside themselves. Or as Charles Schaefer (2010) has said, 


The modern profession of play therapy finds its roots in a long and global tradition of the use of play to promote psychological development and well-being in people of all ages.
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“Mystery Messages” technique



Narrative, shared

Narrative play therapy

Narrative Play Therapy (Taylor de Faoite)

National Institute for Play

Natural disasters

Negative affect

Negative emotions

Neglected children

Nervousness

Neurobiology

Neurodevelopment

Neurodramatic play

Neuroplasticity

Neurosequential Model of Therapies (NMT)

Nightmare disorders

Nonconscious

Nonviolence

Not Now, Bernard (McKee)



Obesity

Obsessive-compulsive disorders

Obsessive-compulsive play

Opportunities, opening

Other-orientation

Overdependency

Oxytocin



Pain

Palmar Sweat Index

Pantheoretical model

Parent-child interactional therapy

Parent-child relationships

Parentified children

Parents

and military deployment

nurturing behavior toward children

and theraplay

“Party Hats on Monsters” technique

Patience

Peers

acceptance from

interactive play

modeling

role in causing therapeutic change

Perception-action model

Perceptual field

Perfectionism

Permission, giving

Perspective-taking

Phenomenological reality

Phobias. See also Fears

Physical fitness

Ping-Pong

Planning

Play. See also Play therapy; specific type

and anxiety

and attachments

benefits of

biological considerations related to

and brain development

and catharsis

as child's natural language

and cognitive development

as communication

definitions of

and emotional wellness

as essential component of therapeutic relationships

focused

helps reveal inner self

impact within therapeutic relationship

interpreting

and learning

and literacy/language development

as mood elevator

and personal strengths

primary function of

qualities that enhance direct teaching

role in development of self-regulation

and self-esteem

and social competence

and social/emotional development

and social relationships

and suspension of reality

therapeutic powers of

Playfulness

Playful Parenting (Cohen)

Play groups

Play therapy. See also Group play therapy; Play

as access to unconscious

after sexual abuse

after traumatic events

attachment-based

and attachment theory

and brain development

change mechanisms

child-centered

child-parent relationship

core conditions

creating fun in

creating safe environment for

and direct teaching

and empathy

group

guidelines for creating positive emotions from

how it causes therapeutic change

indirect teaching

individual

levels of engaging children in

phases of

physical space

stages of emotional release in

therapist expectations for

transtheoretical model of

Play Therapy (Cattanach)

Play Therapy with Abused Children (Cattanach)

Pleasure bond

Point of performance

Popularity

Positive affect

Positive emotions

clinical applications and vignettes

description of

empirical support

role in causing change

strategies and techniques for

Positive regard

Positive reinforcement

Positive sentiment

Posttraumatic play

Posttraumatic stress disorder (PTSD)

Potty-training

“Power Play” technique

Practice

PRACTICE model

Praise

Predictability

Prefrontal cortex

Prescriptive matching

Pretend play

and accelerated psychological development

and self-regulation

Principles of therapeutic action

Private speech

Problem-solving

and accelerated psychological development

creative (see Creative problem solving)

and resiliency

and self-esteem

Projection

Projective identification

Psychoanalysis, cultural

Psychoanalytic play therapy

Psychobiology

Psychodrama

Psychodynamic psychotherapy

Psychodynamic theory

Psychological defenses

Psychological development, accelerated. See Accelerated psychological development

Psychopathology of Everyday Life (Freud)

Psychotherapy

group

psychodynamic

Puppet play

“Put A Lid On It!” technique



“Quick Decision Catch” technique



Rage

Rapport-building

Rational emotive therapy (RET)

Realification

Reality, phenomenological

Reality therapy

Reasoning, moral

Reciprocal inhibition

Reciprocity

Reconstitution

Reenactive play

Reflection

Regression

Reinforcement, positive

Rejection, social

Relationships

building

child-adult

and empathy

interpersonal

nurturing

parent-child

positive

reciprocal

social

therapeutic (see Therapeutic relationships)

therapist and child

Relaxation

and abreaction

as counterconditioning agent for fear

inducing

play

techniques

Release therapy

Repetition

Repetition compulsion theory

Replay procedure

Repressed memories

Resiliency

and attachment

building

clinical applications

clinical vignettes

description

empirical support

pathways to

and positive emotions

role in causing change

Response inhibition

Responses, facilitative

Response/stimulus

Responsibility, sense of

Responsive play

Risk, sensitivity to

Role play

Rough and tumble play



Safety, sense of

Sand play

Satisfaction, life

Scaffolding

Scaling tasks

Scapegoating

School readiness

Security, sense of

Self, sense of

Self-absorption

Self-acceptance

Self-actualization

Self-advocacy

Self-awareness

Self-blaming. See also Blaming by others

Self-concept

Self-confidence

Self-consciousness

Self-control

Self-criticism

Self-direction

Self-efficacy

Self-esteem

building

clinical applications and vignettes

components of

definition

description

empirical support

enhancing

and environment

indicators

and mental disorders

and problem-solving skills

role in causing change

and sense of worth

and social support

strategies and techniques

“Self-Esteem Banner,”

“Self-Esteem Bingo,”

“Self-Esteem Fortune Cookies,”

Self-estimate

Self-expression

applications

and brain development

clinical vignettes

empirical support of power of

role in facilitating change

strategies and techniques in facilitating

therapeutic value of

Self-growth

Self-identity

Self-knowledge

Self-love

Self-monitoring

Self-nurturance

Self-observation

Self-orientation

Self-regulation

clinical vignettes

empirical support

and empowerment

how it's internalized

improving

interventions for developing

power of

preschooler's ability as predictor of future achievements

role of play in development of

strategies for assessment and treatment

Self-soothing

Self-statements, positive

Self-talk

Sensitivity, cultural

Sensory integration

Sensory motor play

Sensory play

Separation anxiety

Sequencing

Setbacks

Sexual abuse

Shame

Shared narrative

Shifting focus

Shyness

Silent children

Skill consolidation

“Sky Travelers” game

Sleeping problems

Smiling

Social anxiety

Social awareness

Social brain

Social competence

clinical applications and vignettes

description of

empirical support

strategies and techniques

and therapeutic group work

Social difficulties

Social functioning

Social phobia

Social play

Social skills

group therapy

individual therapy

learning by example

play-based

Social speech

Social support

Social withdrawal

Socio-dramatic play

Solitary play

Solution-focused therapy

Speechless terror

Spontaneous play

Sports

Stimulus

Stomach aches

“Stop and Go” technique

Story-making

co-constructed

therapeutic

Storytelling, therapeutic

and attachment

collaborative

Strengths, personal

Stress:

activation cycle

chronic

definitions of

environmental

family

impacts of

managing (see Stress management)

symptoms of

types of events

Stressful events

Stress inoculation

clinical vignettes

description of

empirical support for

role in causing change

strategies and techniques

Stress management

and cathartic play

clinical applications and vignettes

description of

empirical support of

and play

role in causing change

strategies and techniques

Stressors

Structured play

Subordination of action

Success

Sunderland, Margot

“Superhero Gadget” technique

Surgery

Symbolic and Imaginative Play Development Checklist (SIP-DC)

Symbols

Synchrony, affective

Systematic desensitization



Tactile play

Tantrums

Tasks

Teaching. See Direct teaching; Indirect teaching

Teenie Weenie in a Too Big World (Sunderland)

Temper

Termination phase

Terror

Testimony, court

Therapeutic alliance

Therapeutic factors

Therapeutic Powers of Play (Schaefer)

Therapeutic relationships

clinical applications and vignettes

description of

empirical support

and play

role in causing change

strategies and techniques

Therapeutic Touchstone

Therapists:

and client alliance

expectations of

feelings about play and play themes

relationship with child

role of

Theraplay With Families

Therapy, individual. See Individual play therapy

Thinking, divergent

Third person

Thoughts:

and feelings

as mental tools

Threats

3-factor model

“Thumb Ball” game

Timidity

“Tools of the Mind” curriculum

Top-down information processing

Toys

Transderivational searching

Transference

Transitions

Transtheoretical play therapy

Trauma

and abreaction

and developmental delays

and empathy

and executive function development

impact of

instinctual response to

and maltreated children

narrative

and pretend play

preverbal

recovery from

self-expression through play after

and stress management

therapeutic approaches for reducing effects of

Trauma-focused cognitive behavioral therapy

Trauma Play Scale (TPS)

“Trick Hat” game

Trust

Turning points

Turn taking



Unconscious

clinical applications and vignettes

power of play therapy for access to

role in causing change

strategies and techniques for accessing

Uninterrupted attention

Universality

“Unthought known,”



Values, personal

Venting

Vicarious learning

Violence

Visualization, guided

Vocabulary

Vulnerability



War and Children (Freud)

Welfare, human

Well-being, sense of

Wellness, emotional

“What's In a Hat” technique

“Who Am I?” technique

“Who Said That?” technique

Wish Factory, The (Riddell)

Witch and the Rainbow Cat, The (Cattanach)

Withdrawal, social

Women

Working memory

Worry. See also Anxiety

anticipatory

Worry brain

Worth, sense of



You-and-me stories



Zone of proximal development
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