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Abstract
Over the past decade, researchers have become increasingly interested in the effects of
adverse childhood experiences on brain development, epigenetic modifications, and the risks
of medical and psychological disorders throughout the lifespan. Although several studies
have examined the negative impact of adversity on Australian Aboriginal children, few
studies have explored the effectiveness of developmentally and culturally suitable therapies
that are customised for Australian Aboriginal children who reside in remote locations. One of
the challenges for Australian Aboriginal children is the limited accessibility and availability
of therapeutic services. Therapies delivered in remote communities typically follows a
traditional format of treatment, meeting no more than once a week, as remoteness increases.
A possible way to elevate limited access to services is to provide an intensive format of
therapy to children and their families.
Child-centred play therapy (CCPT)—a therapeutic paradigm in which children are
granted opportunities to direct their own play and to explore and address their challenges—
has been shown to enhance the behaviour and well-being of culturally diverse children and
children who have experienced adversity. In this thesis, Intensive Child Centred Play
Therapy, or iCCPT, was evaluated to determine the feasibility and utility of an intensive
model for children who experienced adversity. For this thesis, two studies were conducted in
Northern Australia, implementing iCCPT, combined with a therapeutic parent and teacher
program. The intensive model provided 30-minute individual CCPT sessions twice a day,
over ten days. In both studies, parents and teachers completed Goodman’s Strengths and
Difficulties Questionnaire or SDQ before and after the intervention. Additionally, a third
study was conducted utilising an instrument called the PT-ISA, created to measure the
characteristics and behaviours of children within sessions and across sessions so that therapist
could tailor their therapy accordingly.
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The first iCCPT study was conducted in a primary school located in an Australian
capital city. Seventeen children participated in an average of seventeen sessions over ten
days. The SDQ from parents indicated that emotional problems, conduct problems, and
hyperactivity subsided as a consequence of the program. Teachers SDQ scores revealed that
hyperactivity decreased, and pro-social behaviour increased, after the program. These results,
coupled with the responses during interviews, tentatively suggest that iCCPT may be an
appropriate intervention for children with a history of adversity. The second iCCPT study
was conducted in a remote Aboriginal Community. This pilot study included nine child
participants who attended an average of fifteen sessions. Total difficulties form the SDQ, as
reported by both parents and teachers, diminished after the program. In particular, emotional
problems, as rated by teachers, decreased over time.
The third study was conducted to provide a measure that could influence how
therapists tailor therapy in accordance with the characteristics, trajectory, and needs of each
child client. The PT-ISA form was designed to capture the characteristics and trajectory of
children within sessions and across sessions, as a tool to predict clinical outcomes. Examples
of characteristics are the extent to which the level of activity or proximity to therapist
changes over time. The PT-ISA was used with seventeen children who participated in 11 to
20 sessions of CCPT. The results indicated many characteristics, such as the capacity of
children to tolerate frustrations or their tendency to communicate with therapists verbally,
predicted clinical outcomes. The research suggests how specific constellations of behaviour
during sessions could indicate that therapy needs to be extended or modified.
Future research should replicate the three studies separately, in a randomised control
trial. This study could establish more definitively that an intensive Child Centered Play
Therapy program may be feasible and effective in remote Australian Aboriginal communities
for children who have experienced adversity.
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CHAPTER ONE: INTRODUCTION
Childhood adversities, such as interpersonal abuse, neglect, and environmental
instability, has been associated with impaired psychological and physiological health across
the lifespan (Burke Harris, 2018; Felitti et al., 1998; Perry 2009; van der Kolk, 2014).
Childhood adversity includes many variations, ranging from sexual abuse to the death of a
parent. However, as many scholars agree, the catastrophic nature of the event does not
determine the consequences of trauma symptoms; rather the perceived experience of an
overwhelming loss of control challenges a child’s ability to cope (Felitti et al., 1998; KarrMorse & Wiley, 2013; Levine & Kline, 2007; Perry, 2009; van der Kolk, 2014). Indeed,
traumatisation can emanate from ordinary events, such as becoming lost in a shopping centre
or slipping in a bathtub (Levine & Kline, 2007). Because their perceived sense of control and
ability to cope plummets, children often experience pronounced fear, agitation, vigilance,
hopelessness, and horror during and after traumatic experiences. Thus, trauma is a potential
psychological injury caused by childhood adversity (Levine & Kline, 2007).
Adverse experiences in childhood tend to generate more enduring consequences than
adverse experiences at any other stage in life (Perry & Szalavitz, 2017). Because of their slow
maturation, coupled with their dependence on significant caregivers, children are most
vulnerable to traumatic events (Burke Harris, 2018; Levine & Kline, 2007; Perry & Szalavitz,
2017; van der Kolk, 2014). As demonstrated in a large study involving over 2,000
participants, if the onset of interpersonal trauma is experienced during childhood, the risk of
developing psychiatric disorders is 1.5 times higher than if interpersonal adversity transpired
during adulthood (Zlotnick et al., 2009). Moreover, the Adverse Childhood Experiences
study identified a graded dose-response relationship between childhood adversity and adult
health problems (Felitti et al., 1998). This study demonstrated that at least 60% of the
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population had experienced one or more significant adversities. However, as the number of
adversities a person has endured increases, mental, and physical health problems in adulthood
become increasingly probable and pronounced (Felitti et al. 1998; Rosenman & Rodgers,
2004).
The trauma that culminates from adversities manifests as hyperarousal, re-experiencing
the event, as well as the constriction, dissociation, and absence of feelings, often manifesting
as numbness, shutdown, or freeze. These trauma symptoms can present differently in children
compared to adults (Levine & Kline, 2007; Zlotnick et al., 2009). For example, younger
children, who have yet to master verbal expression competently, may demonstrate these
symptoms in behavioural and emotional presentations—such as exaggerated affective
responses, somatic complaints, and regressions to previous developmental stages (Burke
Harris, 2018; Levine & Kline, 2007; Perry & Szalavitz, 2017; van der Kolk, 2014). Children
may also display disruptions in sleep, appetite, activity, and energy levels (Levine & Kline,
2007).
Australian Aboriginal children are especially susceptible to adversity and thus, trauma
responses. Because of Australia’s history of colonisation, institutionalisation and oppressive
legislation, Aboriginal families and children have suffered extensive adversity (Atkinson,
2002; Raphael, Swan, & Martinek, 1998). Because of displacement from country,
deprivation, and discrimination, Aboriginal Australians people continue to experience
significant disadvantage compared to non-Aboriginal Australians (Atkinson, 2002; Silburn et
al. 2006). Indeed, Aboriginal and Torres Strait Islander peoples are arguably the most
disadvantaged group in Australia (Hunter, 2007). For example, an Aboriginal adult’s life
expectancy is seventeen years less non-Aboriginal people, and Aboriginal children are overrepresented in child protection and out-of-home care services compared to non-Aboriginal
children (Australian Institute of Health & Welfare, 2015, 2017a, 2017b).
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Guided by Atkinson’s (2002) definition of Aboriginal and Torres Strait Islander
peoples, this thesis acknowledges Aboriginal and Torres Strait Islander peoples as many
distinct cultural groups. No single Aboriginal Culture prevails. Instead, Aboriginal and Torres
Strait Islander peoples comprise many languages, kinships, tribes, and ways of living
(Atkinson, 2002). This thesis will use the word Aboriginal generally to refer to Aboriginal
people as the primary group around which most of the writing centres. The term communities
acknowledge the diversity of Aboriginal peoples in Australia, each corresponding to unique
histories, languages, political dynamics, cultural characteristics, economic resources, social
situations, and Aboriginal Lore (Atkinson, 2002).
The contemporary life of Aboriginal people and families should be considered in the
context of colonisation and subsequent devastation as well as the Aboriginal people and their
communities’ long history of resilience and growth in the face of adversity and trauma
(Dudgeon et al., 2014). Families and communities are built around the Aboriginal identity,
which includes belonging to an Aboriginal community, deep connection to country,
cooperation that is governed by sophisticated kinship systems, and participation in custodial
ceremonies (Dudgeon et al., 2014). The Aboriginal identity is often a source of resilience for
Aboriginal people, serving as a protective factor from adverse experiences. However, because
of Australia's colonial past, Aboriginal families’ still experience disadvantage, which is often
compounded by isolated locations and inadequate services (Atkinson, 2002).
Aboriginal children and families who reside in rural and remote locations experience
higher levels disadvantage than Australians living in major cities (Close the Gap Report,
2008; Hunter, 2007). In Australia, Aboriginal people represent 3.3% of the Australian
population and 30% of the people of the Northern Territory—the highest proportion of any
state or territory (Australian Bureau of Statistics, 2018.). Of the individuals who live in
Australia, 20% of Aboriginal people reside in remote or very remote locations. The region in
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which they reside greatly affects the accessibility of appropriate therapeutic services. Medical
and mental health services are limited and are not customised to accommodate the conditions
unique to locational isolation (Hunter, 2007). These limitations impair the quality of health
services and, compounded by the predisposition of illnesses, create more vulnerability and
poorer health outcomes in children and adults (Hunter, 2007).
Reducing or preventing adverse childhood experiences could produce long-lasting
benefits in mental and physical health, individually and potentially across generations (Burke
Harris, 2018). However, child therapy is not widely accessible or available for children who
have experienced adversity and live in remote locations (Hunter, 2007). Thus, practical,
developmentally suitable, and culturally sensitive mental health services should be accessible
to Aboriginal children who reside in remote locations. Play therapy is one treatment approach
that utilises developmentally appropriate and culturally sensitive theoretical orientations
(Bratton, Ray, Rhine, & Jones, 2005; Leblanc & Ritchie, 2001; Lin & Bratton, 2015; Ray,
Armstrong, Balkin, & Jayne, 2015).
Derived from Person Centred Therapy, Child Centred Play Therapy (CCPT)
encompasses a developmental framework that facilitates therapeutic growth through
nonverbal forms of expression such as playing (Landreth, 2012). For children, play behaviour
is a natural form of communication. Play coupled with a therapeutic relationship can address
psychosocial concerns through the process of removing typical restrictions of everyday life,
while enabling safe and creative problem solving without real-life consequences (Landreth,
2012; Ray 2011). For example, typical restrictions in children's everyday lives include
compliance with adult expectations. In contrast, play therapists work within the parameters of
a child’s current capabilities and relinquish their need for reality and verbal expression.
In CCPT, children lead most of the therapy, manipulating the toys and playing in ways
that communicate what is relevant to their needs (Ray, 2011). A review of play therapy
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research provided in school settings by Bratton (2012) stated that play therapy has
successfully been applied to diverse and at-risk populations, including children who had
experienced adversity. Traditionally, play therapy is provided individually, approximately
once a week, for 30 minutes in duration.
In remote locations, a therapist cannot visit as frequently, decreasing service delivery to
once a month or less (Deane, Wilson, & Russell, 2007). An intensive format of play therapy
could be a solution to increase therapeutic access by providing more therapy over a confined
duration. For example, intensive play therapy could be scheduled twice daily over one or two
weeks (Ritzi, Ray, & Schumann, 2017). Additionally, providing therapy several times a day,
and several times a week could achieve therapeutic goals more rapidly (Ritzi, Ray, &
Schumann, 2017). Indeed, several studies show that intensive therapy does not diminish the
efficacy of these programs (Jones & Landreth, 2002; Kot, Landreth, & Giordano, 1998; Ritzi,
Ray, & Schumann, 2017).
Collective perspectives guide the worldview of Aboriginal Australians. Health is
considered holistically through mind-body-spirit. In contrast, in Western society, health is
heavily influenced by the biomedical model (Growing Up Strong, 2015). Aboriginal people
conceptualise family as large, extended and complex compared to the nuclear family of
Western society. Aboriginal parents raise their children under the notions of seeing, doing
and being involved, whereas western society tends to parent from a telling and showing
perspective (Growing Up Strong, 2015). Despite differences between Aboriginal culture and
mainstream Australian culture, Aboriginal families and children need to engage in both
mainstream and Aboriginal communities in daily life, sometimes called living two-ways
(Growing Up Strong, 2015). Programs that provide mental health treatment to Aboriginal
families should incorporate the complexities of living two-ways by honouring the many
expectations of Aboriginality and holistically addressing the issues that arise. An example
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could be that treatment includes individual therapy for children while imparting skills to
parents and other caregivers respectfully.
The issues for many Aboriginal families are compounded by the struggle to overcome
the adverse effects of Australia's colonial past as well as isolated locations and inadequate
services (Atkinson, 2002). Intensive child centred play therapy coupled with a therapeutic
parenting and teacher program could be an effective mental health treatment model from
Australian Aboriginal children who have experienced adversity and reside in remote
locations. This thesis was designed to ascertain the potential of an intensive Child Centered
Play Therapy program to address some of the child and family mental health issues found in
Aboriginal communities.
Overview of Chapters
Chapter 2
Chapter 2 reviews the definition, physiological underpinnings, and developmental
consequences of child trauma defining trauma as an automatic, physiological, and
neurobiological response to adverse events. Trauma eventuates when people feel so
overwhelmed that they experience a loss of control and a sense of powerlessness (Perry,
2009; van der Kolk, 2014). The chapter includes the history of how child trauma began to be
recognised in the field of medicine and psychology. Furthermore, this chapter details the
Adverse Childhood Experience Study—a study that evolved incidentally from an obesity
study--first characterised in detail the detrimental effects of childhood trauma over the
lifespan (Felitti et al., 1998).
Additionally, universal and developmental symptoms of childhood trauma are
described, providing emotional and behavioural examples of symptoms exhibited in various
stages of childhood. The biological effects of childhood trauma, including impairment on the
developing brain, genes, and the central nervous system are depicted. In particular, the
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polyvagal theory is detailed, and child play behaviour is conceptualized as an activity that
enables children to remain socially engaged while processing traumatic content (Gaskill &
Perry, 2014; Kestly, 2014). Other protective factors, such as parental attachment and
engaging in pleasurable activities such as play and sports, have been shown to be crucial in
buffering symptoms of traumatisation in children. And finally, the recurrence of adversities
across adjacent generations identifies the potentially devastating consequences of leaving
child trauma untreated.
Chapter 3
Chapter 3 discusses the prevalence and implications of childhood trauma in Australian
Aboriginal populations. Australian history significantly contributes to additional unresolved
trauma stemming from colonisation and oppressive legislation (Zubrick, & D’Antoine, 2011).
This chapter describes Australian Aboriginality by detailing conferred identity through
belonging to community, connection to country, participation in sophisticated kinship
systems, and fulfilment of land and ceremonial obligations (Atkins, 2002; Dudgeon et al.,
2014; Raphael, Swan, & Martinek, 1998). Moreover, Aboriginality is about descent,
language, culture, upbringing, and life experiences (Dudgeon et al., 2014).
Because of the disparity between Aboriginal and non-Aboriginal Australians in health,
education, employment, and child protection issues, large governmental programs were
initiated to curb inequality (Close the Gap, 2018; Higgins, 2010). This chapter explores the
level of disadvantage and the inadequate mental health services for Aboriginal children
(Zubrick, & D’Antoine, 2011), especially children who reside in remote communities in
around Australia. Despite significant challenges, many aspects of Aboriginal culture can
protect, support, and strengthen the resilience of children experiencing trauma such as large
extended families and strong cultural practices (Atkinson, 2015; Higgins, 2010; Silburn et al.
2006; Wright et al., 2014; Zubrick, & D’Antoine, 2011).
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Chapter 4
Chapter 4 explores treatment approaches available in Australia for Aboriginal children
who have been exposed to adversity and warrant therapeutic intervention. Although a variety
of child therapies are available in Australia, child mental health services are not equally
distributed across each state or territory (Hunter, 2007). Indeed, children who reside in rural
or remote locations of Australia cannot access mental health services as readily as children
who reside in major cities (Griffiths & Christensen, 2007). Additionally, this chapter
describes why play may be a tool that is useful for Aboriginal children in therapeutic
services. By outlining the history of child therapy and describing the therapeutic mechanisms
that effect change in clients, such as self-expression, catharsis, and abreaction, this chapter
prepares the reader for the next chapter on Play Therapy.
Chapter 5
Chapter 5 specifically explores the theory, knowledge, and skills of play therapy. This
chapter is currently in press and was written as a book chapter for the Clinical Handbook of
Counselling that will be published in the US. This chapter centres around Child Centred Play
Therapy, demonstrating the importance of play on child development, relationship formation,
and expressive communication for children (Bratton et al., 2005; Kottman, Dickinson, &
Meany-Walen, 2017; LeBlanc, & Ritchie, 2001; Lin, & Bratton, 2015; Ray et al., 2015). The
history of play therapy and different play therapy modalities, such as Jungian play therapy,
Adlerian play therapy and Cognitive-Behavioral Play Therapy, are described in this chapter
(Green 2014; Knell, 2016; Kottman & Meany-Walen, 2016; Peery, 2003). Moreover, the
attributions of the therapist, playroom setup, itemised toys, and materials, as well as examples
of skill demonstrations, processes, determinates, stages, termination procedures, and intensive
models are discussed throughout this chapter.
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Chapter 6
Chapter 6 is the first empirical study of this thesis. This chapter describes the benefits
of play therapy delivered in an intensive format to children who have experienced adversity,
located in a major city of Australia. Because the model of intensive Child Centered Play
Therapy (iCCPT) is intended to become a model applicable to remote Aboriginal
communities, a combined parent and teacher program was included concurrently with
iCCPT. This chapter outlines the prevalence and consequence of adversity during childhood,
proposing that iCCPT could be a suitable intervention to mitigate the symptoms and
problematic behaviours that emanate from adverse experiences. An outline of procedures
conducted in this study, for this chapter, including the measures used, the administration of
play therapy procedures, the playroom layout, and the toys needed to apply CCPT. This
chapter has been submitted for publication, in 2018, with the Journal of Counseling &
Development.
Chapter 7
Chapter 7 is the second iCCPT study hosted in a remote Aboriginal community, known
as Papunya. This chapter details common problems associated with accessing mental health
services for Australian Aboriginal families who live in remote locations. For example, child
mental health services are not customised for the needs of Aboriginal children; existing
health services often contradict key Aboriginal beliefs around the connections between
people and nature (Mares & Robinson, 2012; Robinson, Tyler, Jones, Silburn, & Zubrick,
2012).
This chapter establishes why an intensive variant of CCPT could be an appropriate
approach for Aboriginal children in remote communities. Arguments explore play therapy’s
developmental and cultural appropriateness as well as the prospect of offering play therapy
intensively, such as twice a day—an approach that has been shown to be effective in other
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settings. This chapter also shows that iCCPT can be integrated with a parent and teacher
program to align with Aboriginal mental health frameworks (Lin & Bratton, 2015; Ritzi, Ray,
& Schumann, 2017; Sanson & Dudgeon, 2000; Swan & Raphael, 1995). This chapter
includes procedures conducted in this study, the measures used, the play therapy processes,
and the results. The results suggest that iCCPT may be a culturally relevant therapy to
Aboriginal children and their families by providing mental health services to children of
remote communities who otherwise cannot access therapy. This chapter has been published
in the International Journal of Play Therapy, in 2018
Chapter 8
Chapter 8 outlines Study 3 and describes how therapists should tailor psychological
interventions to accommodate the distinct characteristics, trajectory, and needs of each child
client. However, to determine effective therapies for children, therapists often rely on
measuring behaviour only before and after the therapy for evidence of improvement. This
method does not enable therapists to adjust and adapt to the unique needs, responses, and
experiences of each client during therapy. One instrument, called the Play Therapy in Session
Assessment form (PT-ISA), was developed to fulfil this need.
This chapter justifies and assesses a modified version of this tool and shows the
characteristics of children within and across therapy sessions can predict clinical outcomes.
Most importantly, this chapter highlights that the duration of therapy, frequency of therapy,
or other features of therapy should depend on the characteristics and behaviours of children
during the sessions so that therapeutic treatment plans can be tailored and adjusted
accordingly. This chapter has been submitted for publication with the International Journal of
Play Therapy in 2018.

INTENSIVE PLAY THERAPY IN ABORIGINAL COMMUNITIES

27

Chapter 9
Chapter 9 presents a general discussion. Specifically, this chapter addresses childhood
trauma, Aboriginal child trauma, their common barriers to adequate mental health services,
and how iCCPT could be a model applicable for Aboriginal children in remote locations.
Additionally, shortfalls in past literature and practice are explored, such as the observation
that therapies like Cognitive Behavioural Therapy may not be culturally responsive (Dudgeon
& Kelly, 2014, pg 10) and the limited research on intensive CCPT. This chapter describes the
potential complications of an iCCPT model, such as the argument that perhaps the
accelerated nature of therapy could be emotionally and physically exhausting and the
potential for re-traumatisation.
The results from Study 1 and Study 2 showed that iCCPT is an effective model of
therapy; however, this chapter explores alternative accounts that could explain the results—
such as the fundamental attribution bias, Hawthorne effect, Pygmalion effect, or demand
characteristics (Barnes, 2010; Orne, 1969; Ross, 1977; Sue & Abe, 2008). Nevertheless, the
reasons why these effects and biases are unlikely to explain the pattern of results is discussed
throughout this chapter. Finally, limitations, future research and implications of the research
are explored.
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CHAPTER TWO: CHILDHOOD TRAUMA
The effect of adverse childhood experiences is detrimental to a developing child.
Decades of research has demonstrated that childhood adversities impair psychological, social,
physical, and neurobiological development (Felitti et al., 1998; Karr-Morse & Wiley, 2013;
van der Kolk, 2005). Children in every country experience traumatic events in the form of
natural disasters, accidents, invasive medical procedures, and the sudden death of significant
relatives or pets. In Australia, the most frequent type of psychological trauma is child
maltreatment (World Health Organization, 2006). Child maltreatment is known as child
abuse and includes’ neglect, physical, emotional, and sexual abuse (World Health
Organization, 2006).
The term trauma is a vernacular word that is often used to describe mundane but
stressful events such as exams, public speaking, crowded spaces and travelling (Gil, 2011).
However, in the medical field, trauma can also refer to physical injury to a person’s body. In
psychology, trauma refers to a situation, process or perceived event in which a person
experiences significant distress to the extent that their typical functioning is disrupted
(Herbers et al., 2014). Judith Herman (1992) acknowledged traumatic events as
extraordinary, “not because they occur rarely, but rather because they overwhelm the
ordinary human adaption to life” (p.32).
Traumatic events in childhood tend to generate more enduring consequences than the
trauma events at any other stage in life (Dunn et al., 2017; Felitti et al., 1998; Hambrick et al.,
2019; Manly et al., 2001). Consequently, experiences occurring early in life, particularly
during the first few years, can be devastating or protective (Schore, 2002). Evidence for this
has been demonstrated in animal and human research. For example, research examining
maternal behaviours, such as licking and grooming, of rat and mouse mothers towards their
pups in the first few weeks of a pup’s life can alter pup DNA expression (Bedrosian et al.,
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2018). Studies of institutionalised children who were raised in relationally impoverished and
limited stimulating environments have lasting negative impacts on cognition, affective,
social, and emotional domains (Herrera, Reissland, & Shepherd, 2004; Tottenham et al.,
2010).
In 2007, the financial burden of child neglect and abuse in Australia was estimated at
an annual cost of $4 billion (Barton et al., 2012). The costs were associated with treatment,
imprisonment, hospitalisation, poor health, police, and emergency services. Additionally, the
calculated value of lifetime costs of fear, mental anguish, and pain relating to child abuse and
neglect represented a further 6.7 billion dollars (Braton et al., 2012). The levels of child abuse
and maltreatment appear to be escalating and straining adequate mental and medical
responses (Braton et al., 2012).
What is Trauma
Trauma is an automatic, physiological, and neurological response to the overwhelming
event (Perry, 2009; van der Kolk, 2014). One of the defining elements of trauma is a
complete loss of control and a sense of powerlessness (Perry & Szalavitz, 2017). Lenore Terr
(1991) distinguishes between two types of traumatic events: type I is single-incident trauma,
and type-II refers to complex or repetitive, accumulative trauma. Examples of Type I trauma
would be isolated, unexpected events such as a single episode of sexual assault or witnessing
a murder, a robbery or a car accident. Examples of Type-II trauma could be ongoing family
domestic violence, child maltreatment, and torture (Terr, 1991). Children who sustain Type II
trauma events are more likely to experience difficulties in learning, emotional regulation,
cognitive processing, social skills, physical health, and peer problems as well as informing
and engaging in meaningful relationships (van der Kolk, 2005; Terr, 1991).
Traumatisation is not limited to extreme abuse or traumatic events that happen directly
to the child such as neglect, sexual abuse or physical violence. Children can also be
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traumatised from adverse stressors that are experienced by the child’s parents and not directly
by the child (van der Kolk, 2005). Research shows adversity that occurs in the child’s family
context also correlates to problems in physical health, emotional health, and social health
with consequences of poorer outcomes in adulthood (Hambrick et al., 2019; Karr-Morse &
Wiley, 2013; van der Kolk, 2005).
Secondary trauma can also arise when children are exposed to graphic content
indirectly from verbal shared stories and multimedia, such as the Internet or TV (Figley,
1995). Another form of indirect trauma is vicarious trauma. Vicarious trauma is a term used
to describe professionals who support people who have been traumatised (Jenkins & Baird,
2002). Professionals such as therapists, doctors, educators, and lawyers commonly experience
vicarious trauma.
Children of parents who are separated or divorced also appear more likely to experience
emotional and behavioural problems (Hetherington & Stanley-Hagan, 1999). While the
effects of divorce or separation may not necessarily be experienced as traumatic, children can
be adversely impacted by the parental relationship breakdown, especially if the parental
relationships were highly conflictual and abusive (Hetherington & Stanley-Hagan, 1999).
Studies show that children who are raised by families experiencing adversity, with parents
who exhibit mental health problems are more susceptible to depression (Pirkola et al., 2005;
Roh et al., 2015), suicidality (Carroll et al., 2017) substance abuse (Lieb et al., 2002), and
even juvenile recidivism (Wolff, Baglivio, & Piquero, 2017).
The terms trauma and adversity are frequently used interchangeably in the literature.
Trauma is a psychological injury or a response to an adverse event. Trauma is defined as an
automatic, physiological, and neurobiological response to an overwhelming event coupled
with a complete loss of control and a sense of powerlessness (Perry 2009; Perry & Szalavitz,
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2017; van der Kolk, 2014). In contrast, adversity refers to the events that can cause these
overwhelming traumatic responses.
Not all adverse events cause traumatic responses. Examples of adversity and not trauma
could be the expected death of a parent. The death of a parent might not cause a physiological
and neurological reaction that overwhelms a child; therefore, the loss of a parent may not be
traumatic but is categorised as adversity (Perry, 2009; van der Kolk, 2014).
The History of Child Trauma
Levy (1945) was one of the first psychiatrists to recognise that children can experience
traumatic symptomology after devastating events. He observed that several children after
operations demonstrated behaviours that were reminiscent of American men returning from
war. Such as nightmares and fearful demeanour long after the adverse medical event had
been experienced (Levy, 1945; Terr, 2008).
Indeed, up until the 1980s infants did not receive anaesthesia during medical operations
because the medical fraternity believed infants did not experience pain (Burke Harris, 2018).
Contrary to this popular belief, babies are significantly impaired by pain because of the
limited coping recourses in comparison to adults (Burke Harris, 2018). Younger children are
more likely to be overwhelmed by common occurrences than older children and adolescents
(Hambrick et al., 2019; Zlotnick et al., 2007). For example, a young child slipping in a
bathtub and nearly drowning can cause traumatic symptoms, whereas an older child, who
might be frightened during a slipping-bathtub incident, may not be as psychologically
impaired by the same experience (Levine & Kline, 2007).
Not until much later did other child psychiatrists start to learn more about the
determents of child trauma. In Wales, 1969, a human-made mound slid down a mountainside
into a primary school and killed twenty-eight adults and 116 children (Terr, 2008). Among
those that had survived were psychiatrically examined. Lacey, the psychiatrist examining the
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surviving children, recorded that children presented grim, with odd behaviours, monotonous
play and change in developing personalities (as cited in Terr, 2008). Criticism was that the
surviving children’s reaction was a product of the mother’s nervous, emotional state, not the
event; the term nervous mother, nervous child stemmed from this notion (Terr, 2008).
Another psychiatrist captured an important event that contributed to the professional
recognition of child trauma in 1972. In the USA a dam collapsed which mimicked a tidal
wave engulfing whole communities and recorded to kill 125 people. Newman was the
psychiatrist who interviewed eleven children exposed to the flood. She described the children
as gloomy outlooks, perpetual mourning, lost their invincibility and has daydreams of death
(as cited in Terr, 2008). Newman examined the children away from their parents and used
drawing pictures as a technique to process their experiences. Because of psychiatrist Lacey
and Newman childhood trauma was considered worthy of being studied and treated (Terr,
2008).
However, it was not until the 1980s that the first child trauma study emerged comparing
results with two control groups (Terr, 2008). Lenore Terr, a child psychiatrist, was invited to
interview and psychologically treat twenty-six children who were involved in an incident
known as the Chowchilla kidnapping (Terr, 2008). The traumatised Chowchilla children were
compared with another two control groups; normal matched children by age and gender and
the second group of children who were child psychiatric patients with problems other than
trauma (Terr, 2008). The other distinctiveness of this study was 1) examining traumatised
children who were of different ages, 2) relying on the children's account and not parents, 3)
the prospective nature, as the study started nearly at the beginning of the experienced event
and 4) the participants of the study belonged to a single group who experienced the identical
event of the kidnapping (Terr, 2008).
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The details of the Chowchilla kidnapping involved children aged 5 to 14 including
nineteen girls and seven boys, who were on a school bus travelling back from an excursion.
The school bus was abducted at gunpoint that forced the children into two vans with the
intention to collect $5 million in ransom (Terr, 2008). After 11 hours of driving into the
night, the children were then instructed to get into a deep hole, where they were buried alive
for 16 hours. The police eventually found the children and loaded them into buses to transport
them home. Two prison doctors, a paediatrician and a general practitioner examined the
children after the event and stated that the children were in good shape physically and did not
require mental health evaluation or intervention (Terr, 2008).
Because child trauma was not understood in the 1980s, the criminal proceedings of the
Chowchilla kidnapping did not include any details about the children’s emotional states
(Terr, 2008). The testimonies only included physiological injuries such as cuts and bruises,
bladder infections, as well as exposure to dangerous conditions of heat and cold (Terr, 2008).
Therefore, the court determined that grave bodily harm had not been endured as only
minor physiological injuries were reported. Terr (2008) stated that throughout the court
proceedings, not once was emotional harm officially examined or reviewed. However, it was
noted by parents that despite the legal outcome, parents still had significant concerns about
their children, and how they were experiencing nightmares and suffering from fear and terror
(Terr, 2008).
Terr described being invited to work with the Chowchilla children because parents
reported their children with what is now known as trauma symptomology. Children were
exhibiting personality changes, panic attacks and nightmares involving death and abductions.
Some of the children also developed fears of things reminded them of the event such as cars
trucks, mice, and the wind (Terr, 2008)
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The Chowchilla research was followed up four years later, indicating that eight of the
twenty-six children remained affected by the traumatic event (Terr, 2008). Another finding
from the study was that siblings of children involved in the kidnapping were also displayed
traumatic symptomology despite not being involved in the event (Terr, 2008). The sibling's
response is now commonly understood as secondary trauma.
Larry Park (Park & Terr, 2002) was a survivor of the Chowchilla Kidnappings, in a
CNN interview he stated I will never get back the kid that I was. That kid stayed
underground. And it was a different kid that came home. And I think that that happened for
each and every one of us--a different child came home. Terr reports in the same CNN
interview that some of these kids have become substance abusers. Some of these kids have
had big struggles with depression. There are a number of these kids who have gone to prison
for doing something controlling to somebody else. Terr recognises that the adversity that the
children experienced in childhood still impacts them into their adulthood.
Concurrent with the Chowchilla kidnapping research, a gap in psychiatry theory and
practice was identified in adult trauma. During the 1980s, adult psychiatry had a trend, which
emphasised mental illness as an inherited individual weakness, such as traumatic neurosis,
rather than etiological agents outside the individual, such as a traumatic event (Friedman,
2016). Mental health labels such as schizophrenia, mood disorders, substance abuse and
depression were not accurately capturing the psychological suffering that veterans were
displaying (Terr, 2008).
Due to these gaps, psychoanalysts Shatan and Lifton campaigned for the American
Psychiatric Association to create a new diagnosis for veterans (American Psychiatric
Association, 1980; Benedek, 1985; van der Kolk, 201). The diagnosis was termed PostTraumatic Stress Disorder or PTSD (American Psychiatric Association, 1980; Benedek,
1985). PTSD was introduced in the Diagnostic and Statistical Manual of Mental Disorders
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(DSM), the third edition in 1980 (American Psychiatric Association, 1980; van der Kolk,
2014). Years later in the fifth edition of the DSM, PTSD remains unique among psychiatric
diagnoses because of the importance placed upon the etiological agent being the traumatic
stressor (American Psychiatric Association, 2013; van der Kolk, 2014).
For a PTSD diagnosis, a person must have experienced a life-threatening traumatic
event, an event that evokes fear, helplessness, or horror (American Psychiatric Association,
2013). The disorder includes a cluster of symptoms that are common to the greater or lesser
extent of the following: re-experiencing the trauma through intrusive thoughts, nightmares,
and flashbacks; avoidant behaviour about talking, visiting or being around people reminding
them of the trauma; physiological reactions such as hyperarousal, easily startled, tachycardia,
and hypervigilance; increased risk for aggression, impulsivity, and substance abuse
(American Psychiatric Association, 2013; Friedman, 2016; Kaminer, Seedat & Stein, 2005;
Knowles et al., 2018; Miller, Greif, & Smith, 2003).
PTSD in children can present differently than adults. According to the current DSM,
there is a separate diagnostic criterion for children aged six and younger (American
Psychiatric Association, 2013). The PTSD diagnosis for young children reflects
developmentally appropriate criteria and behavioural indicators previously not addressed in
the DSM. For example, PTSD presentation in children can be observed by re-experiencing
through repetitive play involving trauma-related themes, rather than through memories or
flashbacks (American Psychiatric Association, 2013; Gaskill & Perry, 2014; Kaminer,
Seedat, & Stein, 2005). While a lot of the criteria for child PTSD is equivalent to the
symptoms experienced in adulthood, much of the presentation in children is expressed
through themes of play (American Psychiatric Association, 2013). Additionally, children who
suffer nightmares may have generalised rather than trauma-specific content (Kaminer,
Seedat, & Stein, 2005).

INTENSIVE PLAY THERAPY IN ABORIGINAL COMMUNITIES

36

Prevalence of children with PTSD is also varied among research. A recent metaanalysis, which included 72 peer-reviewed studies, found that the overall rate of child PTSD
after a traumatic event such as disaster, war, terrorism, life-threatening disease, sudden death
of a loved one, was 15.9% (95% CI 11.5–21.5), which varied according to the type of trauma
and gender (Alisic et al. 2014). Least at risk of developing PTSD were boys exposed to noninterpersonal trauma (8.4%, 95% CI 4.7–14.5), whereas girls exposed to interpersonal trauma
showed the highest rate of PTSD (32.9%, 95% CI 19.8–49.3). Blom and Oberink (2012)
reported an increase in the number of studies performed on paediatric PTSD in the last
decade. These authors indicated that the prevalence of children with posttraumatic stress
symptoms varies from 25% to 76.5%, and on average, 30% of children who experienced
posttraumatic stress developed PTSD (Blom & Oberink, 2012; Bryant et al., 2004; Khamis,
2008).
The Adverse Childhood Experiences Study (ACEs)
The Adverse Childhood Experiences study (ACEs) is a landmark research project that
identified a dose-response relationship between childhood trauma and adult physical or
mental health problems (Felitti et al., 1998). Although associations between maltreatment in
childhood and a range of determinantal outcomes were already researched in clinical and
academic communities, the ACE study catalysed a broader public and systemic awareness
(Anda et al., 2006; Hambrick et al., 2019). In particular, the detrimental impact of adversity
on physical health, mental health, social functioning, and health risk behaviours, and life
expectancy. Since 1998, “ACEs” has been central to trauma-informed policies, program
development, practice change, and procedures. Screening for childhood adversity, often using
the 10 question ACE inventory, is more prevalent now and across a wide range of human
service providers (Burke Harris et al., 2017). One of the key features of the ACEs is the
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simplicity and clarity of the dose-dependent correlations seen between the number of
adversities in childhood and risk for negative outcomes in adult life (Hambrick et al., 2019).
Interestingly, the ACEs research project was established from a response to unexpected
findings from an obesity treatment study conducted by Dr Vincent Felitti (Anda et al., 2006;
Felitti, 1993; Felitti et al., 1998). After participating patients in the obesity study were able to
reduce their weight significantly, the weight loss was not sustained, and at times, weight was
gained back more than what was lost. To explore why the weight was regained, Dr Felitti
conducted a follow-up interview with a participant. The patient described binge eating and
sleep eating, a condition similar to sleepwalking.
During the interviews, Dr Felitti found a relationship between obesity and the
experience of childhood trauma (Burke Harris, 2018; Perry & Szalavitz, 2017; van der Kolk,
2014). Specifically, he asked a series of questions; how much did you weigh when you were
born; How much did you weigh when you started first grade; and how much did you weigh
when you entered high school? However, instead of the next question being how old were
you when you first became sexually active; Dr Felitti accidentally asked how much did you
weigh when you first become sexually active? The participant spoke about her weight when
she was four years old and how her first sexual encounter was with her father. Dr Felitti
discovered that his obese patient was a victim of childhood incest. The findings encouraged
the researchers to inquire about the other 258 patients in the obesity study. Many, if not most,
of the other participants, had also experienced similar childhoods adversities (Burke Harris,
2018; Perry & Szalavitz, 2017; van der Kolk, 2014).
Dr Anda at the Centres for Disease Control and Prevention (CDC) and Dr Felitti spent
two years reviewing the literature on the connection between abuse and obesity to justify the
forthcoming ACE study (Anda et al., 2006; Burke Harris, 2018; Felitti et al., 1998). The first
aim was to explore how exposure to abuse and household dysfunction in childhood affects
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adult health risk behaviours such as smoking, obesity and alcoholism. The second aim was to
explore how exposure to abuse and household dysfunction in childhood affects the
prevalence of disease (Burke Harris, 2018; van der Kolk, 2014).
Of the 26,000 Kaiser Permanente Health Care Plan members invited to participate in
the study, 17,421 received a questionnaire (Felitti et al., 1998). The demographical
information of the 17,421 ACE study participants was 54.0% females and 46.0% males. The
race and ethnicity of the participants were 74.8% European-American, 11.2% Hispanic and
Latino, 7.2% Asian or Pacific Islander, 4.5% African-America and 2.3% identified as other.
The age of the participants was 46.4% over the 60 years, 19.9% between 50-59 years, and
33.7% between the ages of 49 and 19 years old. The majority of the participants were
economically advantaged and educated; as 75% were college graduates or completed some
college education.
The ACE study examined three categories of adversity: child abuse, neglect, and
household dysfunction (Felitti et al., 1998). To explore these categories, they sought
information about ten adversities: emotional abuse, physical abuse, sexual abuse, emotional
neglect, physical neglect, violence against the mother, substance abuse in the household
(alcohol or other drugs), parental mental illness or suicidality (attempts), parental divorce or
separation and criminal behaviour such as incarceration (Felitti et al., 1998).
The researchers then explored whether these adversities are related to health and
behaviour in adulthood including mental health, physical health, substance abuse, social
health, relational health, suicidality, employability, and other domains (Felitti et al. 1998).
Participants were asked if they had experienced any of the ten adversities before the age of 18
(Burke Harris, 2018; Felitti et al., 1998). They calculated a person’s ACE score by assigning
one point to every adversity a person stated they had experienced in childhood; the highest
ACE score would be ten and the lowest zero (Burke Harris, 2018; van der Kolk, 2014).
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The results of the ACE study demonstrated that the prevalence of ACE was common,
with 67% of the population reporting at least one adversity (Burke Harris, 2018; Felitti et al.,
1998; van der Kolk, 2014; 2010). The study revealed a graded dose-response relationship
between ACE scores and poor adult health outcomes (Burke Harris, 2018; Felitti et al., 1998;
Perry & Szalavitz, 2017).
For instance, relative to people who reported no adversity, people who reported one
adversity were more likely to experience physical health and mental health impairment
during adulthood (Felitti et al., 1998). If a person received an ACE score of four or above,
they are at more risk of heart disease than a person who smokes two packets of cigarettes a
day and twice as likely to develop cancer (Burke Harris, 2018; Perry, 2015). A person with
four or more adversities compared to a person with no adversities were six times as likely to
first engage in sex before the age of 15 and seven times more likely to suffer from
alcoholism. Six adversities, compared to no adversities, increased the likelihood of attempted
suicide by 5,000 per cent (Felitti et al., 1998; van der Kolk, 2014). Men with six or more
adversities were forty-six times more likely to have injected drugs than men with no history
of adverse childhood experiences (Felitti et al., 1998). In short, childhood adversity increases
social, emotional, mental and physical vulnerability.
Additionally, the ACEs study showed that adverse experiences are interrelated but
often studied separately (van der Kolk, 2014). If a person grew up in a household where a
sibling was incarcerated, not everything else in their life was fine; often major adversities
coincide with other adversities in the household (van der Kolk, 2014). For example, 40% of
people reported two or more ACE (Felitti et al., 1998).
One of the major criticisms of the original ACE study is that the researchers only asked
whether ACE happened before the age of 18 (Felitti et al., 1998). The study did not ask about
the timing of the event, for how long the adverse event lasted or which protective factors that
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child may have been able to utilise to buffer the consequences of ACE. The presence of
protective factors, particularly safe, stable, and nurturing relationships, can often mitigate the
consequences of adversities (Ludy-Dobson, & Perry, 2010). Relationships with individuals,
families, and communities may help the development of many protective factors, such as
resilience throughout life.
To explore the benefit of relationships to cope with ACE, another large study was
conducted by Anda and colleagues (2006) involving a similar cohort of people. The
participants were questioned about the same ten adversities found in the original ACE study
but additionally explored relational health (Perry, 2015). Perry (2015) describes relational
health as the quality of relationships with family, community and a person’s connection to
their culture.
At a conference, Perry (2015) stated that his research identified that even in the face
of adversity if a person can recapture cultural health, rebuild a sense of community and
reconnect with family that they can have up to four significant adversities before they start to
show risk in adulthood. In other words, family, culture and community are elements that
contribute to robust relational health which make people physically, emotionally, and socially
healthy.
Similar patterns of childhood adversities have been observed in Australia (Olesen et
al., 2010). Rosenman and Rodgers (2004), studied childhood adversity in 7,485 adults who
resided in Canberra, Australia. They found that 59.5% had experienced at least one childhood
adversity, with 37% reporting two or more and 11% reporting five or more adversities before
the age of 16 years old.
Olesen’s (2010) team conducted research on the accumulative adverse effects on
children from the Australian longitudinal population Survey, the Household, Income, and
Labour Dynamics in Australia (HILDA). The adversities identified in the HILDA study were
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environmental stressors such as parent unemployment, financial hardship, and poverty, loss
and separation such as parent incarceration, separation or divorce, changed residences,
bereavement such as death of a parent, spouse, close family member or child, and poor health
such as a parent with chronic health condition, serious injury or illness. One-fifth of
Australian children had been exposed to three or more of the identified parenting and familial
adversities (Olesen et al., 2010).
Other research has found that 25% of Australian primary school children had
experienced three or more severe adversities, which included parental separation or death
(Slee, 1993). The children were rated less well-adjusted than children who had experienced
no adversity (Slee, 1993). These studies suggest that environmental stressors, especially if
they are cumulative, can disrupt normal child developmental trajectories or initiate a
developmental pathway that will culminate maladaptive cognitive or emotional behaviour
disturbances, such as child mental illness (Opendak & Sullivan, 2016; Slee, 1993). Similar to
the American ACE data, a substantiated proportion of Australian children are exposed to
multiple child adversities.
Most recently, Hambrick and colleagues used the ACEs to examine the relationships
between timing of developmental adversity, relational health, and developmental outcomes in
children (Hambrick et a., 2019). Using the Neurosequential Model of Therapeutics (NMT),
clinicians reported on 3523 children aged 6 to 13 years old. In particular, clinicians recorded
the timing of children's developmental experiences, their degree of current relational health,
and current functioning in key brain-mediated domains (Hambrick et a., 2019). Seeking to
determine the relative impact of adverse and relationally impoverished experiences on current
functioning. This research produced a hierarchical model illustrating stable and generalisable
estimates regarding associations between the timing of experiences across four
developmental periods: Perinatal (0–2 months), Infancy (2–12 months), Early Childhood (13
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months to 4 years), and Childhood (4 to 11 years) and current functioning (Hambrick et al.,
2019).
The NMT is a neurodevelopmentally-informed tool that identified key systems and
areas in the brain which have been impacted by adverse developmental experiences (Perry,
2009). This tool has been used to identify the selection and sequence of therapeutic,
enrichment, and educational activities (Perry, 2009). To use the NMT, clinicians must
participate in extensive study of at least 150 hours (Perry, 2009).
The results from the Hambrick (2019) study confirmed that the degree of a child’s
relational health was the most significant indicator of a child's holistic functioning, including
cognitive, relational, and sensorimotor functioning.
Another confirmation finding was the association for relational health and adverse
experience, respectively, during the Perinatal Period. Severe adverse experiences and
extremely poor relational health, such as developmental disruptions in connectedness, during
the perinatal period were most strongly associated with negative outcomes, consistent with
theories of development and research that the brain is most impacted during the first two
months after birth (Burke Harris, 2018; Paredes et al., 2016; Tronick & Perry, 2015; van der
Kolk, 2014; Zlotnick et al., 2009).
Following the perinatal period, the association between relational and outcomes
significantly diminishes. These results do not suggest that connectedness, does not continue
to be significant after the perinatal period, it merely suggests that adverse experience is not
equally buffered by relational health after this developmental period (Hambrick et al., 2019).
Adverse experiences take over in importance as a child ages, particular in Infancy and Early
Childhood. The finding that adverse experiences are strong predictors of outcomes up until
four years of age also fits with current understandings of the role of early life experiences in
influencing outcomes (Hambrick et al., 2019).
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Additionally, the study solidified the notion that children who live in chaotic,
unpredictable, and relationally impoverished environments during the first months or year of
life are likely to remain in such settings unless caregivers change significantly and/or the
child is removed from their home and placed in a setting with quality caregivers (Hambrick et
al., 2019). The results from this study indicate that early interventions need to consider and
include the adults, parents, and educators, in the child’s life for more positive sustainable
outcomes. Finally, this study supports the idea that once a child moves away from the typical
developmental trajectory, they tend to appear further and further from age typical
development with time ( Hambrick et al., 2019).
Symptoms of Childhood Trauma
Trauma symptoms are a typical part of a person’s inbuilt survival and protective system
(Burke Harris, 2018; Levine & Kline, 2007; Perry & Szalavitz, 2017). The trauma response is
a biological hard-wired survival mechanism that is choreographed by the brain to the body
which should be time-limited, returning the body's rhythm to equilibrium as soon as
reasonably possible (Burke Harris, 2018; Levine & Kline, 2007; Perry & Szalavitz, 2017).
Developmental psychopathology is impacted by the multiple facets of adversity (Hambrick et
a., 2019). The type of abuse (type I or type II), timing, severity, frequency, chronicity, and the
child's developmental status when the adversity occurs, pre-existing vulnerabilities, language
skills, reasoning, and perceptual development temperament of the child, are some examples
that are interrelated and uniquely meaningful for developmental outcomes (Burke Harris,
2018; Hambrick et a., 2019; Schore, 2002; Tronick, & Perry, 2015).
As previously stated, children are the most vulnerable to trauma (Burke Harris, 2018;
Levine & Kline, 2007; Perry & Szalavitz, 2017; van der Kolk, 2014). Even if children have
mastered verbal expression competently, post the age of 4 years old, describing distress and
symptoms is difficult and often inadequate. Alternative ways children tend to express
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traumatisation is through behaviour. Children express trauma symptomology through
exaggerated affective responses, somatic complaints, and regressions to previous
developments. Disruptions in behaviours such as sleep, appetite, activity, and energy levels
are other ways children communicate traumatisation (Perry, 2009).
Children who do not act out trauma symptomology by exhibiting externalising
behaviours will alternatively act in with internalising behaviours (Levine & Kline, 2007).
Internalising behaviours tend to be characterised by isolation and withdrawal, while children
who exhibit externalising behaviours tend to manifest behaviour towards others by the
outward expression of their emotions (Gil, 1991).
According to Levine and Kline (2007), there are universal symptoms of trauma:
hyperarousal, constriction, dissociation and feelings of numbness, shutdown or freeze
characterised by helplessness and hopelessness. These universal symptoms can present
differently in children compared to adults.
Hyperarousal
Hyperarousal in children is often described as revved up internal state not caused by
external stimuli (Levine & Kline, 2007; Perry & Szalavitz, 2017). Scholars state that the
purpose of hyperarousal is to prepare a person for flight or fight (Gill, 2011; Levine & Kline,
2007; Perry & Szalavitz, 2017; Tronick, & Perry 2015). Signs of hyperarousal are often
exhibited as increased heart rate and blood flow, excessive motor activity, highly irritable,
aggressive, defensiveness and even a pounding sensation in the head. Children in
hyperarousal states are easily startled and reactive to ordinary events. Consequently,
hyperarousal in children can coincide with hyper-vigilance. Hyper-vigilance presents as
hyper-alertness, fidgeting, panic attacks, extreme sensitivity to sound and light, inability to
stay still, a quick startle reflex, fearfulness, agitation, compulsive talking, darting eyes, and
aggression (Levine & Kline, 2007).
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Constriction
Typically, when a child is exposed to an overwhelming event, the muscles in the body
become tense, constricting, and bracing, to prepare for flight or fight (Perry & Szalavitz,
2017). This chronic tightening of muscles and joints after trauma might manifest in
symptoms of constriction, somatic complaints, physical pain, dampening of pleasurable
feelings, stiffness in appearance, rigid gait with poor coordination, tense neck, and tight
shoulders (Levine & Kline, 2007). Without guidance from adults, children can seldom relax
naturally in this state (Levine & Kline, 2007).
Dissociation
The psychophysiological process of dissociation occurs in mild-normative forms,
known as zoning-out or daydreaming, to psychiatric conditions known as dissociative identity
disorder (Putnam, Helmers, & Trickett, 1993). Dissociation refers to disruptions in memory,
consciousness, identity, and perception of the environment (Diseth, 2005). Manifestations of
dissociation can present in the form of disturbances of sensation, movement, and other bodily
functions (Diseth, 2005). Trauma often invokes a process of dissociation that causes a split or
fragmentation of emotions, sounds, images, thoughts, and physical sensation related to the
overwhelming experience (Diseth, 2005). Dissociation occurs as a protective survival
response to being overwhelmed. Rather than confront the perception of extreme and
unbearable threat, the innate ability of the brain to disconnect and detach from potentially
overwhelming experiences serves clear survival purposes (Levine & Kline, 2007).
Dissociative symptoms for children can be manifest as fatigue, inattentiveness, extreme
shyness, withdrawal, and social isolation (Diseth, 2005; Levine & Kline, 2007; Perry &
Szalavitz, 2017). If a dissociative state predominates after the trauma has subsided, symptoms
can manifest in other ways. For example, children can experience amnesia, forgetfulness,
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reduced ability to organise or plan easily, frequent stress, frequent daydreaming, low energy
and long periods of time in an imaginary world (Levine & Kline, 2007).
Freeze
Firstly, the freeze response is demonstrated by immobilisation (Perry & Szalavitz,
2017). Freezing is a similar response to the common defence reaction of animals when
threatened by predators (Roelofs, Hagenaars & Stins, 2010). The freeze response is
experienced by reduced body motion and decreased heart rate, known as bradycardia.
However, often experienced with the freeze response is hypervigilance. Freeze can appear as
life-less and non-expressive.
Shutdown and Numbness
Shutdown and Numbness are mechanisms that diminish heightened physiological and
emotional responses when a person experiences trauma. Shutdown or collapse-hypo arousal
is often associated with accumulative trauma experiences, in which a child disengages from
stimuli (Schore, 2002). The shutdown reaction is known as a survival response to being
overwhelmed and can be experienced if the traumatic event is prolonged (Perry & Szalavitz,
2017). For children, the shutdown response can often be dismissed, confused with sadness or
depression and even punished because the behaviour is interpreted as children presenting as
disinterested, withdrawn or as deliberate refusal to engage (Levine & Kline, 2007).
Lastly, numbing is a biological process whereby emotions are detached from thoughts,
behaviours, and memories. Numbing may be the consequence of depleted cognitive and
emotional resources (Weems et al., 2003). Numbing involves diminished interest in activities,
feelings of detachment from others, and the restriction of effect (Weems et al., 2003).
Whereas physical numbing is mediated by the internal secretion of opiates, served to dampen
physical pain (Levine & Kline, 2007). Symptoms of e numbing are closely associated with
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features of major depression and dysthymia (Levine & Kline, 2007). Additionally, both
emotional and physical numbing may be the consequence of extending periods of
hyperarousal (Flack et al., 2000; Weems et al., 2003)
Not all universal symptoms can be considered in isolation from each other. For
example, research suggests that emotional numbing may be a symptom of prolonged
hyperarousal (Flack et al., 2000; Weems et al., 2003). There are also differences in how
universal symptoms can be observed at different developmental ages of children. Below is
some example of age-relevant signs and symptoms of child trauma exhibited in infants,
toddlers and pre-schoolers and finally, school-aged children.
Infants
Infants have very few ways of coping when they experienced overwhelming traumatic
events. For example, if an infant has experienced adversity, they may exhibit fear reactions
such as wailing, flailing about and gasping to communicate their distress (Levine & Kline,
2007). Other responses can manifest in the form of numbing, detachment or withdrawal
known as a dissociation for infants (Levine & Kline, 2007). This process of infantile
dissociation is automatic and is a response to distress no longer being tolerable. Signs of
infantile dissociations is limited facial expressions, glazed eyes, restricted, and stiff bodies,
and diminished affect (Levine & Kline, 2007).
Infants cannot self-regulate, so if they are distressed, they rely solely on their carers to
meet their emotional needs and sooth them (Schore, 2002). If a carer is not adequately able to
soothe the infant, in a prompt manner, the infant may no longer feel safe and eventually
develop impaired attachment (Levine & Kline, 2007).
Attachment is a memory template made from human to human bonds (Perry &
Szalavitz, 2017). The attachment template then serves as a primary worldview for human
relationships (Perry & Szalavitz, 2017). According to Schuengel, Oosterman and Sterkenburg
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(2009) attachment template are developed through the behavioural propensity to seek contact
and proximity to an attachment figure when feeling insecure, due to perceived danger, illness,
and exhaustion. Consequently, the attachment template is profoundly influenced by the
quality of attachment. For example, kind, reparative nurturance likely foster secure
attachment, and harmful, abusive, neglectful care can promote insecure attachment
(Schuengel, Oosterman & Sterkenburg, 2009).
Specifically, secure attachment comes from a carer providing safety and nurturance
through warmth, food, cuddling, and kisses, face-to-face interactive playing, comfortable
positioning, protection from elements and a suitable balance between rest and stimulation
(Levine & Kline, 2007; Schuengel, Oosterman & Sterkenburg, 2009).
Insecurely attached infants are likely to develop fewer social skills and have lower
levels of communication skills as they grow (Fonagy et al., 1996). Symptoms of insecure
attachment in infants can be exhibited by patterns of avoiding contact, becoming irritable,
and inconsolable for cares (Isabella, 1993; Turner, 1991). Longitudinal data suggest that
attachment insecurity serves as a risk factor for adult psychopathology (Warren et al., 1997).
The development of attachment is recognised as one of the most important aspects of human
social and emotional development (Lamb, Ketterlinus, & Fracasso, 1992). Therefore, the
quality of the child-carer relationship sets the foundations for neural pathways and patterns in
the brain that will last a lifetime (Burke Harris, 2018; Levine & Kline, 2007; Perry &
Szalavitz, 2017).
Toddlers and Preschool-Aged Children
Toddlers and young children have a wider variety of coping mechanism compared to
infants. Children at this age who have experienced trauma tend to be clingier to their careers
Levine & Kline, 2007). Typically, this age group does not show any significant gender
difference in symptoms (Levine & Kline, 2007). However, common affective characteristics
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observed in toddlers and preschool-aged children are exhibited by fear and expressed through
anxiety, meltdowns, tantrums, and aggression, which tends to increase in this age (Levine &
Kline, 2007).
Anxiety at in toddlerhood and preschool-aged children is mostly demonstrated when
children are separated from adults, meeting strangers, going to somewhere new, change in
routine and sleep routines (Levine & Kline, 2007). Excessive worrying is a symptom
common with this age group. For example, children will present with a lot of questions about
new routines or changes in the child’s environment.
Somatic complaints in preschool-aged children are common after adverse experiences.
Somatic complaints are often accompanied by the incapability of expressing somatic
complains accurately potentially compounding further distress (Levine & Kline, 2007).
Children of this age often become irritable, describe sore tummies, and headaches. Children’s
digestive system could be impaired, possibly resulting in diarrhoea and constipation.
However less common, symptoms which include fevers with no medical causes can be
experienced as a result of adverse experiences (Levine & Kline, 2007).
School-Aged Children
School-age children exhibit variations of trauma symptoms that are common to
younger children and adolescents. School-age children are subjected to re-living the
traumatising event, which manifests in sleep disturbances, suffering from somatic pains and
complaints and exhibiting inconsistent behaviours perpetrated by fears and aggression
(Levine & Kline, 2007). This age group is susceptible to excessive worrying about graphic
worst-case scenarios combined with magical thinking (Levine & Kline, 2007). Because
children of this age believe in magic, children can find it difficult to discern reality from
fantasy (Levine & Kline, 2007). A positive example of this is the continued societal
promotion of magical thinking for Santa.
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In normative development, increased social skills and moral development is common
for this age. The generalisation of the child’s traumatic experiences, including preoccupation
and worry of others, is a common symptom of trauma (Levine & Kline, 2007). For example,
if one sibling was injured in a traumatic accident, they may assume the other sibling has also
been injured despite not being a part of the original incident. At this age, children have new
emerging feelings, such as revenge and resentment, potentially complicating the perception
of trauma (Levine & Kline, 2007).
Children re-tell and act out trauma stories with art and toys. Advancing language skills
allow children to build upon their play with narratives resulting from adversity (Gaskill &
Perry, 2014; Levine & Kline, 2007). Because children may be concerned about the details of
the event, as well as their response to the event, children may play the trauma out over and
over again, and without adult intervention, this activity could become traumatic in its own
right (Levine & Kline, 2007).
There are gender differences in symptoms of school-aged children who have
experienced trauma. Boys tend to display more external aggressive symptomology, while
girls tend to exhibit internalising symptomology (Levine & Kline, 2007). Boys may act out
by hitting, hurting, bullying, and teasing, while girls may present with a depressed affect,
somatic symptoms, anxiety, and self-denigration (Levine & Kline, 2007). However, boys can
internalise their trauma symptom and girls could also present with externalised
symptomology.
Often teachers’ can be the first to notice symptoms of trauma in school-aged children
because they exhibit behaviours and emotions in the classrooms and playground. Behaviours
such as conduct problems, hyperactivity, peer problems, depression, and anxiety are
observable behaviours noticed in children (Levine & Kline, 2007). Other symptoms at school
may manifest as an inability to concentrate, difficulty in finishing tasks, low frustration
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tolerance, unable to process new information efficiently and impaired learning.
Consequently, if these symptoms persist, learning disorders can develop (Levine & Kline,
2007).
Trauma symptoms at home can be demonstrated as nightmares or night terrors, frequent
crying, and irritability, regressive behaviours (thumb sucking, bed wetting, using fewer
words, and wanting a bottle) and exaggerated emotional responses like abrupt rage reactions
(Levine & Kline, 2007). Withdrawal from family members and isolation can also contribute
to trauma symptomology. Somatic complaints that result from the body constricting and
immobility during trauma experiences are commonly expressed during this age. Similar to
younger children, symptoms could emerge in the form of complaints about stomach-aches,
headaches, postural, and coordination problems, as well as spastic colons, asthma, and
digestive problems (Levine & Kline, 2007).
Despite the adverse events that have happened to children, van der Kolk (2005, 2014)
suggests that effects of trauma on children are not about the traumatic event itself but about
how an individual's mind and body react to the traumatic experience. The biological,
psychological, and emotional reaction can result in severely compromised development.
The Biological Effects of Child Trauma
Trauma and the Brain
Child development is a complex and dynamic process (Perry, 2009). The quality of
early experiences influences the brain’s architecture (Fox, Levitt & Nelson, 2010). Adverse
experiences interfere with normal patterns of experience-guided neurodevelopment by
creating extreme and abnormal patterns of neural and neurohormonal activity (Perry, 2009).
There are multiple perspectives on the way the brain develops and how the various
structures are related to each other (Kestly, 2014; Perry, 2009; Seigel, 2010). However, most
neuroscientists recognise the brain is hierarchical and develops sequentially from inferior to
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superior and from posterior to anterior structures (Huttenlocher & de Courten, 1987;
Yakovlev & Lecours, 1967). Common neurodevelopmental perspective argues hierarchical
organisation of the brain comprises four simplified central anatomically distinct regions:
brainstem, diencephalon, limbic system, and cortex (Kestly, 2014; Perry, 2009; Seigel, 2010;
van der Kolk 2014). Development begins in the brainstem and progresses to the most
complex regions: the limbic and cortical areas (Yakovlev & Lecours, 1967). Although areas
of the brain regions are interconnected, each region mediates distinct functions and develops
over a distinct period (Perry, 2009; Seigel, 2010; van der Kolk 2014).
The brainstem develops in utero, becoming functional at birth (Perry et al., 1995;
Siegel, 2012). The brainstem is responsible for regulating cardiovascular and respiratory
functions such as body temperature, respiration, blood pressure, and heart rate (Siegel, 2012).
Additionally, the brainstem is responsible for arousal states (Perry et al., 1995). The
diencephalon cerebellum encompasses the midbrain and develops during the first three years
after birth (Perry & Szalavitz, 2017). In particular, the diencephalon brain region is vital to
survival functions such as sleep, appetite, arousal states, and regulates motor movements
(Perry & Szalavitz, 2017). In particular, the organisation of the diencephalon is similar to
creatures as primitive as lizards and is thus often referred to as the reptilian survival brain
(Perry & Szalavitz, 2017).
The limbic system is next to develop and is embedded within the cerebral cortex.
Functions of the limbic system include emotional regulation such as fear, disgust, love,
hatred, and joy (Perry, 2009; van der Kolk 2014). Additionally, the limbic system is
responsible for sexual behaviour, attachment, and motivation (Perry et al., 1995). The limbic
system includes the amygdala, hippocampus, hypothalamus, and thalamus (Kestly, 2014).
The thalamus is above the midbrain and serves as a gateway for incoming sensory
information and communicates with other parts of the brain, such as the neocortex (Siegel,
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2012). The amygdala is often referred to as the brain’s fear response centre or the smoke
detector (Burke Harris, 2018). The limbic system shares similar brain organisation as other
mammals, such as cats and dogs. Therefore, the limbic system is often referred to as the
mammalian emotional brain (Perry & Szalavitz, 2017).
The last structure of the brain to develop is the outer covering that surrounds the
limbic and midbrain, known as the neocortex (Perry, 2009). The neocortex structures include
the frontal, parietal, occipital, and temporal lobes (Perry & Szalavitz, 2017). The prefrontal
cortex—the main part of the frontal lobe—is located at the top and front of the brain. The
prefrontal cortex primarily regulates cognition, abstract thinking, planning, deliberate
decision making, speech, and language as well as executive functioning (Burke Harris, 2018).
Human brains are 96 per cent similar to the brain organisation of chimpanzees; however,
unique to humans is the prefrontal cortex, which is smaller or absent in other species (Perry
& Szalavitz, 2017). In short, all parts of the brain work in concert with each other; despite
individualised capacities with each system, not one system is solely responsible for any single
function (Perry & Szalavitz, 2017).
The brain is influenced by a host of neurotransmitters, neurohormones, and
neuromodulator signals (Delima, & Vimpani, 2011). Those signals support cells to migrate,
differentiate, sprout dendritic trees, and form synaptic connections. Norepinephrine,
dopamine and serotonin—called the monoamine neural system— are the most critical signals
in the brain (Perry, 2009). These crucial sets of widely distributed neural networks originate
in the lower part of the brain areas such as the brainstem and diencephalon and communicate
to every other part of the brain (Delima, & Vimpani, 2011; Perry, 2009). If impairment is
experienced in the organisation and function of these monoamine neurotransmitters systems,
cascades of dysfunction ensue (Perry, 2009). For example, if the maltreatment is experienced
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in utero from prenatal exposure to drugs or alcohol or later in childhood from abuse and
neglect, the cascade of dysfunction will likely disrupt normal development (Perry, 2009).
The organisation of the higher parts of the brain depends on input from the lower parts
of the brain for development. Early disruption in this process creates extreme, dysregulated
and asynchronous activity in higher brain areas as a child grows (Perry, 2009). In contrast, if
incoming neural activity stimulated by the monoamine system is regulated, synchronous, and
of normal intensity, the higher regions of the brain develop healthily (Perry, 2009). An
example of this is that research suggests that while in utero, children hearts beat in time with
their mothers. Maternal heart rate provides the patterned repetitive signals of auditory,
vibratory and tactile that are crucial to organising the brain stem and its stress regulating
neuro-transmitting systems (Perry & Szalavitz, 2017). When an infant present as distressed,
and parents have figured out that it is not from hunger or thirst, mothers will instinctively
rock and cradle their baby using rhythmic motion and affection touch to calm the child (Perry
& Szalavitz, 2017). The rhythmic rate at which a baby is often rocked by parents is on
average, 80 beats per minute; the same as a normal resting adults heart rate. For example, if
parents rocked a distressed infant faster than 80 minutes per beat, the motion will likely
stimulate the baby to alertness. In contrast, rocking a distressed infant slower than 80
minutes per beat would not soothe the baby.
Scholars (Davies, 2002; Perry, 2009; Schore, 1994) acknowledges that the quality of
early caretaking relationships determines the neurobiological organisation of the brain. For
example, the brain’s ability to organise experience is stimulated by mutual enjoyment during
play between the carer and baby (Davies, 2002; Perry, 2009; Schore, 1994). In this manner,
through interaction with another human being, the brain is creating neural connections, as
well as maintaining and elaborating those connections in an activate process called
“experience-dependent” development (Davies, 2002). Specifically, the experience, whether
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pleasurable or harmful, activates neuronal connections and enables the creation of new
synapses and the strengthening of existing connections.
Neurobiologists have identified stages in the infant’s development that are critical for
the establishment of specific functions (Delima, & Vimpani, 2011; Fox et al., 2010; Knudsen,
2004; Perry, 2009; Polan, & Ward, 1994). Micro-neurodevelopmental processes, such as
synaptogenesis, are most active in different brain areas at different times. Consequently, the
stage of development at which the brain is vulnerable to disruptive experiences varies across
the regions (Perry, 2009). These stages are known as sensitive periods of development (Fox et
al.,2010; Knudsen, 2004; Perry, 2009). During these sensitive periods, an experience or
adversity at one point in development exhibits a profoundly different impact on future
behaviour than does that same experience at any other point in development (Fox et al.,
2010).
Critical periods are a subset of sensitive periods during which the absence or presences
of experience may culminate in irreversible changes in brain functions (Burke Harris, 2018;
Knudsen, 2004). If adversity coincides with critical periods of brain development; the
consequences may not be reversible (Knudsen, 2004). An example of a critical period in child
development is the ability to process language proficiently. If individuals are not exposed to
language during their first four years of life, their language skills tend to be impaired
throughout their life (Newport, Bavelier, & Neville, 2001). Another example of a critical
period is the absence of human touch during the first few years of life (Polan, & Ward, 1994;
Wang, Bartolome & Schanberg, 1996). If a child is not held, cuddled, rocked, and physically
touched during this time, they often exhibit a failure to thrive (Polan, & Ward, 1994) develop
neuropsychiatric diagnoses (Perry & Szalavitz, 2017) and cognitive delays (MacLean,
2003)—problems that persist, at least to some extent, throughout their life. This research is
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known from studies on children raised either in overcrowded orphanages or by clinically
depressed mothers (Herrera, Reissland, & Shepherd, 2004; Tottenham et al., 2010).
Many of the lasting effects of disruptive experiences are mediated by memory
associations. That is, children develop associations between various settings, such as their
home, and negative emotions. Memory associations are formed whenever two patterns of
neural activity occur simultaneously and repetitively (Huttenlocher, & De Courten, 1987;
Perry & Szalavitz, 2017). For example, if the neural activity caused by the visual imagery of
a fire truck and that caused by the audio sound of a siren co-occur repetitively, these once
separate neural changes of visual and audio related neural networks would create new
synaptic connections and become a single interconnected network (Perry & Szalavitz, 2017).
Once this new set of connections between visual and auditory networks are created,
stimulating one part of the network, such as hearing the siren, can activate the visual part of
the neural chain so the person will visualise a fire truck (Perry & Szalavitz, 2017).
All previously stored experiences are embedded in these neural networks and known as
memory templates (Tronick, & Perry, 2015). The memory template also guides attention,
memory, and appraisal of new experiences (Perry & Szalavitz, 2017). Because information
enters through the primitive parts of the brain, such as the brain stem, many of the templates
are not accessible to conscious awareness (Perry & Szalavitz, 2017). An example is, when a
loud bang is heard and creates a startling response, a person may shift from their chair well
before the cortex can identify what caused the sound. This stress response evolved to respond
to threats as quickly as possible (Perry & Szalavitz, 2017). Because these adversities are often
encoded unconsciously, children cannot as readily change their associations. Furthermore,
memories of adversities can bias attention to other adversities, increasing the vulnerability of
these children.
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Trauma and Genes
Pathophysiological trajectories and biological consequences of early childhood
adversities lead to compromised health in adulthood (Agorastos, 2017; Levine & Kline,
2007). Genetics is the science of hereditary transmissions of traits from generation to
generation and genes from the inherence of DNA (a region of Deoxyribonucleic Acid).
Poor parenting and pervasive problems have attempted to be ascribed to bad genes.
However, scientists for decades have tried to find the genetic causes and patterns of mental
illness such as schizophrenia, bipolar and any other psychiatric disorder, but there have not
been consistent findings (van der Kolk, 2014). Similarly, scientists continue to research
genetic factors that predispose people for developing traumatic stress, which also yields no
robust findings (van der Kolk, 2014).
Decades ago, research suggested that a person had a particular gene that produced a
particular result; this is no longer a common assumption (van der Kolk, 2014). However, it is
now understood that gene's work together to influence a single outcome and is not fixed. Due
to Epigenetics, the study of genetics found that life events can trigger biochemical messages
that turn genes off or on through the process of methylation (Bedrosian et al., 2018). The
fundamental structure of the gene doesn’t change, but the behaviour of that gene by making it
more or less sensitive to messages from the body creates change (van der Kolk, 2014). The
Methylation patterns can be passed on to offspring- the phenomenon is known as epigenetics.
One of the most famous studies of epigenetics was Dr Meaney, who studied newborn
rat pups with their mothers. Meaney and his colleagues discovered to disrupt the biological
legacy of toxic stress (Bedrosian et al., 2018; Burke Harris, 2018; van der Kolk, 2014). If the
researchers handled the rat pups the mothers would sooth their stressed-out babies by licking
and grooming them. However, from observing two groups of rat mothers and rat pups, not all
mothers licked and groomed to the same extent. Some mothers where high lickers, some low

INTENSIVE PLAY THERAPY IN ABORIGINAL COMMUNITIES

58

lickers (Hambrick et al., 2019). Studying the offspring who received different levels of care,
high or low licking, the kind of care a mother gave to her offspring alters the chemistry of the
DNA in certain genes involved in stress response (Warwick, 2005). Results show that
animals who received a great deal of licking and grooming produced fewer stress hormones
when dealing with a challenging or stressful situation compared to the rats who received less
care (Warwick, 2005). This research showed that the development of the pups’ stress
response was directly affected by how much the mother licked her pups (Burke Harris, 2018;
van der Kolk, 2014). Pups of high licker mother rats had significantly lower levels of stress
hormones when compared to low licked pups (Burke Harris, 2018). Therefore, high licking
and attentiveness from mothers’ rats, lead to a low-stress response and fewer stress hormones
in their rat pups (van der Kolk, 2014).
This research also showed that pups that were licked less experienced stress for more
extended periods of time and had lower stress tolerance (Burke Harris, 2018). High licked
pups were observed to be braver and recovered from stress quicker- an equanimity that lasts
through their lifetime (van der Kolk, 2014). The amount of licking and grooming that
happened in the first ten days predicted the pups’ stress response for their entire lifetime
(Burke Harris, 2018). Moreover, the changes continued into the next generation as the female
pups who were licked and groomed often, developed into high-licking mothers themselves
when they had pups (Burke Harris, 2018).
Research about stressful experiences affecting gene expression is still being discovered
(Szyf & Bick, 2013). A large study in the United Kingdom, by McGill and Moshe Szyf,
researched the epigenetic profiles of hundreds of children born into the extreme ends of social
privilege – from poverty to wealth - while assessing the effects of abuse in both groups (van
der Kolk, 2014). This research showed differences in social class were associated with
distinctly different epigenetic profiles. However abused children in any of the two groups
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(poor or rich) had a common specific expression in seventy-three genes (van der Kolk, 2014).
Meaning, the impact of child abuse did not discriminate from poor or wealth.
Similar findings from studying brains after death by suicide in adults who have
experienced child abuse, showed different epigenetic markings in their brain (McGowan, et
al., 2008). Out of 36 brains studied there were 12 suicide victims who had histories of child
abuse; 12 suicide victims who had no history of abuse and 12 controls who were victims of
sudden, accidental death with no history of abuse or neglect. Of those people who had
histories of abuse compared to the control group of no history of abuse, there were different
epigenetic markings in the brains of the abused group. These markings influence the
hypothalamic-pituitary-adrenal (HPA) function, a stress response that increases the risk of
suicide (McGowan et al., 2008). Their findings support that alterations in gene regulation can
be caused by epigenetic programming of gene expression in response to environmental
exposure, including social and physical adversity (McGowan et al., 2008; Szyf, McGowan, &
Meaney, 2008)
Trauma and the Central nervous system (CNS)
The entire nervous system mediates the effect of stress on development (Delima &
Vimpani, 2011). The nervous system can be divided into the central nervous system and the
peripheral nervous system. The central nervous system (CNS) comprises the brain and the
spinal cord (Kestly, 2014). The peripheral nervous system divides into the automatic and
somatic nervous system. The automatic nervous system (ANS) includes the sympathetic
nervous system and the parasympathetic nervous system. The sympathetic nervous system
acts as an accelerator or an arousal system, whereas the parasympathetic nervous system acts
as a brake or a collapsed system (Kestly, 2014). The parasympathetic nervous system braking
function can either facilitate social interactions through the new ventral vagal
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parasympathetic or diminish alertness through the old dorsal vagal parasympathetic,
mimicking collapse, hypo-arousal (Kestly, 2014).
The Polyvagal Theory
According to the Polyvagal Theory, the ANS comprises not only the sympathetic
nervous system and parasympathetic nervous system but another system (Wagner, 2016;
Kestly, 2014), identified by Dr Stephan Porges (2011): Parasympathetic, Ventral vagal
response known as the social engagement system (SES). In this theory, the three
evolutionary-based circuits, the dorsal parasympathetic vagus, the sympathetic nervous
system, and the parasympathetic ventral vagus operate automatically in the human body
(Kestly, 2014; Porges, 2011).
Neuroception, a term that Porges (2011) coined, is the process in which the autonomic
nervous system evaluates risk from unconscious awareness. Neuroception is designed to
trigger specific biobehavioral and psychological response patterns to cope with conditions of
safety, danger, and threat respectively—the three traffic light colours (Dale et al., 2018;
Kestly, 2014). Neuroception is like a neural surveillance system that detects features or cues
of danger in other people and the environment. This system responds by dampening
defensive systems and facilitating pro-social behaviours or by promoting defence strategies
of mobilisation (fight or flight) or immobilisation (shutdown, collapse, dissociations) (Porges
& Carter, 2010).
Parasympathetic Ventral Vagus
The social engagement system is the smart ventral vagal parasympathetic system (Dion,
2018). The speedy myelinated branch of the 10th cranial nerve provides access to all the parts
of the social engagement system and is designed to maintain connections with other people
(Porges, 2011). Myelin is a layer or sheath around an axon of a neuron, which increases the
speed that impulse propagates along the axon (Kestly, 2014). When the social engagement
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system is activated, a person experiences optimum levels of arousal in the nervous system.
Paying attention is easily achieved by efficiently assessing the cerebral cortex (Porges &
Carter, 2010). In this stage, head-turning, eye contact, and facial expression are the primary
forms of communication (Kestly, 2014). Parasympathetic Ventral Vagal ResponseRegulated Symptoms are thinking logically, ability to display a range of affectual
expressions, mindfulness of breath, presented poise, and increased internal awareness of both
mind and body (Dion, 2018).
During social engagement activation, people are able to modulate their feelings and
express themselves through vocalisation, using a middle range of the voice, neither high
pitched nor low pitched (Porges, 2011). This branch of the nervous system is entangled with
the nerves that control the striated muscles of the face, conveying an animated visage of
safety to anyone approaching. The inner ear muscles modulate in response to the pitch, low
or high, of the vocal sounds so a person can determine by listening to qualities of safety in
other people (Kestly, 2014). The pitch of a high voice will generally evoke anxiety or fear,
whereas a lower-pitched voice will often startle or frighten a person (Porges, 2011). The brain
stem and heart, connected through the myelinated branch of the vagus, enables the vagal
brake to calm, indicating a person is experiencing safety (Porges & Carter, 2010).
The social engagement stage is the preferred mode of operation in the nervous system
because its primary function is to promote connection with other people (Kestly, 2014). This
nervous system stage is designed to support secure attachment with parents and other
significant people as the child grows. The physiological state of this stage also provides the
best opportunity to learn because access to the brain ’s cognitive recourses is maximized
(Porges & Carter, 2010).
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Sympathetic Nervous System
If the nervous system detects danger, the sympathetic nervous system can be activated,
and the social engagement system is inhibited (Porges, 2011). This stage is often referred to
as the mammalian stage (Porges & Carter, 2010). This stage is filtered with caution and
protection, automatically mobilising defensive strategies of fight or flight. The nervous
system will activate protection by preparing the body for a fight; however if fighting is not
viable, fleeing will be prioritized (Perry, 2009). During this stage, the cognitive resources of
the brain are dampened, narrowing the amount of new information that can be absorbed. The
purpose of dampening cognitions is so the nervous system and brain can focus exclusively on
the source of threat and danger (Kestly, 2014).
Hypervigilance may be experienced, as subcortical areas of the brain are activated to
respond promptly to danger (Perry, 2009). The heart rate is increased as well as the rapid
engagement of a person’s whole system to ensure survival. During this stage, people cannot
as readily regulate emotions and connect with other people, typically because the social
engagement system is offline (Kestly, 2014). Additionally, symptoms of hyperarousal in the
sympathetic nervous system include, defensiveness, pounding in the head, overwhelmed,
extreme irritability and uncontrollable bouts of rage (Dion, 2018). The success of this system
does not need to rely on interpersonal recourses or cognition because the nervous system is
effectively in a protective mode.
Dorsal Parasympathetic Vagus
The third branch of the ANS is the dorsal vagal parasympathetic system, which is the
slower unmyelinated branch (Kestly, 2014). For instance, if the experience is life-threatening
and neuroception experiences hopelessness or helplessness because fight or flight cannot
protect the individual, dorsal vagal response, also known as collapsed hypo-arousal
symptoms are activated (Dion, 2018). Large circuits in the nervous system, in essence,
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dampen considerably as a person tries to defend and protect by feigning death or shutting
down (Kestly, 2014). The process of shutting down or collapsing involves reduced heart rate,
cessation of digestion, lethargic, dulled capacity to feel significant events, appear life-less,
emotional constriction, or dissociation (Dion, 2018). Experiences of shutting down are often
referred to as feeling numb and becoming passive with decreased sensations (Kestly, 201).
During dorsal vagal parasympathetic activation, cognitive processing is severely
impaired. The body is primarily focusing on the physiological system to protect itself from
painful experiences through the release of endorphins (Kestly, 2014). The stage is also
identified as the reptilian state because immobilisation conserves recourses (Porges, 2011).
The highly oxygen-depended cortex cannot readily operate, compromising reason, logic, and
interpersonal exchanges (Kestly, 2014).
The Polyvagal Theory and Play
The experience of childhood trauma creates a biobehavioral state that can inhibit the
functioning of the social engagement mode, biasing attention to cues that epitomize danger,
and thus promoting distrust (Kestly, 2014). Consequently, a child can miss out on the
experiences of physiological and psychological safety, that is required for optimal
development. These traumas culminate in emotional dysregulation from inaccurately
evaluating and inappropriately responding to situations (Dale et al.,2018). Children who have
experienced trauma spend limited time in the social engagement mode, impairing cognitive
function (Kestly, 2014).
Porges (2011) theory states that the activity of play helps children to mobilise, through
the sympathetic arousal, without losing the ability to stay socially engaged, the ventral vagus.
The sympathetic nervous system is available because playing provides a distance from the
therapy, keeping children in the green light zone while exploring potential yellow and redlight provoking content. This opportunity builds adaptive defences and aggressive behaviours
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through just playing (Gaskill & Perry, 2014; Kestly, 2014). Treatment of traumatised children
should incorporate play for children to enable these individuals to process threatening content
and promote a sense of safety.
Protective Factors
One of the most puzzling questions in current literature is why some children have
lasting intrusive symptoms and others appear to be relatively unscathed after a traumatic
incident (Levine & Kline, 2007). Most scholars identify that symptom development after a
trauma has largely to do with relational health and the quality of care the child receives
immediately after the frightening event (Burke Harris, 2018; Levine & Kline, 2007; Terr
2008; Perry & Szalavitz, 2017).
Protective factors, such as parental attachment have been proved to be crucial in
buffering symptoms of traumatisation in childhood (Gil, 2011). Ross (2007) states that deeper
trauma for a child is not the traumatic event itself but rather the absence of relational love,
attention, affection, care, and protection. The association of pleasure from human interaction
is the ‘neurobiological glue’ that bonds and create healthy relationships (Perry & Szalavitz,
2017). Other positive activities that children participate in can also aid at buffer trauma
effects. Examples are sports (that are not too competitive) art, drama, playing, drawing, and
painting. Participating in groups or organised clubs creates a sense of belonging and
connection, which positively influences building capacity to cope with overwhelming events
(Levine & Kline, 2007).
Intergenerational Trauma
Many studies have investigated the recurrence of adversities across adjacent
generations (Atkinson, 2002; Plant et al., 2018). Findings have been contentious, with some
studies documenting evidence for the intergenerational cycle of child maltreatment (Berlin,
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Appleyard, & Dodge, 2011; Cort et al., 2011; Dixon, Browne, & Hamilton-Giachritsis, 2005)
and other studies finding minimal support (Sidebotham & Golding, 2001; Zuravin et al.,
1996).
Some scholars who research intergenerational trauma state that mothers who
experienced maltreatment often experience greater difficulties in parenting, decreased
responsiveness, lower-rated confidence in parenting abilities and increased use of harsh
discipline, including physical discipline (Bert, Guner, & Lanzi, 2009; Lomanowska et al.,
2015; Moehler, Biringen, & Poustka, 2007).
To argue the potential for intergenerational behaviour, Dr Brazelton recorded a mother
feeding, holding, burping, and playing with her baby (Karr-Morse & Wiley, 2013). Years
later, that baby had grown to be a mother herself. Brazelton observed that the new mother
held and played with her baby the same way her mother played and held her. How she
positioned her baby, the timing of how long she waited until she responded to burp her baby
and how she rubbed her baby was the same (Karr-Morse & Wiley, 2013). The new mother
also sang, used rhymes, gestures, and facial expressions in the same way her mother did with
her. The new mother had never seen the footage of herself as an infant with her mother. Dr
Brazelton stated that the somatically stored memories of her own experience as a baby are
activated with the advent of her own child (Karr-Morse & Wiley, 2013).
Plant, Pawlby, Pariante, and Jones, (2018) conducted a systematic review to synthesise
the existing empirical literature on the relationship between a mother’s history of child
maltreatment and her children’s experience of psychopathology. Across twelve studies and a
combined sample size of 45,723 mother-child dyads, the overall result documented evidence
that maternal childhood maltreatment is positively associated with child problems and
clinical disorder psychopathology. The researchers identified that maternal psychological
distress and poorer parenting practices were likely to be the key mediating pathways of this
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association. However, safe, stable, and nurturing relationships, with a connection to
community and culture, have been observed to buffer against the intergenerational
transmission of maltreatment experiences (Atkinson, 2002; Jaffee et al., 2013).
Conclusion
Childhood trauma is a common occurrence, affecting over half the population
according to the ACE study (Felitti et al., 1998). Trauma is categorised by an experience that
includes an automatic, physiological, and neurological response (Perry, 2009; van der Kolk,
2014). Additionally, the child’s reaction to the traumatic event characteristically overwhelms
the child’s ability to cope resulting in a complete loss of control, as well as feelings of
extreme fear, hopelessness or horror (Perry, 2009; Perry & Szalavitz, 2017; van der Kolk,
2014).
Traumatisation can result from ordinary events such as being lost in a shopping centre
to extreme child maltreatment such as sexual abuse. Trauma can be caused by natural
disasters or car accidents that are discrete life-threatening events. However complex trauma,
such as emotional impoverishment, invasive medical procedures, extreme maltreatment, and
family violence tend to have the most deleterious effect on child development (Berens,
Jensen, & Nelson, 2017; Karr-Morse & Wiley, 2013).
The most powerful reward a human can experience comes from attention, approval and
affections from loved ones. Consequently, the most powerful pain a person can experiences
comes from losing attention, approval and affection of loved ones. In the case of
interpersonal trauma, the trauma is the experience of “not being special to mum and dad… it
is the errors of omission by the parents, not the errors of commission, which are the
fundamental problems” (Ross, p. 61).
There is also a large body of research in epidemiology and neurobiology that has
established dose-related links between childhood traumatic experiences and a variety of
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health and behavioural outcomes in adulthood (Burke Harris, 2018; Felitti et al., 1998; Perry
& Szalavitz, 2017). Consequently, long-term outcomes of child trauma include developing
internalising problematic issues such as anxiety, depression, self-harming behaviours,
posttraumatic stress disorder (PTSD); as well as externalising problems such as ADHD,
conduct disorder, oppositional defiance, drug use, early sexual relationships, aggression, and
suicidality (Felitti et al., 1998; Perry, 2009; van der Kolk, 2014).
The younger the child, the more vulnerable the child is by nature of limited resources to
protect themselves against the threat. Trauma symptoms develop when the physiological
mechanisms for self-protection, set into motion to escape, are thwarted (Levine & Kline,
2007). Example of trauma symptoms are hyperarousal, dissociation, constriction, and
shutdown/freeze are all accompanied by feelings of helplessness (Levine & Kline, 2007).
Protective factors such as supportive relationships with family, teachers and friends can
buffer the impact of a traumatic experience. The relationship between childhood trauma and
developmental outcomes is not straightforward. However, recognising symptomology
through a neurological and developmental lens can provide a better understanding of the
whole experience to trauma during childhood. Instances where child trauma symptoms are
invasive, persistent and ongoing, the additional support of a professional child therapist
should be sought (Levine & Kline, 2007). If adverse circumstances have been experienced in
childhood, evidence suggests that it is in childhood where the repair of experiences should
occur (Gaskill & Perry, 2014).
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CHAPTER THREE: AUSTRALIAN ABORIGINAL CHILDHOOD TRAUMA
Aboriginal families consider children as their greatest asset (Atkinson, 2002). The
Aboriginal family, extended relatives, cultural identity and community all play a crucial role
in the development of Aboriginal children (D’Antoine & Bessarb, 2011; Robinson et al.,
2012). In Aboriginal culture, parents are not solely responsible for child-rearing practices.
Instead, because of collective perspectives on parenting approaches that value group
cohesion, elder respect, and spirituality, many individuals participate in the nurturing and
discipline of each child (Robinson et al., 2012; Atkinson, 2002).
However, in Australian history, Aboriginal children and families have experienced
extensive trauma (Atkinson, 2002; Raphael, Swan, & Martinek, 1998). The issues for
Aboriginal families are compounded by the struggle to overcome the adverse effects of
Australia's colonial past as well as isolated locations and inadequate services (Atkinson,
2002). The adversity that Aboriginal people have experienced originated by displacement
from country, deprivation, and discrimination, primarily from systematic removal and
subsequent abuse of children known as the stolen generations (Atkinson, 2002; Raphael,
Swan, & Martinek, 1998; Shepherd et al., 2017). Other traumas that Aboriginal children and
families have experienced include invasive medical procedures, institutionalisation, poverty,
exposure to family and domestic violence, next of kin fragmented families, as well as drugs
and alcohol misuse (Atkinson, 2002; Atkinson et al., 2010; Silburn et al., 2006).
The level of disadvantage that Aboriginal children and families experience is now
widely acknowledged (Close the Gap, 2008; Dudgeon, Kelly, & Walker, 2010; Purdie,
Dudgeon, & Walker, 2010; Shepherd et al., 2017; Taylor, 2006). The need for intervention
diverges starkly from the appropriate intervention services available for Aboriginal children
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and families. Understanding Aboriginal culture, identity, history, and beliefs on wellbeing
could help provide adequate mental health services to children and families.
Aboriginal Identity
Individuals are conferred Aboriginal identity if they are descended from an Aboriginal
inhabitant of Australia, identifies as being Aboriginal, and is also recognised as Aboriginal by
members of the community where they live (Dudgeon et al., 2014). Political debate in
Australian history surrounds the minimum percentage of Aboriginal ancestry that precludes
identification as Aboriginal (Dudgeon et al., 2014). Because of colonisation, the ancestors of
many Aboriginal people are both Aboriginal and non-Aboriginal. However, many Elders,
Traditional Owners, Aboriginal people and authors, state that Aboriginal identity is not about
the colour of a person’s skin or the percentage of Aboriginal ancestors (Atkinson, 2002;
Coombes et al., 2018; Taylor, 2006; Dudgeon et al., 1998; Wright et al., 2014). Instead,
Aboriginality is about descent, language, culture, upbringing, and life experiences.
Aboriginal Language is the gateway to know culture (Growing Up Strong, 2015). Speaking
and understanding language is a part of Aboriginality and knowing from ancestry (Coombes
et al., 2018). Children are often taught Aboriginal language first, resulting in many Northern
Australian Aboriginal people speaking English as a third or fourth language (Kickett-Tucker,
2009). Kriol is one of the main Aboriginal languages spoken in the Northern Territory
(Growing Up Strong, 2015).
Aboriginality is belonging to an Aboriginal community—the notion that “people
know who you are, by where you come from and what family you belong to” (Dudgeon et al.,
2014, p. 35). Aboriginal society is structured around the community, which is governed by a
hierarchal system of kinship relationships (Bourke & Bourke, 1995). Being a member of an
Aboriginal community involves obligations, commitments, and various responsibilities that
confirms and reinforces that membership. Obligations extend to family commitments and
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responsibility to be involved with community functions, initiatives and political issues
(Dudgeon et al., 2014).
Aboriginal identity is deeply connected to country. The notion of country is different
from other Australians in that Aboriginal people described the spiritual relationship as
forming an ontological belonging (Dudgeon et al., 2014). Aboriginal spiritual beliefs emanate
from an ancient system that connects a person to the land, to other members of the group and
to all nature (Dudgeon et al., 2014). According to Aboriginal beliefs, the country of each
local area was created and shaped by the actions of spiritual Dreaming ancestors (KickettTucker, 2009). Within the six states and two territories of Australia, Aboriginal people
recognise 500 distinct nations (Dudgeon et al., 2014). Many of these nations are infused with
distinctive cultures, beliefs, languages, ceremonies, and Lore (Yeo, 2003).
Aboriginal Lore is a complex system of customs and stories of Aboriginal Peoples
Dreaming (Atkinson, 2002). The Dreaming is the process of Aboriginal worldviews where
the country is more than just land. The Dreaming is the humanised process of an intimate
familiarity of each rock, hill, waterhole, tree, sea headland, and animals (Atkinson, 2002).
People developed spiritually intimate relationships with the land and detailed knowledge of
seasons and all life forms (Atkinson, 2002). Aboriginal clans tend to be transient, following
seasons, enabling the land to replenish. Often, Aboriginal families migrate around Australia
to fulfil their obligations to land and nature, which included participating in ceremonies in the
country of which they are custodians (Atkinson, 2002).
Aboriginal communities revolve around a complex and sophisticated kinship system.
The kinship relationship connects everyone in the group and determines the behaviour,
responsibility and obligations for that person in their kinship as well as their community
(Dudgeon et al., 2014). Everyone in the family has a skin name, which places them within the
wider network of kin (Growing Up Strong, 2015). Skin names are passed down from the
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mother and dictate the relationships between people. The kinship family structure actuates
specific roles determined by age and gender (Daylight & Johnstone 1986; Bourke & Bourke,
1995). For example, women are responsible for child-rearing, and men’s role involves
upskilling younger men in hunting (Yeo, 2003).
In Aboriginal kinship systems, specific roles such as father, mother, brother, sister,
uncle, aunt, cousin, and grandparent are consistent to most Australian families. However, the
difference in Aboriginal kinship relationships compared to non-Aboriginal families is that the
mother and sisters of the mother may be all labelled as a mother to one child. This label of
mother assigns the same level of responsibility to that child as if they were a biological
mother (McLauchlan, Gilfillan, & Gordon, 2013; Williamson et al., 2010). For instance,
multiple aunties and mothers may participate in breastfeeding and nurturing the one baby
(Yeo, 2003).
Pat Kopusar, an Aboriginal Elder and administrator shared her understanding of
Aboriginal childhood, stating that “Our traditional child-rearing passed on the knowledge of
how to live together in good relationships; knowing who would teach children to ﬁnd food;
how food would be shared; and understanding what sharing meant. These practices
maintained a proper understanding of who each child was, honouring their names and their
place in society. Children always knew there was a space for them and had good reasons to
be proud of who they were. The system of having more than one mother also meant the child
would always be close to the breast, on the hip, never to be left by themselves until it was
time to grow up and take their own places in society” (p. v, Forward; Zubrick et al., 2005).
Aboriginal cultural views of children are that they are trusted to know what they need
and want; they are individuals who can communicate from birth (Growing Up Strong, 2015).
Children are often provided with a significant degree of freedom and autonomy, embedded
and enabled through social kin structures. Children are involved in all experiences of life “so

INTENSIVE PLAY THERAPY IN ABORIGINAL COMMUNITIES

72

that they know what is going on. They are not sheltered from sad and worrisome parts of life
(e.g. funerals)” “they see it all so they can know and understand it” (Growing Up Strong,
2015, page19). Developmental perspectives of Aboriginal children are described in terms of
what a child can do rather than a child’s chronological age (Growing Up Strong, 2015).
Unlike western society, children are not compared with the development of other children as
children are valued for what they can do (Yeo, 2003). Additionally, parent skills encourage
children to explore the world by seeing, feeling, and doing rather than being told or shown
(Growing Up Strong, 2015). Important transitional periods in a child’s life include: “Baby when the grandmother bites the baby’s knees to walk; Toddler- when the child completely
weans from breast and leaves the mother and starts forming social groups with other children;
Adolescence -when the child becomes an adult, and there is separation of the genders. Boys
follow the men and girls follow the women. This is marked by sacred ceremony” (Growing
Up Strong, 2015, p. 19).
Traditional Aboriginal perspectives do not experience health and mental health
separately. Indeed, Aboriginal perspectives assume that health and mental health are
interrelated and intimately connected through the nature of the mind, body, and spirit
(Williamson et al., 2010). While these worldviews are not distinctly different from western
society’s views of heath, western culture focused more on biomedical perspectives of health
(Yeo, 2003). Therefore, holistic approaches were recommended by the 1989 National
Aboriginal Health Strategy (NAHS) Working Party, by stating:
In Aboriginal society, there was no word, term or expression for “health” as it is
understood in Western society. It would be diﬃcult from the Aboriginal perception to
conceptualise “health” as one aspect of life. The word as it is used in Western society
almost deﬁes translation but the nearest translation in an Aboriginal context would
probably be a term such as “life is health is life”.
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There are significant differences in Aboriginal culture and Australian culture;
Aboriginal families and children are often crossing these two cultures in daily life. This
process is known as living two-ways (Growing Up Strong, 2015). Living two-ways can cause
discrimination from some Aboriginal families as perceptions of how being Aboriginal may
differ for each Aboriginal and non-Aboriginal person.
The History of Australian Aboriginal Peoples
Aboriginal culture is one of the oldest, emerging between 50,000 and 120,000 years
ago (Dudgeon et al., 2014). Evolutionarily Aboriginal people were hunter and gatherers,
generally living in small extended family units, embedded in larger language groups with
distinct territorial boundaries (Atkinson, 2002; Bretherton, & Mellor, 2006; Frontier, 1987).
Before colonisation, between 300,000 to 950,000 Aboriginal people lived in Australia, with
approximately 260 distinct language groups and 500 dialects (Dudgeon et al., 2014).
Aboriginal family groups were semi-nomadic, as they systematically moved around the
country following seasonal changes and ceremonial obligations (Dudgeon et al., 2014).
When British colonisers arrived at Australia in 1788, colonisers referred to Australia as
terra nullius, meaning land of no peoples (Atkinson, 2002; Bretherton, & Mellor, 2006).
Many of the European settlers often assumed that species of men of different appearance,
who were not white or of English-speaking nations, were inferior (Bretherton, & Mellor,
2006; Dudgeon et al., 2014).
The main agenda of European settlers was to occupy and claim land for economic
purposes (Dudgeon et al., 2014; Frontier, 1987). Because Aboriginal Peoples own food
supplies were disrupted, they removed livestock from European stock. Eventually, reprisals
followed, evolving into the war (Dudgeon et al., 2014). European diseases spread through
Aboriginal people because of poisoned flour (Dudgeon et al., 2014). Diseases such as
measles, chickenpox, and influenza devastated Aboriginal families and children. Aboriginal
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people were not immune to viruses’ common in European settlers (Campbell, 2002).
Smallpox was particularly calamitous, eradicating entire tribes (Campbell, 2002). This
colonised violence combined with illness escalated death rates and diminished birth rates for
Aboriginal people. An estimated 75,000 Australian Aboriginal people remained at the
beginning of the 20th century (Dudgeon et al., 2014).
European society dominated in Australia and perceived Aboriginal people as hopeless
remnants who were merely surviving (Dudgeon et al., 2014). In some parts of Australia, high
proportions of Aboriginal people survived the violence of initial colonisation (Barwick,
Barwick & Barwick; 1998; McGrath, 1995). Indeed, some Aboriginal clans acculturated
across Australia and created new independent lives (Barwick, Barwick & Barwick; 1998;
Dudgeon et al., 2014; McGrath, 1995). However, still today, no Aboriginal person remains
unscathed by the brutal history of Australia and oppressive legislation.
Australia’s Oppressive Legislation
The previous government policies attempted to displace, protect, convert, and
assimilate Aboriginal people—policies that cause detrimental effects into generations today.
During colonisation, Australian states and territories, at Federation, were granted control and
responsibility for Aboriginal Australians. In 1883, NSW established the Aborigines
Protection Act 1909 (Barwick, Barwick & Barwick; 1998), granting legal power over
Aboriginal Australians with punitive, restrictive laws under the pretence for their own good
(Barwick, Barwick & Barwick; 1998; Dudgeon et al., 2014; McGrath, 1995). Other
legislation followed around Australia such as South Australia the 1911 Aboriginal Protection
Act, Northern Territory Aboriginal Ordinance of 1911 and the Welfare Ordinance 1953
(AIATSIS, 2008). The devastating effects were cultural genocide of Aboriginal Australians,
which included the loss of language, family dispersion, and the cessation of cultural practices
(Atkinson, 2002; Dudgeon et al., 2014).
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The Western Australian Aborigines Act 1905 assigned the Chief Protector of
Aborigines the legal guardianship of every Aboriginal person and half-caste child (Kearney
& McElwain, 1976). Half-caste children were mixed-raced of Australian Aboriginal and
European (Dudgeon et al., 2014). The WA Aborigines Act 1905 contributed to the gross
erosion of rights, culminating in the forcible removal of children (Kearney & McElwain,
1976). Police and pastoralists were delegated powers as Protectors of Aborigines responsible
for removing mixed-race children from their families to provide them with opportunities for a
better life (Dudgeon et al., 2014).
One-in-ten Aboriginal and Torres Strait Islander children were forcibly removed from
their families and communities between 1910 and the 1970s, known as the Stolen
Generations (Cuthbert, 2001; Dafler, 2005; Dudgeon et al., 2014). Children who were a
mixed race of Australian Aboriginal and European were placed in missions, and Aboriginal
people were forbidden from entering towns without permission (Dudgeon et al., 2014). The
cohabitation of Aboriginal women with non-Aboriginal men was prohibited and illegal
(Dudgeon et al., 2014). The transgenerational effects of the policies of forced removal of
Aboriginal children are profound and enduring.
In the 1920s, the Aboriginal rights movement began establishing Aboriginal political
organisations across Australia (Bullimore, 2001; Cuthbert, 2001). The organisations include
Australian Aborigines League and the Aborigines Progressive Association (Bullimore, 2001).
This advent of associations ignited the formation of other Aboriginal political and support
groups around Australia to correct racist legislation (Dudgeon et al., 2014). Eventually, the
1967 Commonwealth Referendum was established, granting citizenship rights to Australian
Aboriginal peoples (Dudgeon et al., 2014).
Despite these rights, Aboriginal people still experience racism and disadvantage. In the
current population of Aboriginal people, few escaped the direct and indirect effects of the
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legislation that controlled and governed their lives. However, the legislation changed,
emphasising civil rights to Aboriginal people, acknowledging that Aboriginal people possess
certain rights that did not pertain to other Australians (Bullimore, 2001; Dudgeon et al.,
2014). These legislation changes include the prohibition on racial discrimination, rights over
the land, and the facilitation of self-determination (Dudgeon et al., 2014). An ongoing
struggle for equality and Aboriginal rights is part of Aboriginal history; however, the capacity
of Aboriginal people to retain their cultures has, arguably, strengthened in recent times,
primarily as a consequence of these legislative developments (Dudgeon et al., 2014).
Since colonisation, policies and action have been implemented to highlight the
detrimental effects of past policies (Dudgeon et al., 2014). These policies are The Royal
Commission into Aboriginal Deaths in Custody Report (Royal Commission into Aboriginal
Deaths in Custody, 1991); Human Rights and Mental Illness: Report of the National Inquiry
into Human Rights and Mental Illness (Burdekin, 1993); Ways Forward: National
Consultancy Report on Aboriginal and Torres Strait Islander Mental Health (1995); The
National Inquiry into the Separation of Aboriginal and Torres Strait Islander Children from
their Families (Swan & Raphael ,1995), and the Bringing Them Home Report (Human Rights
and Equal Opportunity Commission; 1997). The Bringing Them Home Report and the
National Inquiry into the Separation of Aboriginal and Torres Strait Islander Children from
their Families, in particular, triggered an apology from the Australian government in
February 2008, as an attempt to foster reconciliation.
Aboriginality and Disadvantage in Australia
Aboriginal and Torres Strait Islander peoples are the most disadvantaged group in
Australia (Hunter, 2007). An Aboriginal adult’s life expectancy is seventeen years less than
non-Aboriginal people (Australian Institute of Health and Welfare, 2015). Aboriginal
households are six times more likely than other households to live in government-supported

INTENSIVE PLAY THERAPY IN ABORIGINAL COMMUNITIES

77

housing (Australian Institute of Health and Welfare, 2015). Aboriginal adults are twice as
likely as non-Aboriginal adults to report high levels of psychological distress and life
stressors (Hunter, 2007; Titterton, 2017). Aboriginal people experience poor health outcomes,
with twice the mortality rates of non-Aboriginal people (Dudgeon et al., 2014; Hunter, 2007).
Aboriginal children are over-represented in child protection and out-of-home care
services compared to non-Aboriginal children (Australian Institute of Health and Welfare
2017a; 2017b). In 2016, Aboriginal children were ten times more likely to be living in out of
home care; 46% of children in out of home care were Aboriginal (Australian Institute of
Health and Welfare, 2017a; 2017b). Almost half of the Aboriginal adult’s report that either
they or their relative had been removed from their natural family (Australian Institute of
Health and Welfare, 2015). Many authors argue that the legacy of colonisation and previous
oppressive legislation explain these disproportionate statistics (Atkinson, 2002, 2015;
Australian Institute of Health and Welfare, 2017a; Dudgeon et al., 2014; Human Rights and
Equal Opportunity Commission, 1997; Hunter, 2004, 2007; Lohoar, Butera & Kennedy,
2014; Taylor, 2006; Titterton, 2017).
Because of the oppressive legislation and concerning statistics of Aboriginal children in
care, a policy was endorsed by all Australian states and territories titled the Aboriginal and
Torres Strait Islander Child Placement Principle. This policy articulates the preferred order
of placement for an Aboriginal and Torres Strait Islander child who has been removed from
their birth family. First, children should be considered to be placed with the child's extended
family (kin) or, if not possible, the child's Indigenous community (kith). If neither of these
alternatives is available, the child should be placed with a non-related Aboriginal or Torres
Strait Islander carer, with a non-Indigenous carer as a last resort (Australian Institute of
Health and Welfare, 2017a; 2017b). This policy was specifically implemented to
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acknowledge the suffering that previous policy caused to Aboriginal and Torres Strait
Islander peoples.
According to the Australian Institute of Health and Welfare, Child Protection data
2015-16 (2017a; 2017b), between July 2015 and June 2016, the rate of abuse, neglect or risk
of harm was 43.6 per 1,000 Aboriginal children in Australia. Aboriginal children were seven
times more likely than non-Indigenous children to be the subject of substantiated reports of
harm or risk of harm (Australian Institute of Health and Welfare, 2017a; 2017b). In the
Northern Territory, the rate of reports of harm is 49.6 per 1000 children compared to nonAboriginal children in which the rate of harm is 6.8 per 1000 children.
Indeed, these estimated rates of harm of Aboriginal children most likely underestimate
the actual prevalence (Atkinson, 2002; Bromfield & Higgins 2004; Gordon, Hallahan, &
Henry, 2002; Titterton,2017). Like non-Aboriginal populations, most child abuse cases are
never reported. Furthermore, some genuine cases cannot be sufficiently corroborated for
official action to be initiated (Dudgeon et al., 2014; Lohoar, Butera & Kennedy, 2014; Perry
& Szalavitz, 2017). Under-reporting for Aboriginal children could be because of fear,
mistrust, as well as the loss of confidence in the police, the justice system, and social services
(Bromfield & Higgins 2004). Other complex reasons could be fear that the children may be
removed again (Atkinson, 2002; Titterton, 2017), community silence and denial (Gordon
Hallahan, & Henry, 2002), social and cultural pressures not to report (Anderson & Wild,
2007), cultural shame and guilt (Anderson & Wild, 2007) and fear of repercussions and
retaliation by the perpetrator or perpetrator’s family, such as Lore for payback (Stanley
Tomison, & Pocock, 2003).
Besides the over-representation of Aboriginal children in the child protection system,
the type of abuse and extent of maltreatment differs between Aboriginal and non-Aboriginal
children (Australian Institute of Health and Welfare, 2017a; 2017b). For example, many
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Aboriginal children (36.1%) are subjected to neglect when compared with non-Aboriginal
children (20.3%) (Australian Institute of Health and Welfare, 2017a; 2017b). Similarly,
emotional abuse is 46.7% for Aboriginal children and 39.2% for non-aboriginal children
(Australian Institute of Health and Welfare, 2017a; 2017b).
Aboriginal children and families that reside in rural and remote locations experience
higher levels disadvantage than Australians living in cities (Close the Gap Report; 2018;
Hunter, 2007). Services such as medical and mental health care are not customised to
accommodate conditions unique to locational isolation (Hunter, 2007). Locational limitations
impair the quality of health services and, compounded by the predisposition of illnesses,
creates more vulnerability and poorer health outcomes in children and adults (Hunter, 2007)
Closing the Gap
Closing the inequality gaps in Aboriginal education, health, and disadvantage has
become the overarching policy objective of Australian governments. Deliberate human rights
efforts have been initiated by the Australian government to improve the health and wellbeing
of Aboriginal people. Specifically, the Close the Gap Strategy is a national governmental
systemic review to improve Aboriginal and Torres Strait Islander health. The strategy was
launched in 2008 by the Council of Australian Governments.
According to the Close the Gap Prime Minister Report (2018), the strategy set seven
targets that the Council of Australian Government aimed to achieve within a specific time.
The seven targets focused on health, education, employment, and community safety. Over
the ten years since the campaign was launched, only three targets are likely to b e
achieved, and four targets have expired. Therefore, these targets have been updated in
collaboration with Aboriginal and Torres Strait Islander leaders, organisations, communities,
and families.
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Specifically, the target to halve the gap in child mortality by 2018 is on track, by
declining the rate by 32%. The two other targets on track are 95 per cent of all Indigenous
four-year-olds are to be enrolled in early childhood education by 2025 and to halve the
gap in Year 12 attainment by 2020. The targets that are not on track include closing the gap
on school attendance, to halve the gap in reading and numeracy by 2018, to halve the gap in
employment by 2018, and to close the gap in life expectancy by 2031. In the Northern
Territory, of all the targets, the only one on track is to halve the gap in Year 12 attainment
by 2020. All other targets are not likely to be achieved in the Northern Territory, Victoria,
and Queensland.
Other accomplishments the campaign has achieved include a decrease in cigarette
smoking by 9% as well as halving the consumption of alcohol during pregnancy. The strategy
has highlighted holistic approaches for education, health, and mental health are required
when working Aboriginal and Torres Strait Islander people. Approached should build upon
the cultural, social, emotional and economic context of Aboriginal people’s lives – including
an awareness of the ongoing legacy of trauma, grief, and loss associated with colonisation.
Another highlight from the 2018 review of the ten-year strategy focuses on improving
research and evaluation to identify successful aspects of programs, which includes building
an evidence base to better support Aboriginal people.
Aboriginal Child Mental Health
Recently, progress has been forged in establishing comprehensive measures of the
mental health of adult Aboriginal Australians, such as the Kessler-10. However, measures
that assess child mental health in Aboriginal populations are less established in the literature
and clinical practice. Nevertheless, several small-scale studies have explored mental health
problems in Aboriginal children. These studies have researched problems such as
behavioural, emotional, conduct, and social maladjustment issues (Hunter, 1989; Hunter,
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2003). Limitations of these studies included non-representative samples such as small
participant numbers and no data collected on non-Aboriginal children for comparison. Smallscale studies have highlighted the limited knowledge about patterns of healthy childhood
development in Australian Aboriginal children and the effect of physical, emotional, and
social disturbances on development (Gault & Krupinski Stoller; 1970; Hunter, 1999; 2000;
2004).
Western Australian Aboriginal Child Health Survey
To rectify the issue of limited research on Aboriginal child populations, the Western
Australian Aboriginal Child Health Survey (WAACHS) was designed to identify the
developmental and environmental factors that enable competency and resiliency in
Aboriginal children and young people (Zubrick, & D’Antoine, 2011). The large-scale
epidemiological survey of health and well-being was conducted in 2000–2001 and included
5,289 Western Australian Aboriginal and Torres Strait Islander children. The study measured
emotional or behavioural diﬃculties experienced by Western Australian Aboriginal children
aged 4–17 years based on carer responses to Goodman’s Strengths and Diﬃculties
questionnaire (Goodman, 1998). The same questionnaire was administered to the carers of
non-Aboriginal children aged 4–17 years to enable comparisons between Aboriginal and nonAboriginal child populations.
According to the WAACHS, some household and family factors create a higher risk for
child mental health problems (Zubrick, & D’Antoine, 2011). Some examples of risks
identified by the survey are poor mental and physical health of carers compounded by misuse
of alcohol, tobacco, and drugs; economic deprivation, such as overcrowding; limited support
networks and impaired communication in families; impaired parenting because of
transgenerational trauma, limited recourses, and limited capacity; and exposure to racism,
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social marginalisation and discrimination which includes living in socially disadvantaged or
excluded communities (Zubrick, & D’Antoine, 2011).
The results of the WAACHS showed that 24% of Western Australian Aboriginal
children were likely to experience clinically signiﬁcant emotional or behavioural diﬃculties
compared to 15% of non-Aboriginal children. Specifically, conduct problems and
hyperactivity were more common in Aboriginal children than in non-Aboriginal children.
Conduct problems affected the highest proportion of Aboriginal children aged 4–17 years,
with nearly 34% identified, whereas 16% of non-Aboriginal children were reported to be at
risk. In addition, 15% of Aboriginal children were at high risk of hyperactivity problems
compared with 10% for non-Aboriginal children. Among all Aboriginal children, 10.5% were
at high risk of clinically signiﬁcant functional impairment, compared with 9.3% of all nonAboriginal children.
Similar to other research, the WAACHS identified that a higher proportion of younger
children were at high risk of clinically signiﬁcant emotional or behavioural diﬃculties
compared to older children (Burke, 2017; Gil, 2011; Perry & Szalavitz, 2017; Terr, 1991; van
der Kolk, 2014; Zubrick, & D’Antoine, 2011). The proportion of risk for problematic
behaviours tends to decline with increasing age, especially after 11 years old (Zubrick, &
D’Antoine, 2011). Indeed, children aged 15-17 were 62% less likely to experience emotional
and behavioural problems compared to 4-7-year-olds. Aboriginal male children were twice
more likely than females to be at high risk of clinically signiﬁcant emotional or behavioural
diﬃculties. In contrast, in non-Aboriginal children, these rates did not differ signiﬁcantly
between males and females. Additionally, during the WAACHS carers were asked to
describe their child’s problem behaviours such as eating, drinking alcohol or using other
drugs and sleeping problems, including nightmares. Not surprisingly, a higher proportion of
children at high risk exhibited more problem behaviours than children who were at low risk.
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This pattern was statistically significant for all the problem behaviours except for alcohol
consumption.
The WAACHS is the first to empirically document the intergenerational effects of
children whose parents were forcibly separated from their natural family by a mission. The
results showed that these children were over twice as likely to be at high risk of clinically
significant emotional or behavioural difficulties than child those parents were not removed
(Zubrick, & D’Antoine, 2011). Additionally, these children were at high risk of clinically
significant emotional symptoms, conduct problems, and hyperactivity. They were also more
likely to engage in alcohol and other drug use at approximately twice the amount as those
children whose Aboriginal primary caregiver had not been forcibly separated from their
natural family (Zubrick, & D’Antoine, 2011).
The WAACHS found that the likelihood of Aboriginal children experiencing emotional
and behavioural difficulties was lower in specific circumstances. First, children living in
homes with a high household occupancy level were half as likely to be at high risk of
clinically significant emotional or behavioural difficulties than children living in homes with
a low household occupancy level.
Second, children living in areas of extreme isolation were one-fifth as likely to be at
high risk of clinically significant emotional or behavioural difficulties compared with
children who reside in Perth. A higher proportion of children aged 4–11 years were at high
risk of clinically signiﬁcant emotional or behavioural diﬃculties than 12–17-year-olds and
that this diﬀerence was signiﬁcant only in areas of extreme isolation — 15.6 per cent (CI:
10.4%–22.0%) of younger children compared with 4.6 per cent (CI: 2.0%–8.7%) of older
children. In areas of extreme isolation, just over one in ten children (10.8 per cent; CI: 7.4%–
15.0%) were at high risk for clinically signiﬁcant emotional or behavioural diﬃculties
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compared with 23.3 per cent (CI: 16.9%–30.6%) in areas of high isolation and 27.4 per cent
(CI: 23.5%–31.3%) in Perth metropolitan.
Conclusion
The legacy of unresolved trauma continues to impair Australian Aboriginal children,
families, and communities. Aboriginal people currently face disadvantage, which presents
many challenges in health, education, employment, and cultural obligations (Zubrick, &
D’Antoine, 2011). Evidence suggests that mental health problems in Aboriginal children are
at least comparable to, if not substantially worse than, non-Aboriginal Australians (Atkinson,
2013; Atkinson, 2015; Dudgeon et al., 2014; Silburn et al., 2006; Zubrick & Lawrance, 2006;
Zubrick et al., 2005). Specifically, the WAACHS highlights that disproportionate numbers of
Aboriginal children live in out of home care exhibit emotional or behavioural diﬃculties and
have experienced child abuse (Zubrick, & D’Antoine, 2011).
The high level of distress in some Aboriginal families suggests that children and
adolescents are at risk of exposure to trauma and life stressors (Dudgeon et al., 2014). The
effects of traumatic exposure can be severe and long-lasting. Additionally, intergenerational
and secondary trauma is extremely common in Aboriginal children and families (Zubrick, &
D’Antoine, 2011). Australian history and hegemonic oppressive legislation created
significant historical trauma (Zubrick & D’Antoine, 2011). The level of disadvantage that
Aboriginal children experience impedes their capacity, to reach their academic, carer, social,
and emotional goals in the future (Zubrick, & D’Antoine, 2011).
Although Aboriginal childhood trauma is significant, the strength and resilience of
Aboriginal children, families, and communities in Australia is often highlighted (Atkinson,
2013; Silburn et al., 2006; Zubrick, & D’Antoine, 2011; Wright et al., 2014). Aboriginal
people’s protective attributes are robust kinships systems and connection to Country.
Aboriginal people’s cultural practices and ceremonies have enabled many people to transcend
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painful personal and communal histories (Zubrick, & D’Antoine, 2011). Because the
worldview of Aboriginal people is guided by collective perspectives and health is considered
holistically, through mind-body-spirit, programs and mental health models need to be heavily
influenced by the holistic perspectives (Growing up Strong, 2015). Aboriginal people view
family as large, extended and complex compared to western societies nuclear family views.
Aboriginal parents raise their children under the notions of seeing, doing and being involved,
whereas western society tends to parent from a telling and showing perspective (Growing Up
Strong, 2015). Whilst there are differences in Aboriginal culture and Australian culture,
Aboriginal families and children are often crossing these two cultures in daily life. Programs
that provide mental health treatment to Aboriginal families should incorporate the
complexities of living two-ways by honouring the multiple expectations of Aboriginality and
holistically addressing the issues that arise (Growing Up Strong, 2015). An example could be
that treatment includes individual therapy for children while upskilling parents and other
caregivers.
Despite the preponderance of research demonstrating the long-term detrimental effects
of early trauma on physical and mental health, research on Aboriginal child mental health
treatment has been minimal (Zubrick, & D’Antoine, 2011). Further studies that specifically
explore appropriate developmental, cultural and holistic-based treatments need to be
conducted.
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CHAPTER FOUR: CHILD THERAPY
Not all children who are exposed to adversity require therapeutic intervention.
However, instances where children exhibit symptoms that are invasive, persistent, and
ongoing may need support from a professional child therapist (Gaskill & Perry, 2014; Levine
& Kline, 2007). The age of the child can determine the appropriateness of psychological
interventions for children, the etiological cause of the problematic behaviour, the severity of
the impairment, the cultural and spiritual relevance to the individual, the utility of family, and
accessing of services. Treatment models also vary, such as the therapeutic theory, the skills of
the therapist, the dose of treatment including the frequency and duration of sessions, and the
underlying therapeutic mechanisms that create change for each treatment modality. For
example, Cognitive Behavioural Therapy is derived from a theory developed by Dr Aaron
Beck and involves therapeutic techniques such as systematic de-sensitisation (Knell, 2003).
Another example is Gestalt therapy, derived from theory developed by Fritz Perls and
involves therapeutic techniques such as organismic holism, the importance of being aware of
the here and now and accepting responsibility (Oaklander, 2015).
In Australia, a variety of child therapies are available. However, child mental health
services are not equally distributed across each state or territory (Hunter, 2007). Children
who reside in rural or remote locations of Australia cannot as readily access mental health
services compared to children who reside in major cities (Griffiths & Christensen, 2007). For
example, in very remote areas, there is one psychologist for every 10,000 people in
comparison to six psychologists per 10,000 people in major cities in Australia (Mathews et
al., 2010). The National Inquiry into the Human Rights of People with Mental Illness
(Burdekin, 1993) summarised: “The irony is that many of the areas where the need is
greatest, the services are fewest ... mental health services for children and adolescents are
almost entirely non-existent” (p.678). Additionally, the impediments to accessing child
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mental health treatment are not entirely because of isolated locations, but possibly from
limited experience and training in child therapies of the practitioners located in these areas
and on limited awareness of the adverse effect of trauma (Griffiths & Christensen, 2007).
The evidence base for the treatment of accumulative trauma during childhood is less
researched in Australia and even less researched for Australian Aboriginal Children. Because
of the insufficient evaluation of child therapies in Australia for Aboriginal children, treatment
protocols tend to follow the prevailing guidelines for the delivery of services applicable to
Aboriginal children and their families. Mental health services do not adapt standardised
treatment protocols to accommodate the distinct needs of Australian Aboriginal children.
According to many Aboriginal scholars, Australian Aboriginal children benefit most from
holistic mental health approaches that emphasise mental, physical, cultural, and spiritual
health including connection to the land (see Atkinson 2002; Atkinson, 2015; Dudgeon et al.,
2014; Milroy 2005; Zubrick, & D’Antoine, 2011).
For Aboriginal children, holistic mental health approaches should be customised to the
developmental capacities of the child, cultural beliefs and contexts of the community.
Developmental perspectives of children’s consciousness were first introduced by Plato, who
described four stages of mind (Ivey, 2000; Ray, 2011). However, centuries later,
developmental psychologist Jean Piaget significantly influenced the field of psychology by
elaborating on Plato’s stages and differentiates four developmental stages in child
development: sensorimotor, preoperational, concrete operations, and formal operations (Ray,
2011). For example, during the sensorimotor stage, children respond only to tangible stimuli.
Once they reach the formal operational stage, their choices are dependent on intangible and
abstract concepts. Piaget’s cognitive theories influenced other developmental models that
inform child mental health today, such as, Gesell’s (1924) maturational development,
Erikson’s (1963) stages of psychosocial maturation, Vygotsky’s (1967) sociocultural theory,
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Kohlberg’s (1981) moral development and Loevinger’s (1976) ego development. One of the
common themes of these models is the importance of play on a developing child.
Throughout history, play has commonly been identified as a child’s natural way of
communicating – a way to establish relationships and problem solve (Perry & Gaskill, 2014;
Seymour, 2015). The term natural play is used to describe “personal imagination, selfexpression, and making meaning of one’s experiences from their own cultural and social
context” (Seymour, 2015, pg. 10). Natural play is an activity that children intrinsically
engage in. Sutton-Smith (2008) describes natural play as children’s first attempts to practice
and develop personal responses to real conflicts. Additionally, play in a safe and supportive
relationship can enable an environment that provides a temporary suspension of reality
(Sutton-Smith, 2008). Therefore, children can imagine other strategies to resolve problems,
tempering unpleasant emotions and improving problem-solving (Kestly, 2014).
History of Child Therapy
Before the 20th-century children were possessions that generated income, labour, and a
means of survival for the family (O'Connor, Schaefer, & Braverman, 2015). In the 18th and
19th centuries, the socioeconomic status determined how children spent their days, whether
they were in fields working or attending school (Johnson, 2015). Social movements, reforms
and humanitarian efforts recognised the behavioural and emotional needs of children,
culminating in mental health services specifically for children. In 1909 two events
specifically contributed to the development of child psychotherapy.
First, the National Committee for Mental Hygiene (NCMH) was founded by Clifford
Beers Adolf Meyer and William James, along with other colleagues, to prevent mental illness
and reform the care of the insane (Johnson, 2015). The NCMH focused on understanding the
behaviour and personality of the child from researching mental illness of adults. The NCMH
believed that the causative factors of adult mental health stemmed from an impaired
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childhood (Johnson, 2015). Eventually, mental hygiene programs were established in schools
designed to reduce social, behavioural and emotional problems (Johnson, 2015).
Secondly, Stanley Hall, alongside psychanalysts Sigmund Freud and Carl Jung, started
the child study movement in the 1890s. Hall invited both Freud and Jung to Clark University
where Freud presented his famous psychoanalysis of Little Hans (Freud, 1909-1955). Jung
presented the case of Anna, based on his 4-year-old daughter. These case presentations were
published in English and recognised as the starting point for child psychotherapy in the
United States of America. Psychoanalytic theories about child development, psychological
treatment methods, and play dominated child mental health treatment (Johnson, 2015).
Subsequently, Anna Freud (1895-1982), Sigmund’s youngest daughter, and Melanie
Klein (1882-1960) focused on applying psychoanalytic approaches to children (Donaldson,
1996). Both psychoanalysts emphasised the use of play with children, appreciating the
activity as children's natural way of communicating – a way to establish relationships and to
solve problems (Seymour, 2015). Hermine Hug-Hellmuth published her observations of
children playing during psychotherapy and has been referenced as the first record of play
therapy (Hug-Hellmuth, 1919). Almost, ten years later, Hug-Hellmuth (1921) published a
subsequent article, “On the Technique of Child Analysis”, describing how play can help
clinicians understand child symptoms and establish relationships. She observed that play is
symbolic and enables children to communicate without words (Johnson, 2015).
David Levy (1933) was the first to standardise play situations to measure the release of
hostile feeling relating to sibling rivalry. His experiments introduced a prescribed play
situation using family figures and usually included spontaneous play. Levy called his play
technique release therapy proposing a set of techniques for children who present with
specific problems directly after adverse experiences (Johnson, 2015). The play technique
involves the therapist setting up the traumatic event simulations, using toys and instructing
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the child to re-play the traumatic event and the emotional experiences. Levy believed that
once the release of emotions is complete - a process called abreaction- symptoms and
problematic behaviours would dissipate (Johnson, 2015). Expanding Levy’s work, Gove
Hambridge (1955) developed structure play therapy, which emphasised the need for a
therapeutic relationship to be established before the play technique, release therapy, could
commence. According to Hambridge (1955), structured play therapy focuses on the
relationship between the child and therapist before focusing on the specific problem for
which the child entered therapy (Johnson, 2015).
Jessica Taft (1933), also emphasises the importance of relationship but underscored the
need for play therapists set boundaries around the therapeutic relationship. In particular, Taft
established professional conduct practices for therapists working with children and developed
guidelines for therapeutic processes. In her book titled the Dynamics of Therapy in a
Controlled Relationship (1933), Taft described the quality of the interaction, focusing on
thoughts and feelings that emerge during play and the impact of time as a part of the
therapeutic process (Taft, 1933).
Additionally, Frederick Allen (1942) also developed the application of Ranks theories
to therapy for children. Allen believed that children, within a therapeutic relationship, would
be able to address their struggles, if focussed on their immediate environment instead of the
past. Allen based his assumptions on two principles: therapists should accept children as they
are and should accept their own limitations (Johnson, 2015). Enabling children to be accepted
as who they are would prevent children from defending themselves against being helped.
Thus, children would assume responsibility for initiating change within themselves. Allen
(1934) also emphasised specific toys in a playroom that would promote self-expression. He
stated that toys and play materials are children’s tools for relating to themselves, relating to
therapists, and expressing emotions.
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From early psychoanalytical models, many other adult clinical models of
psychotherapy emerged that challenged psychoanalytical theories, such as client-centred,
cognitive, gestalt, Adlerian, and behavioural theories (Seymour, 2015). Other renowned
psychotherapists began to incorporate play into their psychotherapies with children. As
Donald Winnicott (1971) described: “Psychotherapy takes place in the overlap of two areas
of playing, that of the patient and that of the therapist. Psychotherapy has to do with two
people playing together. The result of this is that, where playing is not possible, then the work
done by the therapist is directed towards bringing the patient from a state of not being able to
play into a state of being able to play. (p. 53)”. Many of the adult psychotherapy models
today have been adapted for the use of children, emphasising play as a way to connect,
assess, engage, communicate, and improve the development of children (Landreth, 2012;
O'Connor, Schaefer, & Braverman, 2015; Ray 2011; Seymour, 2015).
Therapeutic Factors
Schaefer (2011) derived twenty key therapeutic factors and principles from an array of
therapeutic approaches. Therapeutic factors are the mechanisms that effect change in clients
(Schaefer & Drewes, 2014). Therapeutic factors are the specific clinical strategies that are
used to obtain the desired change in a client’s dysfunctional behaviour and emotional state
(Drewes & Schaefer, 2015). The strategies could be a thought or a behaviour, but all
therapeutic factors are believed to contribute to producing a positive change in the client’s
presenting problems (Drewes & Schaefer, 2015). A subset of these therapeutic factors applies
to most, if not all, therapeutic orientations such as CBT, child centred, Adlerian, gestalt.
The therapeutic powers of play are specific aspects within child treatment that
facilitates or strengthens therapeutic effect (Drewes & Schaefer, 2015). For example, during
therapy, the activity of play helps produce a change in the child’s feelings, thoughts, and
behaviours (Drewes & Schaefer, 2015). According to Drewes and Schaefer (2015) “Play is
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an integral part of the treatment process. Play is not just a medium for applying other change
agents, nor does it just moderate the strength or direction of the therapeutic change. It is not
an ancillary add-on to the treatment approach but is rather a key component essential within
the treatment approach” (page, 36).
Many therapists are interested in the mechanisms that underlie their preferred theory.
For example, cognitive-behavioural therapies primarily focus on thoughts, behaviours, and
feelings; the therapeutic techniques are problem-solving, role-playing, and self-esteem
(Drewes & Schaefer, 2015). However, cognitive-behavioural therapy does not address the
power of attachment (Drewes & Schaefer, 2015). Because of this limitation, therapists will
seek to understand and apply multiple mechanisms in a therapy session. Schaefer (2011)
identifies twenty therapeutic powers of play that can be divided into four categories: facilitate
communication, foster emotional wellness, enhance social relationships and increase personal
strengths (Drewes & Schaefer, 2015). These factors are varied and include mechanisms that
underpin improvement, features of therapy that facilitate improvement and states of mind that
mediate the improvement of therapy and clinical outcomes.
Facilitate Communication
1. Self-expression
Unlike verbal language, play is a universal form of expression; the activity of playing is
used as a form of self-expression worldwide (Landreth, 2012; Ray, 2011). In particular, play
enhances self-expression facilitating a child to talk in the third person, incorporating makebelieve qualities and bypassing indescribable constructs (Drewes & Schaefer, 2015). An
example of self-expression in play therapy is when a child talks through toys, such as
puppets, dolls or miniature figurines, by acting out their own thoughts, feelings, and
behaviours (Drewes & Schaefer, 2015). This symbolic style of playing is often thought to be
expression of conscious and unconscious mental processes. Some of these subsequent
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therapeutic factors, however, explain why these expressions of mental processes are
beneficial.
2. Access to the unconscious
Another therapeutic factor that facilities communications are access to the unconscious.
This factor was first identified by Sigmund Freud (1919) who defined dreamwork as a mental
process that transforms unacceptable, unconscious wishes, and impulses into undecipherable,
conscious dream images (Drewes & Schaefer, 2015). According to Elkind (1981), playwork
is the direct parallel mental process within a child’s unconscious.
During play, defence mechanisms that are unconsciously acted out are known as
projection, displacement, symbolisation, sublimation, and fantasy compensation (O'Connor,
Schaefer, & Braverman, 2015). Projection is the process in which children attribute
undesirable parts of themselves or others onto inanimate objects such as toys. Displacement
is the action of children demonstrating frustration, feelings, and impulses on play objects that
are less threatening (Drewes & Schaefer, 2015). For example, if a young boy is angry at his
father, he may pretend his dad is a teddy bear and scold the toy as if the bear was his father.
The term symbolisation refers to using a concrete object to represent an abstract concept (Gil,
2011). For example, a volcano can represent anger, or a ghost can represent death. Children
during the play therapy process symbolism by how they manipulate the toys to convey
experiences (Drewes & Schaefer, 2015). An example of symbolic play could be when a child
uses a treasure chest and pretends that the chest holds his secrets.
3. Direct Teaching
The process of direct teaching involves a therapist imparting knowledge or skills by
modelling, guiding, and instructing the child (Drewes & Schaefer, 2015). Playful learning
motivates children to engage in these activities. The qualities of play that foster learning by
direct teaching includes attention, sensory input, safety in the environment, active
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involvement, consolidation of skills, and learning by example (Drewes & Schaefer, 2015).
An example of direct teaching in play therapy is when social skills are being taught, a play
therapist might use puppets, dolls, and role-plays to demonstrate social interactions and
appropriate responses.
4. Indirect Teaching
Indirect teaching is often practised in play therapy by using stories and metaphors.
Stories create an opportunity for children to experience a problem-solving alternative to their
experiences (Drewes & Schaefer, 2015). For example, if a young girl hears a story in which
the narrative is congruent with her own life experiences, she can learn the problem-solving
strategies the characters illustrate in the story. This story also, distances the children from
their narratives, diminishing negative emotions and thus circumventing defensive responses
such as avoidance (Drewes & Schaefer, 2015).
Foster Emotional Wellness
5. Catharsis
Catharsis involves the intense release of accumulated negative affect, such as anger or
sadness (Drewes & Schaefer, 2015). For example, a child who pounds aggressively and
angrily onto clay can release both physical tension and negative affect. Conversely, scholars
assume the inclination to sustain, rather than release; this tension and affect can impair health
(Drewes & Schaefer, 2015; Hanes, 2000). Ongoing tension can damage some of the
physiological underpinnings of mental health or bias attention to unpleasant events (Hanes,
2000). Nevertheless, the benefits of catharsis have remained a contentious issue (Hanes,
2000).
6. Abreaction
Abreaction is the psychoanalytical term that refers to repressed memories of a traumatic
event brought into conscious awareness and re-experienced with an appropriate release of
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negative emotions (Drewes & Schaefer, 2015). This process is achieved in play therapy by
three mechanisms: miniaturisation of experience, active control and mastery, and piecemeal
assimilation by repetition (Drewes & Schaefer, 2015). The miniaturisation of experience
occurs when a child uses small toys to re-create adverse events. For example, a toy car may
be used to replicate the car crash that may have nearly killed the child. When children are
simulating the adverse event with toys, like the example of the car accident, a child can
master the trauma by changing the parts of this experience. For instance, in pretend play, a
child may change the ending of the event, in which a hero saves everyone in the last minute;
this cognitive restructuring is known as active control and mastery (Drewes & Schaefer,
2015). The last mechanisms for abreaction are piecemeal assimilation by repetition, referring
to a re-enactment of an adverse experience repeatedly. The repetition of simulating the event
enables slowly paced healing, which involves processing and resolution of the experience.
Freud (1919) referred to this process of habituation as the repetition compulsion. Each time
the event is simulated using concrete toys and metaphors, a coherent narrative is formed,
helping the child derive the meaning of the adverse event gradually (Drewes & Schaefer,
2015).
7. Positive Emotions
Positive emotions are the seventh therapeutic power of play identified by Schaefer
(2001, 2011). When children play, positive emotions are often experienced, such as pleasure,
joy, excitement, interest, and delight (Landreth, 2012). Studies have shown that children who
play demonstrate more positive affect than children who do not play (Moore & Russ, 2008).
Positive feelings enable respite and relief from unpleasant or stressful experiences (Drewes &
Schaefer, 2015). That is, these positive feelings can nullify the effects of enduring unpleasant
feelings—and, for example, reverse the impact of elevated levels of cortisol, a hormone
released in the brain that can damage the hippocampus and thus impair learning and memory
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(Schaefer & Drewes, 2012). Middlebrooks and Audage (2008) state that high levels of
cortisol in childhood can impair cognition, and thus, positive feelings can prevent this
concern.
8. Counterconditioning of Fears
Counterconditioning of fears is the reduction or extinction of undesirable responses to a
stimulus by introducing more desirable responses. The process of counterconditioning of
fears is often accompanied with systematic desensitisation procedures that gradually expose a
child to the fear-provoking situation until the child experiences neutral or positive emotions
that are incompatible with fear (Drewes & Schaefer, 2015). For example, a child who is
terrified of dogs is gradually is exposed to images of dogs, toy dogs, and eventually, a real
dog in a safe environment. In-play therapy, playing with toys exposes children to the fear
stimuli gradually and also provides an opportunity for children to disengage when the stimuli
become overwhelming (Drewes & Schaefer, 2015). The positive emotions often associated
with playing can provide psychological distance to the feared stimuli over time and enhance
the process of counterconditioning of fears.
9. Stress inoculation
Stress inoculation is the psychological equivalent to how a vaccination promotes
resistance to the effects of illness (Drewes & Schaefer, 2015). If an upcoming event, surgery
or separation from a loved one, is perceived as stressful, children can mentally and physically
rehearse the event to lessen the reaction to the stressor. During play in therapy, children can
simulate events using toys and materials to rehearse their fears, stressors, and worries
(Drewes & Schaefer, 2015). For example, a child can use the toy medical kit on the baby doll
to repair its broken leg. Children are better able to withstand the stressor because the
simulated experience can become familiar and predictable through play.
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10. Stress Management
By practising alternative coping mechanisms in stressful scenarios during play, children
can develop a stronger sense of self—a sense of how they can withstand challenging
circumstances in the future. This goal can be achieved by humour, fantasy compensation,
adaptive doll play, self-soothing, and fantasy escape during play therapy (Drewes &
Schaefer, 2015). An example of fantasy compensation in play therapy is when a child who
has experienced scarce food creates a large banquet to eat by themselves. Self-soothing play
involves using sensory items such as sand, paints, and cuddling toys.
Enhance Social Relationships
11. Therapeutic Relationship
The therapeutic relationship is considered the most crucial ingredient for successful
therapy by many clinicians (Drewes & Schaefer, 2015; Shirk & Karver, 2003). Indeed, if no
established relationship evolves between the child and therapist, techniques or strategies are
likely to be ineffective. The child might be too wary or defensive about exploring other
strategies and perspectives. Shirk and Karver (2003) conducted a meta-analysis that found the
therapeutic relationship is directly related to positive outcomes across diverse clients and
models of child therapy. Common characteristics identified as enhancing therapeutic
relationships are respect, trust, acceptance, warmth, caring, and understanding (Drewes &
Schaefer, 2015). According to Drewes and Schaefer (2015), during play therapy, children can
experience positive affects with the therapist, and this mutually shared experience can create
a “pleasure bond” that strengthens the therapeutic relationship (pg 47). Additionally, if
children experience their play therapist as fun, they are more inclined to perceive this
individual as trustworthy, pleasant, and approachable (Masselos, 2003).
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12. Attachment
Attachment is the twelfth therapeutic powers of play and builds upon Bowlby’s (1969)
theories around the bond between infants and caregivers. Bowlby identified that all infants
strive to seek proximity and support from their primary caregivers. Additionally, if the
parents are attuned to their infant’s needs, the children anticipate their needs will be fulfilled
in the future, fostering a sense of safety, called secure attachment (Bowlby, 1969). This
sequence of inclinations evolved to enhance the survival of the infant, so the infant remains in
the proximity of the carers (Drewes & Schaefer, 2015). Scholars have confirmed that the
quality of attachment determines relational functioning, affect regulation, physical health
outcomes and psychopathology (Levine & Kline, 2007). Play between parent and infant is
one of the primary methods of building a quality attachment (Drewes & Schaefer, 2015).
Thus, play therapy represents an opportunity for children to develop secure attachments—
vital if the parents had not been suitably responsive in the past.
13. Sense of self
The sense of self as a therapeutic factor that includes the attributes, roles, behaviours
and associations that people consider important about themselves. Play provides an
opportunity for children to freely explore, challenge, and accept different parts of themselves
as they progress through therapy (Drewes & Schaefer, 2015). Using imagination, children
can manipulate versions of themselves in play to experience alternative qualities and
attributes. For example, a young child who typically demonstrates pleasing behaviours may
pretend to be a robber in play therapy and thus explore this alternative characteristic.
14. Empathy
Empathy is the ability to adopt the perspective of other people and imagine what they
are feeling and thinking (Lonigro, Baiocco, Baumgartner, & Laghi, 2017). One of the most
important parts of social and emotional development relies on a child’s empathy. Empathy is
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distinctly different from sympathy: Sympathy involves feeling concern for another, whereas
empathy involves experiencing the same or similar emotions or thoughts as the other person
(Malti et al., 2016).
During play therapy, when children assume the roles of people or objects other than
themselves, they demonstrate perspective taking; they imagine the thoughts and feelings of
other people, animals, or objects. Research shows that young children who engage in
sociodramatic role-play are more likely to develop empathy, cooperation, and altruism
(Gottman & Parker, 1986; Iannotti, 1978). Furthermore, children who engage in pretend play
that includes role-plays tend to be more liked by peers and teachers (Gottman & Parker,
1986; Iannotti, 1978).
Increase Personal Strengths
15. Creative problem solving
Creative problem-solving in play therapy facilitates divergent thinking and diverse
solutions as well as grants children an opportunity to attempt alternative coping strategies to
address daily problems (Russ, & Wallace, 2014). The Broaden and Build Theory of positive
emotions suggests that people who experience positive emotions, which is common in child’s
play, can widen the possible solutions to problems (Fredrickson, 1998). In comparison to
negative emotions such as anxiety, which narrows a person cognitive processes, positive
emotions broaden cognitive processes. Because of this breadth, children may develop
enduring personal resources such as social, intellectual, psychological, and physical skills
(Fredrickson, 1998).
16. Resiliency
Resiliency has emerged as a central interest in many fields (Masten & Coatsworth,
1998). Resilience is broadly defined as skills, attributes, and abilities that enable a person to
adapt and cope with hardship and challenges successfully. Resilient children tend to
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demonstrate high interpersonal skills, above-average intelligence, and excellent problemsolving skills (Masten, 2001). In-play therapy, children can prepare for unexpected
challenges by creating situations in play scenes using toys. This concept has been observed
by both humans (Sutton-Smith, 1998) and animals (Spinka, Newberry, & Bekoff, 2001),
which involve danger, or risk, known as handicapping playing. When children engage in
handicapping play, they deliberately restrict their movements or expose themselves to
dangerous situations such as battling monsters, war, death, or injury to acquire skills of
conquering (Drewes & Schaefer, 2015; Spinka, Newberry, & Bekoff, 2001). The safe
environment created by play that confronts these dangerous themes enables children to
experiment and prepare for a variety of experiences while equipping them with possible
adaptive responses (Drewes & Schaefer, 2015).
17. Moral development
Moral development refers to the principles that children develop to differentiate right
from wrong. Piaget (1997, 1962) was among the first researchers to study moral development
by observing children playing games and learning about their beliefs on right or wrong. He
discovered that children spontaneously construct rules during these games, representing the
development of moral principles (Drewes & Schaefer, 2015). Piaget found that children
progress through stages of morality. Earlier stages of morality are based on external
authorities, such as parents and teachers. In contrast, later stages of morality are based on
principals of cooperation and consent among peers (Drewes & Schaefer, 2015).
According to Vygotsky’s (1967) child development theory, children who follow the
rules in the context of play are developing an understanding of social norms and expectations
that facilitate children to act against egocentric impulses. Play therapy can foster these social
norms and expectations. Specifically, during role-play in play therapy, children can pretend
to be professional characters such as doctors, judges, police, and teachers; these characters
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can provide insights into the perspectives of other people and facilitate moral development
(Drewes & Schaefer, 2015).
18. Accelerated psychological development
Accelerated psychological development can be achieved in play therapy when children
practice and develop skills beyond their ordinary accomplishments. A meta-analysis found
cogent evidence of the positive impact of play on the cognitive and social development of
children (Fisher, 1992). According to Vygotsky (1967), the activities of children conform to a
zone of proximal development, which includes activities that children would not initiate
naturally but will attempt when granting the requisite support. Play with a therapist thus
offers children opportunities to participate in developmental tasks beyond what may be
expected otherwise (Drewes & Schaefer, 2015).
19. Self-regulation
Self-regulation is the ability of people to be able to control their thoughts, feelings,
impulses and behaviours. According to Fantuzzo, Sekino and Cohen, (2004), preschool-aged
children who play more often and in more complex ways score higher on various measures of
self-regulation. In particular, five play behaviours promote the development of self-control
and self-regulation: pretend play, sociodramatic play, gameplay, self-soothing play and rough
and tumble play. Pretend play entails make-believe and the use of symbolism. The
sociodramatic play is often elaborate, sustained pretend play that includes a plan and includes
characters such as teachers, doctors, and shopkeepers. Game play is structured games such as
‘Simon Says’, ‘Statue’, and ‘Chess’, in which children consider alternative consequences to
plan and anticipate their opponent’s moves (Drewes & Schaefer, 2015). Self-soothing play
often involves manipulating sand, clay, water, and other soft sensory items. Rough and
tumble play is described as physically vigorous behaviours, such as play fighting, that are
accompanied by positive feelings between the players. Rough and tumble play has been
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identified as the key to alleviate potential ADHD symptoms, according to Panksepp and
colleagues (Panksepp et al., 2003). In all these variants of play, children learn to override
their natural inclinations and thus develop the capacity to self-regulate.
20. Self-esteem
The last of the therapeutic powers of play is self-esteem. Self-esteem is a person’s
overall sense of self-worth, personal values, and beliefs about how they appraise their
capabilities, competence, achievements and attractiveness to other individuals (Drewes &
Schaefer, 2015). Play enhances self-esteem mainly by instilling a sense of power and control.
This sense of personal power and control is vital to child development because children
reside in an adult-centric world (Drewes & Schaefer, 2015). Yet, in play, children enjoy a
perceived sense of control and power utilising pretend and make-believe. Children can
experience empowerment by playing with toys associated with extraordinary strengths and
abilities such as superheroes, fairies, dragons, witches, and dinosaurs. Play behaviour that
involves toys, such as swords, gun and shields, can also promote empowerment through the
enjoyment of aggressive or rough and tumble play activities (Drewes & Schaefer, 2015).

Conclusion
The twenty therapeutic powers of play are identified because they are frequently
mentioned in play therapy and children counselling literature (Drewes & Schaefer, 2015).
The taxonomy of play powers is tentative and not exhaustive or final. Drewes and Schaefer
(2015), suggest that child therapy needs to be additionally studied to fully understand how
play therapy fosters therapeutic change. Therapies that incorporate as many therapeutic
powers of play are preferred by clinicians working with children because the effect of change
can be maximised.
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CHAPTER FIVE: PLAY THERAPY
This work will be published in the Clinical Handbook of Counseling edited by Dr Dean
Aslinia through Routledge, Francis & Taylor Publishing. Consent has been granted by the coauthor and editor to use this work as part of my PhD thesis.

Schumann, B, Wicks, J. M. (In Press). Play Therapy. In: Clinical Handbook of
Counseling. Aslinia, D. Routledge.

Background

Chapter 5 outlines the theoretical and practical components of play therapy. This
chapter has been written for graduate counseling students, in the United States of America,
who have undergone courses in Basic and Advanced Skills, Practicums and Internships, and
would benefit from a handbook as a resource for clinical practice. The material in this chapter
covers child centred play therapy and includes information on the history, playroom, toys and
materials, skills, intake and termination processes, and group play therapy. This chapter
clarifies how practitioners can apply the principles discussed in Chapters 3 and 4 to assist
children who have experienced pronounced adversities. This chapter is written in American
English. Words such as counselling, behaviour and colour are spelt as counseling, behavior
and color.
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Disclaimer
The success of play therapy has largely to do with the relationship between child and
therapist, which is dependent on the philosophy, attitude, skills, and knowledge of the play
therapist. Child Centered Play Therapy (CCPT) is one of the most widely used and
researched theoretical orientations of play therapy (Phillips & Landreth, 1998; Lin & Bratton,
2015). While CCPT is by no means the only orientation of play therapy, it is commonly
considered as encompassing foundational skills to enhance the therapist’s ability to create
healing relationships with children. Due to the introductory nature and limited scope of this
text, this chapter will primarily focus on CCPT.
Play
Play is essential for the healthy development of children, nearly as important as food
and sleep (Schaefer & Drewes, 2010). Children needn’t be taught how to play; it is natural for
them. The self-initiated nature of play demonstrates that it is meaningful and significant to
the child who is playing. Landreth (2012) emphasized play as the singular activity that should
be central to childhood. Children express their experiences, realities, and fantasies through
play. Congruously, in 1989, the United Nations High Commissioner for Human Rights
recognized play as a biological right of children.
Play is not exclusively defined. Theorists argue that the functions of play can help to
differentiate it from other activities. Garvey (1977) argued that play must be pleasurable,
spontaneous and voluntary, involve active engagement, contain make-believe and have no
extrinsic goals. Brown (2009) insisted play must provide freedom from time and is
purposeless.
Neurobiological research supports the importance of play (Gaskill & Perry, 2014).
Wheeler and Dillman (2016) noted the act of playing is a vital source for implicit and explicit
memory. The natural process of playing results in reconsolidation and reorganization of
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preverbal implicit memories. It is from the engagement of play that children learn what no
one can teach them (Frank, 1982).
Play as Therapy: Play Therapy
The powerful role of play in child development, along with the slow maturation of adult
capabilities, such as verbal expression and executive functioning, indicate that play is a
developmentally responsive healing intervention for children. Because play is an active
process and not static, it can be both regressive and progressive (Chazan, 2002). If children
are provided with the opportunity, with deliberately selected toys, coupled with a carefully
established child-therapist relationship, the play can be therapeutic.
The Association of Play Therapy (APT) (2016), defines play therapy as:

The systematic use of a theoretical model to establish an interpersonal process wherein
trained play therapists use the therapeutic powers of play to help clients prevent or
resolve psychosocial difficulties and achieve optimal growth and development.

In play therapy, play is symbolically recognized as children’s language and toys as their
words (Landreth, 2012). Children use play to express emotions, practice decision making and
self-control, increase self-esteem, resolve conflict, assimilate reality, experience
responsibility and develop psychological insight, all within a therapeutic relationship placed
in a safe, non-threatening environment (Axline, 1969; Landreth, 2012; Ray, 2011).
The symbolic capacity of play is the bridge between concrete experience and abstract
thought (Piaget, 1962). To the child, the toys and the actual playing may be objects or
symbols different from what they are subjectively to the adult. These stories or scenes in play
therapy become representations of the child’s past and future, brought into the present as they
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play. The child’s play informs the play therapist, allowing the therapist to more fully enter the
personal world of the child (Landreth, 2012).
Advancements in neurobiological research support the importance of play and play
therapy because the key elements in the process of play therapy center around the therapeutic
relationship, specifically attachment and attunement (Badenoch & Kestly, 2015; Siegal,
2012; Wheeler & Dillman, 2016). The act of playing, along with a positive relationship, can
exert positive changes, in the same way experiences of adversity may encourage negative
outcomes (Badenoch & Kestly, 2015; Siegal, 2012; Wheeler & Dillman, 2016). In a safe,
caring, and attuned relationship, children are free to experience new feelings, thoughts and
behaviors regarding old memories and beliefs (Siegal, 2012). In play therapy, children have
an opportunity to rewrite neuro pathways, and if repeated over time, can modify their selfconcept, concept of others and their world. This process is known as neuroplasticity (Wheeler
& Dillman, 2016).
History of Play Therapy
Evidence of the use of play in the psychological treatment of children dates back to pre1900’s (O'Connor, Schaefer, & Braverman, 2016). In the early 1920s and 1930s, Anna Freud
(1928) and Melanie Klein (1932) served as field forerunners, incorporating play into their
analytical therapy for working with children. Levy (1939) and Hambidge (1955) had a
significant influence on the field’s development with their contributions of Release Play
Therapy and Structured Play Therapy approaches.
It is Virginia Axline (1947), a student of Carl Rogers, who is credited as pioneering
non- directive play therapy, more recently recognized as Child Centered Play Therapy.
Axline’s novel, Dibs in Search of Self (1964), chronicled the process of play therapy through
the deeply moving story of an emotionally lost child who found his way back through the
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healing powers of play therapy. The text was instrumental in globally popularizing play
therapy as a relevant treatment modality for children (Bratton, Ray, Rhine & Jones, 2005).
Additional field influencers were: Ginnot (1961), who applied non-directive play
therapy to group work; Moustaskas (1973), who believed in the capacity of children to solve
their own problems and make choices in the playroom; Guerney (1983), who translated the
model to parents to enhance their relationships with their children; and Landreth (1991), who
delineated non-directive play therapy into what is commonly known today as Child Centered
Play Therapy.
Through history, play therapy has been practised by a variety of professionals ranging
from mental health clinicians, allied health professionals, educators, medical practitioners and
paraprofessionals such as parents and guardians in filial therapy. The establishment of the
Association of Play Therapy, in 1982, facilitated play therapy’s recognition as a distinct
profession within the broad field of child psychotherapy (O'Connor, Schaefer & Braverman,
2016). Today, the association boasts over 3000 Registered Play Therapists, acknowledging
the professions continued growth (A. Jarrell, personal communication, November 14, 2017).
In the last 20 years, a wealth of research, including over 90 outcome studies, have
demonstrated the utility of play therapy in treating social, emotional, behavioral, or relational
difficulties in childhood as well as improving general functioning and well-being (Bratton et
al., 2005; Kottman, Dickinson, & Meany-Walen, 2017; LeBlanc & Ritchie, 2001; Lin &
Bratton, 2015; Ray et al., 2015). In fact, four meta-analyses, investigating the effectiveness of
play therapy, have been conducted since 2000 (Bratton et al., 2005; LeBlanc & Ritchie, 2001;
Lin & Bratton, 2015; Ray et al., 2015). Traditionally play therapy is utilized with children
aged 2 to 10 years old; however there is a growing use of play therapy with adolescents
(Gardner, 2015; Shen, 2017), adults (Frey, 1994; Olson-Morrison, 2017; Schaefer, 2003),
families (Trotter, 2013) and the elderly (Ledyard, 1999; Fuss, 2010). Currently, researchers
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are working to improve the rigor of their work to further develop play therapy’s recognition
as an evidenced-based therapeutic modality for children (Bratton et al., 2005; LeBlanc &
Ritchie, 2001; Lin & Bratton, 2015; Ray et al., 2015).
Play Therapy Modalities
Play therapy modalities can be grouped into two broad treatment categories, humanistic
and non-humanistic orientations. Non-humanistic orientations include directive play therapy
interventions which typically focus on more directly addressing behavior and cognitions.
While both types of orientations have been shown to be effective (Bratton, Ray, Rhine &
Leslie, 2005), the humanistic therapies, specifically Filial Therapy and Child Centered Play
Therapy approaches have a wealth of research supporting them (Bratton & Jones, 2005).
Other recognized play therapy models include Jungian Play Therapy (Green, 2014; Peery,
2003), Experiential Play Therapy (Norton & Norton, 2011), Adlerian Play Therapy (Kottman
& Meany-Walen, 2016), Cognitive-Behavioural Play Therapy (Knell, 2016), Gestalt Play
Therapy (Oaklander, 2015), Prescriptive Play Therapy (Gil & Shaw, 2009), and Filial
Therapy (Guerney & Ryan, 2012).
The Therapist
Play therapy is based on the foundation of a carefully constructed therapeutic
relationship built around genuine empathy, congruence, unconditional positive regard and
unambiguous limits, which are conducive to change (Ray, 2011). After all, it is in meaningful
relationships that perceptions are changed; people feel more in control of themselves and
confident to be more than what they currently have been. Play therapy is a philosophy and an
attitude. It is not a way of doing for a child but a way of being with a child (Landreth, 2012).
The role of the play therapist is succinctly articulated in Axline's (1969) eight basic
principles:
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1) The therapist is genuinely interested in the child and develops a warm, caring
relationship.
2) The therapist experiences unqualified acceptance of the child and does not wish the
child to be different in some way.
3) The therapist creates a feeling of safety and permissiveness in the relationship, so
the child feels free to explore herself completely.
4) The therapist is always sensitive to the child’s feelings and gently reflects those
feelings in such a manner that the child develops self-understanding.
5) The therapist believes deeply in the child’s capacity to act responsibly,
unwaveringly respects the ability to solve personal problems, and allows the child
to do so.
6) The therapist trusts the child’s inner direction, allows the child to lead in all areas of
the relationship, and resists and the urge to direct the child’s play or conversation.
7) The therapist appreciates the gradual nature of the therapeutic process and does not
attempt to hurry the process.
8) The therapist establishes only those therapeutic limits necessary to anchor the
session to reality and which help the child accept personal and appropriate
relationship responsibility.
Practicing these principles requires the therapist to have a deep level of self-awareness
and congruence. The personhood of a therapist is not isolated from the relationship. Just as
the children’s play, stories, and emotions will naturally impact the person of the therapist,
children too are sensitive, specifically to inconsistencies in adults, including a therapist’s
attitudes and actions. Thus, the challenge of maintaining the role of the therapist, is most
often met through personal therapy and professional supervision and consultation. These
should be practiced regularly by play therapists. In some countries, such as Australia and the
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United Kingdom, play therapists are required to complete and continue personal therapy and
supervision to achieve and maintain national registration.
Additionally, play therapists should be aware of current and historical theories of play
therapy, and the emerging modalities practiced. Sweeney (2012) stated, theory without
technique is mere philosophy; technique without theory is potentially reckless and dangerous.
Having an extensive understanding of one’s chosen orientation facilitates best practice (Ray,
2011). Beyond play, process and theory of play therapy, the play therapist should have a
comprehensive knowledge of child development theory, child psychopathology, and child
assessment (O'Connor, Schaefer, & Braverman, 2015). Therapists should also be well-versed
on developmentally related biological, medical and psychopharmacological information,
including physical, sexual, neurological, moral, emotional, cognitive, social and sexual
development (O'Connor, Schaefer, & Braverman, 2015).
The Playroom
The play therapist is tasked with providing an environment where the child can feel
comfortable and valued (Ray, 2011). The space should be protected in an area that others will
not intrude (Landreth, 2012). Children can be noisy, so requiring a location that allows
children to be loud or quiet is important (Ray, 2011). Children may need a peaceful space to
retreat, a spot to hide in or a space that allows the expression of destruction. A well-equipped
playroom will provide for each of these. See appendix V for an example of a playroom in
private practice in Continental US.
Landreth (2012) recommends a playroom be approximately be 12 by 15 feet, though
many play therapists successfully practice in larger and smaller spaces. The therapeutic space
should be contained and intimate. This can be a challenge if the room is too large. By
creating visual barriers with a mat on the floor or flipping tables on their sides, a therapeutic
space can be created, allowing the child to sense where the play space starts and ends. See
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appendix V for an example of a portable playroom used in remote Australia, contained space,
with tables flipped. Conversely, there ideally needs to be enough space for children to move
around and play vigorously if they desire.
The structure of the playroom needs to be well planned, organized and deliberate.
Therapists can reduce stimuli with solid colored material if the room is too busy. See
appendix W for an “example.
The Toys and Materials
The therapist is the most important item in the room; second to that is the deliberately
selected toys that are essential to the play therapy process. Landreth (2012) emphasized toys
are to be selected not collected, thereby encouraging play therapists to keep their toys to the
essentials and not randomly or excessively accumulated items. When purposefully selecting
toys and materials, Ray (2011) suggested considering three questions: 1) what is the
therapeutic purpose of this item, 2) how will this item help children express themselves, and
3) how will this item help me build a relationship with children? Other toy criteria to be
considered are cultural relevance, developmental appropriateness, stimulus pull, and
categorization of toys (e.g., real-life toys, acting-out aggressive-release toys and toys for
creative release and emotional expression) (Landreth, 2012).
While it is understood that play transcends the differences in gender, ethnicity,
language, and culture, it is best practice for a play therapist to always consider a child in
context to their family system and therefore their cultural values too (Gil & Drewes, 2014).
Including toys that are typical to the child’s environment is important. Examples include
having different colored skin tone dolls and family figures, dress-up that represents cultural
diversity, assorted animals from different countries, and a variety of pretend food items
relevant to the client’s culture.
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O’Connor, (K. O’Connor, personal communication, July 11, 2017) referred to the
concept of stimulus pull toys, that is, the degree to which a toy pulls for a specific type of
play or theme. For example, high stimulus pull toys will generally only be played within one
way, (e.g., a toy gun is simply a toy gun). Low stimulus pull toys can be used in many ways,
(e.g., a small building block can be a gun, lipstick, a plane, a sandwich or just a block) (K.
O’Connor, personal communication, July 11, 2017). While high stimulus pull toys are
needed, toys that have a low stimulus pull are highly desired because they can be used to
create universal scenes or distinctive play scenes that are symbolically relevant to the child.
Three common categories of toys used in play therapy are real life toys, acting-out and
aggressive-release toys, and toys for creative release and emotional expression (Landreth,
2012). Real life toys and materials are understood to facilitate direct expression of feelings;
they can include a baby doll, bed, bottle, clothes, diapers, baby toys, puppets of people and
animals, nondescript figures, a cash register and play money, doll family, house with
furniture, broom, mop, vacuum, cleaning, hand brush, doctor’s kit, animal families, kitchen
toys, pretend food/drinks, cooking utensils, cups, plates, vehicles such as cars, trucks, boats,
planes, and communication toys including phones, and walkie talkies.
Acting-out and aggressive-release toys and materials are believed by many play
therapists to facilitate the expression of fear, anger, frustration, irritability, control, and
mastery. Toys and materials in this category can include a Bop Bag or Bag of Air
(bagofair.com), soldiers, army, snakes, spiders, dinosaurs, monsters, villains, aggressive
appearing puppets (teeth bearing animals, crocodiles, sharks, dragons), and weapons (guns,
knives, handcuffs, rope).
Toys for creative release and emotional expression are thought to facilitate and promote
problem-solving, creativity, mastery, and expression of feelings. They often include water,
sand and sand tools, bubbles, musical instruments, balls, jump rope, ring toss, magic wand,
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dress up items, hats, masks, building blocks, cardboard bricks, and craft supplies such as pipe
cleaners, glue, glitter, beads, sticky tape, playdoh, clay, paint, crayons, paper, markers, and
stamps.
Toy placement matters. Having them arranged categorically, with predictable and
consistent placement, facilitates the child’s use of them. Toys and materials should say, ‘use
me,’ so having them out of the package, ready to be played with, entices the child (Landreth,
2012).
Play Therapy Skills
The therapeutic relationship is a strong predictor of the outcome of the therapy (Shirk
& Karver, 2003). Axline (1969) particularly believed it was the therapeutic relationship that
provided the conditions for children to psychologically grow and change. The three core
attitudinal conditions that build the therapeutic relationship, i.e. congruence, empathy and
unconditional positive regard, are to be demonstrated through both nonverbal and verbal
interactions, in and out of the play therapy session. Nonverbally and verbally, a therapist’s
responses should convey four healing messages, ‘I am here, I hear you, I understand, and I
care’ (Landreth, 2012).
Nonverbal responses are especially important. Limited in their language development,
children inherently rely on nonverbal communication for understanding and to express their
personal worlds. The play therapist takes great care to provide an atmosphere where the child
feels ownership of the therapeutic space. Accurately displayed, the therapist can nonverbally
relay a message of safety and interest, and a desire to ‘be with’ the child.
To do so, therapists often sit on a chair or on the ground, deliberately out of the child’s
physical space or play, not entering unless invited. They provide postural attentiveness by
sitting in an open position and remaining mindful not to cross their arms or legs. They lean
forward to convey openness and approachability, with their nose following their toes,
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meaning the therapist’s full body faces the direction of the child (Landreth, 2012). The
therapist’s facial expression should always covey interest and be congruent and contextual to
the moment of the session.
For all verbal responses, the therapist’s tone and expression should match the affect of
the child and be congruent with the therapists own verbal response and affect. Congruence
between the therapist’s verbal and nonverbal responses strengthens the genuineness and
authenticity of the message being communicated. To be sensitive to the immature cognitive
development of children, verbal responses should be short and succinct. Lengthy responses
can be confusing and interruptive. Landreth (2012) suggested using 10 words or less.
Regardless of the verbal skill, the therapist should deliver the response consistent to the
child’s pace of play and animation level expressed. If a child is actively engaging in fast
paced play, the therapist’s response should also be more rapid and congruently animated. If
the child is withdrawn and playing quietly, the therapist’s rate of responses is expected to be
less and lower in tone.
Nine CCPT verbal responses
Reflecting Behavior (Tracking Behavior)
This basic skill is used more frequently with younger children. It allows the therapist to
respond directly to the child’s behavior. Done correctly, the child may feel validated and
experience a sense of ‘being with’ the therapist. Done incorrectly, the child may feel intruded
upon, overwatched or copied. To demonstrate this skill the therapist acceptingly speaks to the
child, acknowledging what the child is doing. Examples include, “You are moving them all
together,” “Ah, that one is next,” “You’re getting them all lined up.” Note that the therapist is
using ambiguous terms such as ‘that’ and ‘there’. These terms are used deliberately because
labeling the toys with an assumed meaning can accidentally impact or lead the child’s play
and inhibit the child’s freedom to decide the identity or purpose of the item. For example, a
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therapist should not assume a child placing small plastic army soldiers upon a mound of sand
is preparing for a battle. In actuality, it may be birthday cake with the army-soldiers serving
as candles, as occurred in one of this author’s sessions. If the therapist had labelled the
miniatures as soldiers, this child’s play might have shifted direction, or the child made to feel
silly for pretending otherwise. Therapists should avoid labelling toys until the child provides
the label.
Reflecting Content
This basic skill allows the therapist to convey understanding to the child by directly
reflecting what the child has said. The therapist simply paraphrases back to the child what the
therapist has heard and understood. This does not mean the content shared from the child is
repeated verbatim, as that could be experienced like as copying and be very annoying to the
child. Rather, the therapist briefly summarizes an understanding of the verbalizations shared
by the child. An example of this skill would be a therapist responding to a child stating, "I am
going to the beach after this and going to get a thousand shells,” with, "You’ve got some big
plans for the beach.” The reflection of content is interactive, short and succinct.
Reflecting Feeling
This is one of the most important skills in play therapy. It is here, in the presence of the
therapist who understands, that children learn that all feelings are acceptable. Once feelings
are experienced as acceptable, children become more comfortable and open in expressing
them. The therapist communicates understanding and acceptance by verbally labeling the
feeling accurately, and reflecting an understanding of the child’s experience back to the child.
Imagine a child struggling to remove the lid from the playdough. Reflecting feeling, a
therapist could say, “You’re frustrated that the lid is not coming off”. When a child hits the
bullseye with a magnetic dart, a therapist might respond with, “You were surprised by that!”
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While the child paints a picture of and describes the death of his pet cat, a therapist could
reflect feeling by saying, “You’re sad. You really miss her.”
Facilitating Decision Making, Returning Responsibility
This skill refers to not doing for a child what a child can do for him or herself, but
rather, returning the responsibility for the act back to the child, to help a child experience a
sense of their own ability (Landreth, 2012; Ray, 2011). Responses that return responsibility
can be empowering for children, especially for a child who often feels incapable. An example
of this skill would be when a child asks the therapist to turn on the water spout. The therapist
knows the child can do it for himself and says, “That’s something you can do”. A second
example is an indecisive child who, upon entry to the playroom, asks the therapist what she
should play with. The therapist could facilitate decision making by responding with, “That is
something you get to decide.”
Facilitating Creativity and Spontaneity
This skill can encourage creativity and communicates that the child is unique and
special in their own way. In the playroom, a child is free to paint the ocean orange, and the
therapist may respond with, “you decided to paint it just how you wanted”. Another example
of this skill would be when a child picks up a cheerleading pompom and says, “What is this?”
The therapist’s response could be, “In here that can be anything you want it to be”. The child
is then free to use the pompom as a mop.
Esteem-Building, Encouraging
Behavior is communication and is largely a reflection of how a child feels about
himself. The intention of a play therapist is to respond in ways that build up a child’s selfesteem by encouraging him. Encouragement is not praise. Encouragement is specific, focuses
on the effort rather than the product, and is internally reinforcing. For example, “You worked
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hard on getting that to stick”, acknowledges the child’s significant effort, provides specific
feedback and retains the child’s ownership of evaluation. Encouragement promotes the
development of an internal valuing system, a personal gage by which to determine right and
wrong, value and worth. A praising comment such as, “You did a good job”, focuses on the
product, is evaluative and has the adult externally judging the act. Positive judgements are
still judgements.
Facilitating Relationship
These responses focus on building the relationship between the therapist and the child.
The child- therapist relationship serves as a model for healthy intimate relationships; the
therapist promotes the child’s experience of the positive relationship by validating it verbally
(Ray, 2011). This skill emphasizes the ‘you’ and ‘me’ in responses. For example, when a
child holds up her drawing to show the therapist, the therapist replies, “You wanted me to see
your picture.” This skill also helps the child develop relational responses to negative
situations. If a child is getting angry at the therapist for not giving him extra play time once
the session is over, the therapist could respond, “You are really angry at me. You wish I
could give you more time to play, but our time is up for today”.
Reflecting the Larger Meaning
This is an advanced play therapy skill. This skill conveys an understanding of the child
of the significance and deeper meaning of her play. Using the child’s play themes, which are
coherent metaphors that provide insight into the inner emotional world of the child, the
therapist facilitates awareness by reflecting the lager meaning of the child’s play. Themes or
metaphors can be determined by detecting play that is repeated, focused and sustained with
intensity, and related to known context of the child. An example of this skill is responding to
a child who comes in and cleans the playroom at the start of her session with, “It is important
that things are clean and in their right place for you.” It is cautioned that this inference is
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reached from the observation of play behaviors comprised of how a child verbally and nonverbally interacts with the toys and the therapist over time.
Limit setting.
Limits are therapeutic boundaries. All relationships need healthy boundaries.
Conveying limits that are thought-out in a careful, accepting, and understanding manner can
help children develop self-control and responsibility. In play therapy, it may be necessary to
set a limit when the child, therapist, toys or materials, or the therapeutic relationship is at risk
of being harmed or damaged. A limit may also be required to structure the session, for
example indicating to the child when the session is to begin or end or to anchor the session to
reality, as when the child has used up all the art material available.
Therapeutic boundaries are limits that accept and validate the feeling or intent of the
child’s behavior, while clearly conveying the behavior selected by the child to express the
intent is unacceptable. In addition, the therapist attempts to convey that other, more socially
acceptable expressions of the intent are available to the child. Landreth’s (2012) ACT limit
setting model summarizes these steps to an abbreviated and helpful acronym, reminding the
therapist to ACT when a limit is needed:
A- Acknowledging the child’s feelings, intent, or desire
C- Communicating the limit
T- Targetting an alternative behavior for expression.
The first step (A) is verbalizing a reflection of the child’s recognized emotion, intent or
desire.
The second step (C ) is to communicate a limit that is free of ambiguity. It should be
clear, succinct, and firm. General and vague limits and those delivered with a strict
discipline tone should be avoided.
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The third step (T) is recognizing socially acceptable expressions of the feeling, intent,
need, wish or want that was acknowledged in the first step.
The following is an example of the ACT model: The child client attempts to express anger
toward the therapist by hitting her. Possible limit: “(A) you’re really angry at me; (C) but,
I’m not for hitting; (T) you can pretend the bobo is me and hit the bobo, or you can choose to
draw a picture of me and rip up the picture”.
Children break limits for many reasons. Some are trying to test the limits, while some
have low self-esteem and are crying out for help and need to know that definite boundaries
exist (Landreth, 2012). It is important that if a child is reluctant to follow limits or pushes
against them, the therapist does not threaten and punish with consequences. It is most
important that the therapist has patience and trusts that the child has the capacity within them
to adhere to the limit. Limits need to be kept in that session and not actioned in the future
sessions; each session is considered a new beginning.
If a child is persisting in expressing or perusing to break the established limit, the
ultimate limit may be needed. This step is seldom used and should only be used with utmost
caution. The ultimate limit is regarded as a final choice and when broken, places the item off
limits for either a part of the session or the remainder of the session. If possible, a limit for
part of the session is preferred, allowing the child additional opportunity to practice selfcontrol. In rare situations, as an absolute last resort, leaving the playroom and ending the
session early might be used as an ultimate limit.
The word choose is vital in the ultimate limit setting. For example, “If you choose to
shoot me again, you choose not to play with the gun for the rest of today. If you choose not to
shoot me, then you choose to still play with the gun for today.” Should the child choose to
shoot the therapist again, the therapist would calmly and firmly respond, “So you have
chosen not to play with the gun for the rest of the day. You can choose to put the gun on the
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self, or you can choose to put the gun on the floor.” By using the word choose repetitively, it
is very clear the responsibility for the decision lies with the child.
Play Therapy Process, Determinates, Stages, and Termination
Parents as part of the process. Quite different from adults, children are dependent on
the people in their lives. Learning about and involving members of the child’s support system
in the child’s process can be beneficial. To encourage effectiveness and commitment to the
therapeutic process, therapists working with children should deliberately attempt to establish
therapeutic relationships with the child’s parents and/or direct caregivers.
Ethical and legal requirements. All play therapists need to have a working knowledge
of required ethical and legal practices in their professional field. Play therapists come from
diverse disciplines including psychology, medicine and education. Training, in accordance
with an individual’s state licensing board or guiding professional organization, is required.
Play therapists need to take appropriate precautions when obtaining informed consent,
professional consultation and supervision to ensure that client information is protected and
that they are always practicing within their professional boundaries (Landreth, 2012).
Collecting background information on the child and the child’s family is a part of the therapy
process. This is generally conducted with parents and teachers prior to services, without the
child present.
Introduction of services to the child. Introduce the child to the playroom in an age
appropriate manner and explain confidentiality and mandatory reporting requirements. Here
is an example of a 6-year-old child:

Mary, welcome to the playroom. Here you get to play with all these toys in
most of the ways you would like. Before our time starts, I want to tell you a
little bit about my job. I am a play therapist and have two parts to my job. One
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part is that I am a secret keeper; the things you share with me stay private. You
can share what we do and say, but I won’t share it with other people unless you
say it’s okay. The other part of my job is being a safety keeper. That means
I’m one of the people who keep you and others safe. If someone is hurting you
or someone else, then I have to tell other people what I’m worried about.

If the child is older, a similar message with more specific details is used.
Duration and frequency of play therapy. The meta-analysis by Bratton, Ray, Rhine &
Leslie (2005) and Leblanc and Ritchie (2001) support that for optimum Play Therapy
treatment efficacy 30-40 therapy sessions are recommended. Specific to the therapist’s
orientation and the development of the child, therapy sessions generally range from 30 to 45
minutes in duration. Traditionally play therapy is offered once a week. However, recent
research demonstrates that sessions of a few times a week, even twice daily can be as
effective as once weekly session (Ritzi, Ray, & Schumann, 2017). Research suggests that
therapeutic gains can be achieved more rapidly with intensive therapy than with traditionally
delivered models. Some of the benefits of delivering intensive play therapy are the reduction
of expense and time needed to treat children, which can be especially useful in settings like
hospitals, domestic violence shelters, remote locations and disaster and crisis clinics.
Recordkeeping. Taking notes during the session is not a common practice in play
therapy. If the play therapist aims to communicate ‘being with’ and trying to stay present
with the child, writing notes in the session will likely communicate a different nonverbal
message. What is missed while the therapist looks down to write a note can be significant. A
child might, in fact, perceive that the therapist writes notes only when certain play is
happening, accidently leading the child to play or not to play in a certain way.
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Bring sessions to a close. Preparing the child for the end of the session should include
predictability and an opportunity for the child to bring closure to his play. This can be
achieved by providing a structuring limit in the form of a verbal 5-minute warning before the
end of the session for the child. If the child is younger, anxious, impulsive, or struggles with
transitions, a 1-minute warning may also be necessary. This limit helps provide structure to
the play therapy session.
Cleaning the room. Children generally do not clean the play room up after sessions. In
play therapy, it is believed that children’s words are toys, and the play is their language.
Thus, requiring children to pick them up and put them away at the end of the sessions could
be inappropriate and symbolically like asking an adult to take back all they shared in a talk
therapy session. The toys used are pieces of the child’s symbolic stories; where they leave
them and how they leave them is a part of the therapy process.
Determining the therapeutic process. Determining the therapeutic process in play
therapy is not thoroughly documented in play therapy literature. Guerney (2001) and
Moustakas (1973) developed two theories about the process change in play therapy. Through
qualitative analysis, Moustakas (1973) observed that maladjusted children process through
four stages of change. First, children enter therapy with undifferentiated, often negative
emotions. Second, over the course of sessions, children’s hostility becomes more focused and
directly expressed. Third, children’s feelings become ambivalent and more positive feelings
are expressed. In the fourth stage, children’s feelings present clearly, distinctly, and
realistically around positive and negative attitudes.
Accord to Guerney (2001) there are three stages that children progress through in play
therapy. The first stage is the Warm up Stage, and this is where children orientate themselves
to the play space, the therapist, and the structure of play therapy. Their play presents as less
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focused, and the therapist’s main goal is developing a relationship with the child through trust
and rapport. This stage can be experienced over a few of the initial sessions.
The second stage is the Aggressive, Regressive Stage, where children move beyond
adjusting to therapy. Because of the therapeutic relationship, children feel secure to process
more deeply. Thematic play is often present in this stage. In this stage, aggressive or
regressive behaviors will peak, and destructive aggressive levels will rise. Here it is important
that parents understand that children’s behaviors may get worse before they get better. Should
this occur, supporting the family through this stage is important. Regression is observed as a
decrease in or extinction of aggressive behaviors. Some children exhibit regressive behaviors
or behaviors which are below their expected developmental age. Other children may seek
nurturance from others and can be described as ‘clingy’
Mastery is the final stage, where regression decreases while mastery increases. Children
will engage in games where they play honestly and responsibly. They will provide help to the
therapist and demonstrate competency themes and play behaviors.
The below General Objectives of Play Therapy can be a framework used to understand
the process of Play Therapy (Landreth, 2012).
1. Develop a more positive self-concept.
2. Assume greater self-responsibility.
3. Become more self-directing.
4. Become more self- accepting.
5. Become more self-reliant.
6. Engage in self-determined decision making.
7. Experience a feeling of control.
8. Become sensitive to the process of coping.
9. Develop an internal source of evaluation.
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10. Become more trusting of himself.
Most importantly, these objectives do not stop a child from working on a specific
problem or issue; they merely provide permission for a child to freely express themselves
outside of any specific problem.
Termination. Termination of play therapy is ideally initiated when a child has reached
functionality and healthiness in the context of the unique child and their system (Ray, 2011).
Unfortunately, other factors such as resource availability, scheduling conflicts and other extra
therapeutic factors often influence the occurrence of termination. Usually, therapists consider
termination appropriate when the child’s symptoms have decreased or no longer impair the
child’s functioning, and when behaviors no longer measure in the clinical range on behavioral
assessments.
West (1996) proposed therapists consider the following six questions when considering
termination of play therapy services:
1. Is there an improvement in most of the child's presenting problems?
2. Is the child feeling better?
3. Is the child getting along well at home and at school?
4. Does the child have a reasonably realistic understanding of family background?
5. Would the child benefit from referral somewhere else?
6. Is play therapy proving unhelpful, or being rejected by the child or caretakers?
The child’s initial assessment, progression through play therapy stages, parent and
teacher feedback, and the therapist’s session observations all contribute to the therapist’s
conclusion to terminate services or not.
Group Play Therapy
Group play therapy is different than traditional group therapy in that it focuses on the
individual child in the group, not the group as a whole (Cheng and Ray, 2016). The
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therapeutic goals for each individual child are the same as a therapist would have if they
worked with the child individually; however, the group provides unique opportunities for
achieving these goals. Group sessions are typically two to five children, and the group
members should be within one year of each other developmentally. Sibling group therapy
would be an exception to this guideline. There should be balance to the group with no single
characteristic presenting dominantly in more than one child, for example, acting out or
withdrawing behaviors. Children who are not suitable for group, are children with significant
attachment issues, sexually acting out children, extremely aggressive children, severely
traumatized children, and those with very low self-esteem or intensive sibling rivalry
(Landreth, 2012).
Conclusion
Play therapy is a therapeutic intervention built around the belief and trust of children,
their strengths, resilience, and innate capacity to strive towards growth and change (Landreth,
2012). The environment, created for children, comes not only from the deliberately selected
toys and materials in the playroom, but more so from a relationship with the therapist who is
warm and accepting. From the healing modality of play therapy, children gain increased
respect for themselves, learn that their feelings and experiences are valid, express feelings
more responsibly, learn self-control and self-direction, and ultimately feel a level of
acceptance towards themselves.
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CHAPTER SIX: BENEFITS OF MULTIPLE SESSIONS A DAY
This work has been submitted for publication to the Journal of Counseling &
Development. Consent has been granted by all co-authors for the use of this publication in
my PhD thesis.

Wicks, J. M., Moss, S. A., Skinner, T., Schumann, B., & Ritzi., R. (Submitted, 2019).
The Benefits of Multiple Sessions a Day: Play Therapy and Childhood Adversity. Journal of
Counseling & Development.

Background
Chapter 6 outlines Study 1. Study 1 explored whether an iCCPT model conducted in a
mainstream school in the Northern Territory, Australia, would diminish behavioural and
emotional problems. Although Study 1 did not include Aboriginal children from remote
communities, the model was created in conjunction with conditions that remote Aboriginal
children and families experience and value. For example, Aboriginal communities’ value
holistic mental health programs that provide skills to the kinship relationship in children’s
lives. Additionally, remote Aboriginal communities may respond better to an intensive
variant of therapy because this format offers one solution to the tyranny of distance.
This intensive variant of CCPT was developed from Ritzi, Ray, and Schumann’s,
(2017) program that focused on externalising behaviours of children who resided in
Northern Australia. Ritzi’s CCPT program offered two sessions each day, over ten days.
Moreover, the intervention in study 1 included intensive play therapy combined with a
parent and teacher program. The iCCPT, parent model and teacher model were developed
from Aboriginal community engagement and consultation, which is outlined
comprehensively in Chapter 8. Study 1 was conducted to establish the feasibility and utility
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of an intensive approach that could also be suitable for remote Aboriginal communities. The
present study explored whether or not this approach is applicable to children who have
experienced significant adversity or trauma identified by parents and teachers.
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Abstract
Many studies have substantiated the benefits of child-centred play therapy or CCPT to the
wellbeing and development of children. In a typical session, children utilize toys to reexperience past events or explore future scenarios in a safe environment. Scholars have
recently advocated an intensive variant of CCPT, in which more than one session is offered
every day, especially in remote locations. However, studies have not examined whether or
not this intensive approach is effective in children who have experienced significant adversity
or trauma. The purpose of this preliminary study was to determine the feasibility and utility
of this intensive approach to the CCPT program, combined with a therapeutic parent and
teacher program, for school children in Northern Australia. Before and after the program,
parents and teachers completed the Strengths and Difficulties Questionnaire and participated
in a semi-structured interview. Seventeen children participated in an average of 17 sessions
over ten days. Parents indicated that emotional problems, conduct problems, and
hyperactivity subsided as a consequence of the program. Teachers indicated that
hyperactivity abated, but pro-social behaviour increased after the program. These results,
coupled with the responses during interviews, tentatively suggest that intensive CCPT may be
a feasible and effective intervention for children with a history of adversity.

Keywords: Intensive Child Centered Play Therapy, child therapy, child adversity, play
therapy, child mental health

INTENSIVE PLAY THERAPY IN ABORIGINAL COMMUNITIES

129

Many studies have indicated the benefits of child-centred play therapy or CCPT (e.g.,
Cochran & Cochran, 2017; Ogawa, 2004; Schumann, 2012). Yet, particularly in remote
communities, CCPT can be expensive and inaccessible. To circumvent or curb this problem,
scholars have recently championed and validated an intensive variant of CCPT, in which
more than one session is offered each day (Ritzi, Ray, & Schumann, 2017). This approach
diminishes the number of days in which therapists need to be stationed in remote locations.
The present study explored whether or not this approach is applicable to children who have
experienced significant adversity or trauma.
The Prevalence and Consequence of Adversity during Childhood
Significant childhood adversities, such as child sexual abuse, can compromise the
psychological, emotional, and social health of children (Karr-Morse &Wiley, 2012). Indeed,
these adversities may culminate in physiological complications that predict impaired health in
adulthood (Agorastos, 2017). To illustrate, survivors of significant adversity exhibit changes
in the immune and the neuroendocrine system (Danese et al., 2007; Ramo-Fernández et al.,
2015). These changes increase the risk of obesity, diabetes, cardiovascular disease, liver
disease, cancer, and other illnesses (Felitti et al., 1998).
In addition to severe traumatic events, even milder but recurring stressors in the family
environment can impair physical health, emotional health, and social health later in life
(Karr-Morse & Wiley, 2012; Nugent, Goldberg, Uddin, 2016). For example, children raised
by parents who experience mental health problems are more susceptible to depression (Roh et
al., 2015; Pirkola et al., 2005), suicidality (Carroll et al., 2017) substance abuse (Lieb,
Isensee, Hofler, Pfister, & Wittchen, 2002), and criminal behaviour (Wolff, & Baglivio,
2017). Children of parents who are separated or divorced also appear more likely to
experience emotional and behavioural problems (Rasmussen et al., 2014). These effects are
especially pronounced when children are exposed to frequent, recurrent, and multiple
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adversities rather than a single traumatic experience (Felitti et al., 1998; Nugent, Goldberg,
Uddin, 2016; Rasmussen et al., 2014; Zubrick et al., 2005).
Adversity and Trauma are terms used interchangeably. Psychological trauma is widely
used and refers to a situation, event or perceived event where a person experiences significant
distress to the extent that their typically functioning is disrupted (Herbers et al., 2014).
Trauma is often described as a single event, resulting in the term complex trauma that
identifies the experience of multiple, prolonged, chronic, traumatic events (van der Kolk,
2005). Adversity refers to complex trauma, multiple stressors that can result in negative
health outcomes such as suicidality, depressions, anxiety, mental illness, and substances
abuse (Anda et al., 2006). Like complex trauma, adversity is often identified by the
interpersonal nature of events and is often experienced in early childhood (Anda et al., 2006;
van der Kolk, 2005). This article will use the term adversity to describe the interpersonal
stressors and possible traumatic experiences that children have endured.
Research indicates that many children, even in developed nations, are exposed to
multiple adversities (Hambrick et al., 2019). Olesen, Macdonald, Raphael, and Butterworth
(2010), for instance, examined the number of adverse effects that Australian children
experience, as derived from the Household, Income, and Labour Dynamics in Australia
(HILDA) longitudinal survey. One-fifth of Australian children had been exposed to three or
more of the identified parenting and familial adversities. These adversities included parent
unemployment, financial hardship, parent incarceration, divorce, bereavement, and health
concerns. These results coincide with other research showing that 25% of Australian primary
school children had experienced three or more significant adversities (Slee, 1993).
Child Centered Play Therapy
Therapists often utilize child centred play therapy or CCPT to assist children who have
experienced adversity or who exhibit behavioral problems (e.g., Ogawa, 2004; Schumann,
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2010). CCPT is a validated counselling intervention for children aged 3 to 12 years, who
have experienced emotional, behavioural or social difficulties (Bratton, Ray, Rhine &, Jones
2005; Lin & Bratton, 2015; Ray, Armstrong). This approach is predicated on the tenets of
person-centred therapy (Ray, 2011).
Specifically, CCPT therapists attempt to cultivate an environment in which children
experience unconditional positive regard, empathy, and acceptance (Ray, 2011; Rogers,
1959). In these environments, children experience the inherent tendency to extend their
repertoire of behaviors to develop their full potential. Children can utilize toys to express, reexperience, and explore past affective—and sometimes distressing—events in their life
(Schaefer & Drewes, 2013). The children, for example, may utilize the toys to simulate past
experiences. These opportunities enable children to re-experience the event, but in a safer
environment, diminishing the emotional associations of past adversities. These opportunities
also enable children to develop suitable responses to various scenarios. A variety of other
mechanisms, such as stress inoculation, catharsis, habituation, self-regulation, and creative
problem solving also underpin the benefits of these opportunities (Schaefer & Drewes, 2013).
The CCPT playroom is equipped with specific toys, presented in an ordered manner, to
enable children to explore affective content. These toys enable individuals to connect abstract
representations, such as memories, with tangible objects (Landreth, 2012). Hence, the objects
enable symbolic self-expression. CCPT is traditionally delivered once a week for 30 to 45
minutes, depending on the age of the child (Landreth, 2012; Ray, 2011). This therapy, when
scheduled once a week, has been shown to be effective after approximately ten to sixteen
sessions (Blanco et al., 2015; Stulmaker & Ray, 2015; Schumann, 2010; Ray, Schottelkorb,
& Tsai, 2007).
CCPT has shown to be effective in treating a range of emotional and behavioural
problems. These problems include externalising behaviours (Cochran & Cochran, 2017; Ritzi
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et al., 2017; Schumann, 2010), internalising behaviours (Ray, Armstrong, Balkin, & Jayne,
2015; Blanco, et al., 2015), traumatic grief (Gonzalez, & Bell, 2016), ADHD (Robinson,
Simpson, & Hott, 2017), attachment disorders (Gonzalez, & Bell, 2016), and post-traumatic
stress (Ogawa, 2004).
To quantify the benefits of CCPT, Lin and Bratton (2015) conducted a meta-analysis of
52 studies, conducted over a 15-year period. The effect size for the overall treatment was 0.47
(SD= 0.06), suggesting a moderate treatment effect. Similarly, Bratton et al., (2005) reported
an overall effect size of 0.80 for 93 studies, and Leblanc and Ritchie (2001) reported an
overall effect size of 0.66 for the 42 play therapy studies.
Parent and Teacher Involvement in Treatment
The participation of parents in the therapy of their children has been shown to amplify
the benefits of play therapy (Gaskill & Perry, 2014; Perry, 2003), as meta-analyses confirmed
(Bratton et al., 2005; Leblanc & Ritchie 2001; Lin & Bratton, 2015). To illustrate, Filial
Therapy teaches parents to interact with their children, under the supervision of a play
therapist (Lin & Bratton, 2015). Parents are exposed to the principles of CCPT and receive
mentoring and supervision on how to apply these skills. This approach is usually
administered over a prolonged period, sometimes as long as a year (Guerney & Ryan, 2012).
A condensed version of filial therapy is Child-Parent Relationship Therapy, a 10-week
manualised program (Bratton et al., 2006). Specifically, a trained play therapist teaches
necessary play therapy skills for parents. The parents then create playrooms, usually in their
homes, to conduct these sessions.
Similarly, in Child-Teacher Relationship Training, a participating teacher would select
a single child from the classroom to learn CCPT skills (Morrison, & Helker, 2010).
Following the same process as Child-Parent Relationship Therapy, teachers administer play
therapy sessions while supervised by a play therapist. Both Child-Parent Relationship
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Therapy and Child-Teacher Relationship Training, when delivered in the traditional model of
once a week, have been shown to improve the behaviour of children (Bennett, & Bratton,
2011; Carnes-Holt & Bratton, 2014).
A final variant is called therapeutic parenting or teaching. This variant usually entails
one or two educational sessions in which basic CCPT skills are discussed, such as reflection
of feelings, but does not involve applying these skills under supervision (Landreth, 2012;
Ray, 2011).
Intensive Child Centered Play Therapy
Unfortunately, CCPT, especially when coupled with parent and teacher involvement,
can be expensive and inaccessible, especially in remote locations (Ritzi et al., 2017).
Therapists, for example, often need to travel long distances to visit these locations. Twenty
sessions over more than twenty days may be exorbitant or unfeasible in many circumstances.
To address this impediment, scholars have suggested an intensive model in which children
could attend multiple sessions each day (Ritzi et al., 2017). Yet, limited research has
examined the frequency and schedule of therapy needed to create therapeutic change—
especially in children who have experienced significant adversity (Perry & Szalavitz, 2017).
Arguably, for several reasons, intensive models may be especially beneficial to children
who had been exposed to significant adversity (see Gaskill & Perry, 2014; Perry & Szalavitz,
2017). First, children who have experienced adversity are often wary of practitioners initially.
If an intensive model is utilized, the delay between sessions is shorter. Consequently, the
rapport or trust that is developed in one session is unlikely to dissipate before the next session
(Kottman, 2011).
Second, an intensive model increases the likelihood that children experience a secure
base between sessions (Gilligan, 2012). In particular, during the sessions, the conditions the
therapist cultivates foster a secure base for the children; that is, the children perceive the
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environment as supportive and predictable (Landreth, 2012). In these conditions, the child
feels confident they will receive support and nurturing in response to challenges and
adversities. Consequently, these children are more willing to explore their environment,
expediting the development of resilience and capabilities (Perry & Szalavitz, 2017). This
expectation of support and nurturing tends to remain primed, at least temporarily, even after
the session ends. If a traditional model, rather than an intensive model, is applied—and
therefore the duration between sessions is prolonged—this expectation of support and
nurturing may dissipate before the next session. Thus, development between sessions may be
impeded.
However, for several reasons, intensive models could also elicit some complications to
children exposed to adversity. The first problem revolves around the theory of self-regulatory
resources, sometimes called ego depletion (Baumeister, Bratslavsky, Muraven, & Tice, 1998;
van Reet, 2015). According to this perspective, to complete some tasks—such as an
unfamiliar activity—individuals must suppress their natural inclinations. Mental effort or
self-control is needed to achieve this goal. Yet, this mental effort or self-control is derived
from a limited pool of resources (Baumeister, Bratslavsky, Muraven, & Tice, 1998).
Consequently, minutes or hours after completing one task that demands mental effort, the
capacity of individuals to complete other tasks that demand mental effort subsides (Van Reet,
2015). This depletion of mental effort, called depletion, manifests as mental fatigue but also
increases the likelihood of aggressive and impulsive behaviour (DeWall et al., 2007; Vohs &
Faber, 2007).
Although usually investigated in adults, ego depletion has been observed in children as
well. In one study, conducted by Lillard and Peterson (2011), children either watched fastpaced cartoons—a task that demanded mental effort—or coloured in shapes for nine minutes.
Next, they completed tasks that tested executive functioning. Relative to children who
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coloured in shapes, children who watched fast-paced cartoons exhibited impairments in
executive functioning.
Play therapy sessions may also demand mental effort, especially in children who have
experienced significant adversity and thus may be particularly wary of unfamiliar individuals.
Because mental energy tends to be restored over time, if the delay between sessions is
decreased, these children may not be granted enough time to recover. They may, therefore, be
more susceptible to ego depletion, increasing the incidence of aggressive or impulsive
behaviour (DeWall et al., 2007; Vohs & Faber, 2007).
The second problem revolves around the spacing effect. That is, students are more able
to retain information that is presented over several short sessions rather than confined to one
longer session (Toppino et al., 2009; Vlach, & Sandhofer, 2012). In the intensive model of
therapy, the sessions are more condensed rather than dispersed over time and thus, consistent
with the spacing effect, might hinder the retention of information and the development of
these children. This problem could be especially amplified in children who have been
exposed to significant adversity because such adversities often impair the capacity of these
individuals to learn and process information (Perry & Szalavitz, 2017).
Past research has investigated whether intensive models of play therapy are effective,
but not specifically in children who had experienced trauma (Kot, Landreth, & Giordano,
1998; Ritzi et al., 2017). In these studies, play therapy sessions were delivered as often as
three times a week (Jones, & Landreth, 2002) or twice a day for two weeks (Ritzi et al., 2017)
but without increasing the aggregate duration of these sessions. In all studies, play therapy
improved the behavior of these children. These studies included children who exhibited
externalising behaviours, had witnessed domestic violence and were chronically ill (Kot et
al., 1998; Jones, & Landreth, 2002; Ritzi et al., 2017). The studies, however, did not examine
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whether children who had experienced significant adversity would benefit from this model.
Furthermore, these studies did not include any training of parents or teachers.
The Present Study
The aim of this study was to examine whether an intensive model of CCPT—coupled
with parent and teacher training—is feasible and effective with children who had experienced
significant adversity or trauma. Childhood adversity or trauma was identified by parents and
teachers of participants. This study explored the effectiveness of an intensive CCPT program
in an Australian Primary school. Seventeen children attended an average of 17 sessions of
CCPT across ten days. Parallel with these sessions, parents and teachers also learned basic
CCPT skills and principles. Before and after this program, parents and teachers also
completed the Strengths and Difficulties Questionnaire (SDQ; Goodman, 1997) to assess
emotional symptoms, conduct problems, hyperactivity, inattention, peer relationship
problems, and prosocial behaviours. Finally, at both times, these parents and teachers
participated in semi-structured interviews.
Method
Participants
The children in this study were enrolled in an Australian primary school. Teachers at
this school identified children who had experienced significant or recurring adversity in their
life, such as parents with persistent financial or psychological problems. In addition, these
children were included only is rated as high or very high on the SDQ in at least one of the
five domains, as scored by a parent, teacher, or both. Furthermore, these children were
excluded from the study if the parents did not speak English, had not consented to their child
participating in the program, had not participated in the semistructured interviews, or had not
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agreed to attend two parenting sessions. The sample consisted of 18 children, ten boys and
eight girls, aged between 7 and 11 with a mean age of 10.1 years old (SD= 1.7).
Therapy Sessions
Five student play therapists delivered the play therapy sessions. These students were
training to be Registered Play Therapists at Charles Darwin University, were Provisional
Registered Play Therapists Members with the Australasia Pacific Play Therapy Association
and had accrued over 200 hours of play therapy training at a graduate level. Each of these
therapists received one hour of individual supervision and one hour of group supervision—
from a registered play therapy supervisor—every day for ten days.
Before the program started, the team of five student play therapists and two supervisors
set up the four playrooms in the school with comparable toys and resources. The playroom
consisted of three categories of toys—real-life toys, acting-out toys aggressive-release toys,
and creative expression and emotional release—as identified by Landreth (2012). The
intensive CCPT comprised two individual play therapy sessions a day, each spanning 30
minutes, for ten days. The children were collected from their classroom twice a day by a
student play therapist and returned immediately after their sessions.
The therapeutic parent program was based on CCPT principles, using psychoeducation
and skill development to help parents relate to their children. One session, lasting 1.5 hours,
was organized once a week, at the same time as the CCPT. The main topics of this program
were to explore parenting challenges and strengths while conveying the relational skills of
play therapy such as reflection of feelings, encouragement versus praise, limit setting, and
choice giving (Landreth, 2012). To enable attendance, babysitting services, with food, were
provided to children during these times, at no cost, organised by the school. All participating
parents were encouraged to attend. If one of the program sessions was missed by a parent, an
individual parenting consult of the same content was offered.
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An analogous program was offered to teachers. This program focused on general
classroom behaviours, and hence, the skills and knowledge acquired could also benefit
students who were not participating in the program. The teacher program was conducted
once, for two hours, during the evening of the first week of CCPT.
Measures
Strengths and Difficulties Questionnaire (SDQ). Parents and teachers completed
Goodman’s (1997) SDQ two weeks before and two weeks after the program. This tool is used
to assess psychological adjustment in children aged between 2 and 16 years of age. The SDQ
comprises 25 items that are divided into five attributes: emotional symptoms (e.g., “often
unhappy, depressed or tearful”), conduct problems (e.g., “often fights with other children or
bullies them”), hyperactivity and inattention (e.g., “easily distracted, concentration
wonders”), peer relationship problems (e.g., “picked on or bullied by other children”), and
prosocial behaviors (e.g., “considerate of other peoples feelings”). Items were assessed on a
three-point rating scale: not true, somewhat true, and certainly true. The questionnaire is
typically completed within 5 to 10 minutes.
For each SDQ subscale, individuals can be divided into four categories: close to
average (80%), slightly raised (10%), high (5%), and very high (5%) for the total difficulties,
emotional problems, conduct problems, hyperactivity problems, and peer problems subscales
respectively. The pro-social categorisation includes close to average (80%), slightly lowered
(10%), low (5%), and very low (5%). The numbers in parentheses represent the percentage of
individuals in the norm population who are assigned to each category.
The SDQ has demonstrated evidence of reliability, validity, brevity, and cultural
sensitivity (Goodman, 1997; van den Heuvel, 2017). For example, in 1999, a survey of nearly
8000 children, aged between 5-17, showed the SDQ could predict psychiatric illness with a
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specificity of 94.6% and a sensitivity of 63.3% (Goodman, Ford, Simmons, Gatward, &
Meltzer, 2003).
Semi-structured Postinterview Questionnaire. Before and after the program, parents
and teachers also participated in a brief semi-structured interview. This semi-structured
interview was designed to capture and explore their expectations of the program, their
concerns about the children, and their interactions with the children. The questions were
open-end and included “What concerns do you have about your child?”, “How would you
describe your relationship with your child?” “Has your child experienced adversity and, if so,
can you describe these adversities?”, “Had you sought help in the past?”, and “What
strategies effectively manage your child’s behaviour?” Teachers received analogous
questions. After the program, the questions were similar, but also explored changes in
behaviour over time, such as “What changes, if any, have you experienced in yourself since
the program finished?”
Procedure
Ethics approval was gained from Charles Darwin University’s Human Research Ethics
Committee and the Northern Territory’s Department of Education Research Committee. Two
months before the program started, the principal and wellbeing team in the school
corresponded regularly to develop an intensive program suitable for their environment.
Teachers at the school recommended parents and children for the program based on the
selection criteria.
Two weeks before data collection, all parents received information, disseminated by the
school, about the program and were granted time to ask the researchers questions. Data were
first collected two weeks before the intensive program commenced. A Plain Information
Sheet was provided to parents to describe the program, to acknowledge possible risks for
participating, and to clarify the rights and responsibilities of participants. During this time,
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parents were reminded of their right to withdraw from the program at any time. Parents
signed consent forms and completed the SDQ and the structured interview. They were
informed that the children would be asked to assent to the program.
After parents consented, teachers of their child were contacted. Teachers received a
Plain Information Sheet, consent forms and were provided with an opportunity to participate
and ask questions. Teachers also completed an SDQ and the semi-structured interview for
this child. Next, the program was delivered. Finally, two weeks after the program ended,
parents and teachers completed the SDQ and semi-structured interview again.
Results
Child Participation
Initially, participants consisted of eighteen children: ten boys and eight girls. All
children resided with a biological parent. For seven of the children, the parents were
separated, with the child living in two separate homes. Two children were siblings; none of
the other children were related to each other biologically. Additionally, the child participants
were from twelve different classrooms from the same school.
One of the child’s parents were unable to complete the SDQ after the program; the data
this child generated were omitted from the analysis. The final participant child group was
thus seventeen children, comprising nine boys and eight girls, between the ages of 5.3 years
and 9.6 years old, with a mean age of 7.6 years old (SD= 1.28). Some children were sick or
absent from school occasionally or declined to attend their therapy session. Hence only three
children attended all 20 sessions, two children attended 19 sessions, and five children
attended 18 sessions. The remaining children attended 17, 16, 14, 13, 13 and 11 sessions,
respectively. The mean number of sessions was 17 sessions (SD=2.8).
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Parent and Teacher Participation
In the first group parenting session, 64% of parents attended, including three pairs of
mothers and fathers. Three parents arranged for the training to be delivered to them
individually because they could not attend the group session. In the second group parenting
session, only 32% of parents attended, including two pairs of mothers and fathers. Four
parents requested individual training instead.
All school staff members, including teachers, teacher’s aids, managers, and
administrative staff, were invited to attend the teacher program; 31 of these individuals
attended. Staff who were not rostered on that day were paid to attend if they chose to
participate. Of the teachers who taught children in the program, 75% attended. For instance,
six teachers taught two of these children, whereas six teachers taught only one of these
children. Three teachers individually attended separate training instead.
Behavioural problems
Before the program commenced, the measure of total difficulties on the SDQ, as
gauged by parents, indicated that 59% of the children in the sample were assigned to the very
high classification; in the population norms, only 5% of children are assigned to this category
(Meltzer, Gatward, Goodman, & Ford, 2000). Furthermore, 0%, 29%, and 12% of the
children were assigned to the high, slightly raised, and close to average respectively; in the
population norms, these percentages are 5%, 10%, and 80% respectively (Meltzer et al.,
2000).
After the program, the measure of total difficulties on the SDQ, as gauged by parents,
revealed marked improvements. Only 23% of children were classified as very high, 18% as
high, 18% as slightly raised and 41% as the close to average.
A paired samples t-test (α = .05) was conducted to examine whether total difficulties, as
rated by parents, changed significantly across time. A Kolmogorov-Smirnov test did not
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uncover any deviations from a normal distribution. As Table 1 shows, total difficulties scored
by parents before the program was statistically higher than total difficulties after the program,
95% CI [2.17, 8.29], t(16) = 3.63; p<.05.
To characterize this improvement more precisely, the subscales of this SDQ were
examined. As Table 1 reveals, emotion problems, conduct problems, and hyperactivity all
diminished significantly over time, as gauged by parents, t(16)=2.52, p = .023, t(16)=2.42, p
= .028, and t(16)=3.92, p = .001 respectively. Improvements in peer problems and prosocial
behaviour, however, were not significant.
In contrast to the responses of parents, the responses of teachers uncovered less
pronounced improvements in the children. Before the program commenced, the measure of
total difficulties on the SDQ, as gauged by teachers, indicated that 47% were assigned to the
very high classification, 18% were designated as high, 12% were designated as slightly
raised, and 24% were designated as close to the average.
After the program, 41% of children were still classified as very high, 6% as high, and
53% (9/17) as close to the average. Yet, although total SDQ scores decreased by 2.1
overtime, this difference did not reach significance at the .05 level, 95% CI [-0.10, 4.34],
t(16) = 2.04; p<.06.
Nevertheless, as Table 1 reveals, hyperactivity diminished and pro-social behaviour
increased after the program, according to teachers, t(16)=2.19, p = .044 and t(16)=-3.12, p =
.007 respectively. In contrast, emotional problems, conduct problems and peer problems did
not improve significantly over time. The magnitude of these problems remained high relative
to established Australian norms and the United Kingdom norms (Mellor, 2005; Meltzer et al.,
2000). See Table 1.
In addition, a series of mixed model two-way ANOVAs was conducted to ascertain
whether the difference between the scores before and after the intervention depended on
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whether parents attended the program. However, none of the interactions reached
significance, p > .05. Hence, we did not uncover any evidence to suggest that the attendance
of parents affected improvements in their children.
Table 1.
Paired Samples of Parent and Teacher Pre- and Post-SDQ Scores (N = 17)

Variable

Pretest
M
SD

Postest
M
SD

Emotional Problems
Parent*
4.71 2. 2.82
3.18
Teacher*
3.35 2. 2.21
2.82
Conduct Problems
Parent*
4.29
2.31
3.06
Teacher
5.00
3.10
4.12
Hyperactivity Problems
Parent*
7.71
2.23
6.00
Teacher *
5.47
3.72
5.65
Peer Problems
Parent
4.18
2.35
3.41
Teacher
2.94
2.22
3.06
Pro-Social Behaviours
Parent
6.82
2.01
7.18
Teacher *
5.06
2.77
6.06
Total Difficulties
Parent *
20.88 7.47
15.65
Teacher
17.77 0.24
15.65
SDQ = Strengths and Difficulties Questionnaire

Australian
Norm
M
SD

UK Norms
t
M
SD

1.98
3.25

2.10
1.40

2.00
1.70

-.20
1.9

1.9
1.4

2.0
1.9

2.30
3.18

1.50
1.00

1.60
1.50

1.10
-.64

1.6
0.9

1.7
1.6

1.54
3.72

3.10
2.50

2.40
2.60

1.40
-.37

3.5
2.9

2.6
2.8

2.37
2.22

1.60
1.60

1.90
1.80

1.30
1.26

1.5
1.4

1.7
1.8

1.70
2.44

8.30
7.80

1.70
2.10

1.30
0.90

8.6
7.2

1.6
2.4

5.55
9.62

8.18
6.51

6.06
6.03

.
.

8.4
6.6

5.8
6.0

*Collected from parents, teachers, and youth in a random sample consisting of 910
individuals ages 7–17 recruited through government schools across Victoria, Australia
(Mellor, 2005).
*p <.05.
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Interviews
Responses during the interviews were subjected to a thematic analysis, consistent with
the principles that Braun and Clarke (2006) recommended. That is, the primary researcher
scanned the transcripts of interviews, recorded initial assumptions, coded chunks of data, and
integrated cognate codes to unearth themes. The data were then scrutinized again to refine
these themes.
Before the program commenced, 89% of parents and 75% of teachers participated in
the interview. After the program ended, 78% of parents and 83% of teachers participated in
the interview. Illness or conflicts with other responsibilities prevented all parents and teachers
from participating.
The interviews uncovered some key insights. The first set of insights revolved around
previous treatment. For example, 39% parents indicated their child had not received any
counselling services before this program—even though all children had endured significant
adversities in the past and most had exhibited serious problematic behaviours during the last
6 to 12 months. Indeed, 53% of the children had been diagnosed with ADHD, 77% of whom
were treated with medication. Generally, parents maintained the medication was helpful, but
some children were still occasionally “out of control”.
The second set of insights revolved around changes in relationships over time. Before
the program, when describing their relationship with their child, some parents described the
dynamics favourably, with phrases like “filled with love”, “very trusting”, “close to each
other”, and “really close, even tries to look after me”. However, most parents alluded to
complications, such as “exhausting”, “lots of power struggles”, and “deceitful”. One parent
stated “My child has to be the alpha all the time; they walk all over me. They need me to
escalate to be taken seriously”. Yet, after the program, some parents alluded to improvements
in the relationship, such as “more affectionate”, “my child is easier to live with’. One parent
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indicated the child was “more trusting, cuddling, being around each other is not hard. Happy
to choose to go to bed on their own’. Nevertheless, some parents report no change after the
program, indicating they “still clash” and are “still up and down” with their child.
The third set of insights related to the strategies and practices that parents utilized to
manage the behaviour of their child. Before the program, parents stated they frequently
respond to concerning behaviours with disapproval or yelling, confiscating electronics or
toys, physical punishment, time-out, commands, and attempts to control behaviour with
bribery. In contrast, after the program, 78% of parents indicated they had modified their
strategies and practices. For example, one parent said they “we’re no longer smacking our
children”.
Some parents referred to specific principles they perceived as helpful. One parent stated
that reflection of feeling (Landreth, 2012), in which the affective feelings that children
manifest is labelled, “empowered her whole family”. Similarly, another parent stated this
practice facilitated attempts to ascertain the source of problems: “I was right at the root of the
problem 10 minutes earlier then if I had tried something else”. A few parents also recognized
changes in themselves after completing the program, such as perceiving themselves as “More
tolerant of their child’s feelings” and “a lot more awareness; I know more about his states and
can get to him before he escalates; I see his warning signs now”.
Overall, many of the parents expressed favourable attitudes towards CCPT after the
program. For instance, parents stated “it’s the best thing that has happened all year, and that
is no exaggeration”, “I have learnt so much, and I am feeling more connected”, and “I don’t
know what we would have done if we didn’t have those two weeks of play therapy. It was
exactly what our family needed”.
The fourth set of insights revolved around the relationship between the children and
their teachers. When asked about their relationship with their student, 83% of teachers
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responded positively, epitomized by comments like “our relationship is solid; I am firm on
boundaries, and we use humour a lot”; “Open and honest relationship with each other; it's
good”. Some teachers ascribed these improvements to the child, describing students as
calmer, more resilient, more focused on school work, and more confident as well as able to
play with friends in the playground without bouts of aggression and able to articulate their
feelings better. Other teachers ascribed these improvements to their own behaviour, such as
greater patience, communication, or acknowledgement of the feelings of students. Yet some
teachers reported no improvement in the relationships or in the children.
Like the parents, teachers also expressed positive attitudes towards the program,
exemplified by comments like “It worked for some, but others might need longer”. Some
teachers advocated changes to the duration and timing of this program, maintaining the
intervention was ‘too short, and that my student would benefit better from sessions over a
longer period of time” or should be implemented earlier in the year.
Discussion
Typically, CCPT is applied weekly (Landreth, 2012). However, for several reasons, an
intensive model, in which children attend sessions more than once a day, might be applicable
to children who have experienced recent traumas or report a history of significant adversity.
Yet, research has not examined whether this intensive model is effective in these children
(Perry & Szalavitz, 2017). The primary purpose of this preliminary study was to ascertain the
feasibility and utility of an intensive CCPT program, combined with a therapeutic parent and
teacher training program, for children who had experienced significant adversity. As many
studies demonstrate, CCPT can help children recover from adversities (Kot et al., 1998;
Schottelkorb, Doumas, & Garcia, 2012; Shen, 2002; Tyndall-Lind, Landreth, & Giordano,
2001). The results of this preliminary study suggest intensive CCPT may be a feasible and
effective intervention for children with a history of adversity.
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In particular, seventeen children attended, on average, seventeen individual CCPT
sessions each over a period of two weeks. To uncover changes in the behaviour of these
children, both parents and teachers of these children completed the SDQ before and after the
program. In addition, these parents and teachers participated in semi-structured interviews.
The SDQ, when completed by parents, showed that problem behaviours tended to
diminish after the program. In particular, as the subscales demonstrate, emotional problems,
conduct problems, and hyperactivity subsided over time. In contrast, the SDQ, when
completed by teachers, did not demonstrate an overall decrease in problem behaviours as a
consequence of the program. However, teachers did report a decrease in hyperactivity and
more pro-social behaviour after the program.
These results imply that parents seemed to have detected more change in the children
than teachers. Presumably, relative to teachers, parents interact more frequently with the
children. They may, therefore, be more sensitive to changes in the behaviour of these
children—especially behaviours that cannot be readily observed from afar, such as emotional
problems. Taken together, these results imply that an intense variant of CCPT might be
helpful in children who have experienced trauma. Nevertheless, several alternative
explanations need to be considered.
First, other intervening events, beyond the CCPT, might have explained the
improvements over time, such as natural maturation or significant life changes, for example.
Although plausible, this possibility is not especially likely for several reasons. Only about 5
weeks separated the first and second administration of the SDQ, diminishing the likelihood
that other events could explain this improvement. In addition, no parents or teachers reported
other key events that could explain these improvements. For example, in the children who are
regularly treated with medication to manage psychological and behavioural problems, no
changes to these medicine regimes were reported over the duration of the program.
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Second, the participating children might have matured over the five weeks of the
program even if the CCPT had not been delivered—a possibility that cannot be excluded
because no wait-list control group had been arranged. However, an exploration of the SDQ
norms indicates that improvements over time are negligible at this age and, therefore,
unlikely to explain these results.
Third, merely completing an SDQ twice, within a short duration, could bias the
responses of parents and teachers. However, this possibility cannot readily explain the pattern
of results. In particular, after parents and teachers complete the SDQ once, they might
become more attuned to these internalizing and externalizing problematic behaviours in the
children. They might, therefore, be more likely to detect these behaviours. Hence, parents and
teachers should be more likely to report problematic behaviours on the second occasion—the
opposite of the observed results.
Although these alternative explanations are unlikely, future researchers should consider
a randomized control trial to establish the benefits of intensive CCPT more definitively.
Indeed, researchers could even compare the traditional and intensive models directly. Finally,
researchers could utilize standardized measures, rather than only the perceptions of teachers,
to identify children who had been exposed to significant adversity.
Conclusion
Recent research had suggested that intensive variants of CCPT could be applied in
schools (Ritzi et al., 2017). Because this intensive approach is confined to a shorter duration,
this variant of CCPT may be less expensive or more feasible, especially in remote locations.
For children who have experienced adversity, research has shown therapeutic
intervention sooner, rather than later, in life could prevent or resolve future complications
(Mullen and Fleming, 1998; Terr, 1991). However, the dose and schedule of therapy for
children and adversity has not been researched extensively (Perry & Szalavitz, 2017). This
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preliminary study examined whether CCPT twice a day, over a ten-day period, was feasible
and effective for children who have experienced significant adversity. The results from this
study offer provisional evidence that an intensive model, coupled with parent and teacher
training, could diminish problem behaviour in children who had been exposed to adversity
and trauma.
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CHAPTER SEVEN: iCCPT IN A REMOTE ABORIGINAL COMMUNITY
This work has been previously published in the International Journal of Play Therapy.
Consent has been granted by all co-authors for the use of this publication in my PhD thesis.

Wicks, J. M., Cubillo, C., Moss, S. A., Skinner, T., & Schumann, B. (2018). Intensive Child
Centered play therapy in a remote Australian Aboriginal community. International
Journal of Play Therapy, 27(4), 242–255. https://doiorg.ezproxy.cdu.edu.au/10.1037/pla0000075

Background
Chapter 7 reports Study 2. Study 2 examined the implementation of iCCPT in a remote
Aboriginal Community. This study extends the pilot study outlined in Chapter 6. The
purpose Study 2 was to determine the effectiveness of an intensive Child Centered play
therapy (iCCPT) program in a remote Aboriginal community with children who have
experienced adversity. Papunya community invited the child mental health program to their
community in hope that play therapy would help behavioural and emotional problems of
their children. Papunya community requested that the program also provides skills to parents
and teachers and that the community are granted the opportunity to decide which children
can participate in our program. To our knowledge, this study is the first attempt to develop
and evaluate a child Aboriginal mental health intervention for remote community living.
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Abstract
Few studies have explored mental health treatment programs for Aboriginal Australian
children under the age of 12 years old. Isolated locations, coupled with therapy modalities
that are not developmentally and culturally suitable for children who have experienced
adversities, exacerbate the typical challenges in providing health services needed for
optimum child development. Therapeutic services offered in Aboriginal communities
typically follow a traditional delivery of therapy, meeting no more than once a week, or less,
as remoteness increases. The purpose of this pilot study was to determine the effectiveness of
an intensive Child Centered play therapy (iCCPT) program in a remote Aboriginal
community with children who have experienced adversity. Pre-and post-measures, utilizing
Goodman’s (1997) Strengths and Difﬁculties Questionnaire, were collected from parents and
teachers. Semi-structured interviews were conducted with parents who participated in the
program after the intervention ended. Nine child participants attended an average of 15
sessions in a 10-day format. Total difﬁculties, as reported by both parents and teachers,
diminished after the program. In particular, emotional problems, as rated by teachers,
decreased over time. If replicated in a randomized control trial, these ﬁndings would suggest
that an iCCPT program may be feasible and effective in remote Australian Aboriginal
communities.

Keywords: Intensive Child Centered Play Therapy, Aboriginal child therapy, Australian
Aboriginal childhood trauma, play therapy, child trauma
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Childhood adversities significantly compromise the psychological, emotional, social
and physical health of individuals—impairments that can persist into adulthood (Berens,
Jensen, & Nelson, 2017; Felitti et al., 1998). Childhood adversity is conceptualized as
extreme negative childhood experiences and includes emotional impoverishment from
caregiver mental illness, child abuse, chronic medical conditions, neglect, family violence,
and absences of touch (Berens et al., 2017; Karr-Morse & Wiley, 2013). Children under the
age of 12 are malleable and thus experience multiple, complex behavioral and emotionally
disturbed consequences if exposed to chaos, harm, and threat (Perry, 2008). Reactions to such
adversity often manifest in behaviourally problematic ways such as aggression, property or
personal destruction, physical and verbal assault, impulsivity, self-harm and suicidality
(Abidin & Robinson, 2002). Research suggests that externalizing behaviors tend to persist
over time and, without intervention, the severity of these behaviors may escalate as a child
age (Barkley 2007; Brinkmeyer & Eyberg 2003; Hunter, 2007; Webster-Stratton and Reid,
2003).
Such problems are common in Australian Aboriginal children living in remote
communities (Australian Institute of Health & Welfare, 2017). The term Aboriginal, used in
this article, refers to Aboriginal and Torres Strait Islander peoples across Australia. Data from
the Australian Institute of Health and Welfare in 2012 to 2013 Australian Institute of Health
& Welfare, 2015) reported that Aboriginal children were seven times as likely as nonAboriginal children to be the subject of substantiated child abuse or neglect. Children who
reside in a very remote location in Australia are four times more likely to experience
substantiated abuse than children who reside in major cities (Australian Institute of Health &
Welfare, 2017). Furthermore, Aboriginal children are ten times more likely to be living in
out-of-home care and approximately nine times more likely to be under child protection care
and protection orders (Australian Institute of Health & Welfare, 2015). Additionally,
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Aboriginal youth are three times more likely than are their non-Aboriginal peers to exhibit
suicidality (Australian Institute of Health & Welfare, 2011). These statistics are
disproportionately high compared to children who reside in less remote locations in
(Australian Institute of Family Studies, 2013; Australian Institute of Health & Welfare,
2011).
Despite the longstanding evidence of compromised mental health and wellbeing in
Aboriginal people, remote Aboriginal communities cannot often access appropriate mental
health service provisions (Australian Institute of Family Studies, 2013; Kelly et al., 2010;
Kelly, Gridley, & Burke, 2008). Families and community staff are often aware that help is
needed but cannot readily access adequate services (Price & Dalgleish, 2013). The inability
to access services is likely because of service unavailability and inadequate culturally and
developmentally appropriate treatment modalities for Aboriginal children.
Furthermore, child mental health services are not customized for the needs of
Aboriginal children (Robinson et al., 2012). To illustrate, existing health services may design
interventions that foster a sense of independence and agency in children—qualities that might
disrupt, rather than enhance, the capacity of these individuals to fulfil their community
obligations. Likewise, existing health services may design interventions that promote a sense
of personal control, contradicting key Indigenous beliefs around the connections between
people and nature. For example, some directive interventions invite children to self-disclose.
However, many Aboriginal parents and children are reluctant to disclose to Western
practitioners, at least until a strong relationship is established. Thus, such interventions might
seem unnecessarily confrontational in Indigenous communities (Mares & Robinson, 2012). A
non-directive medium could alleviate this issue. Thus, a model of therapy that is tailored to
the developmental needs of children, sensitive to the Aboriginal family system and
Aboriginal community culture, such as Child Centered Play Therapy, could be appropriate.
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Aboriginal values, identity, beliefs, and language are all nurtured and developed with
the family (Daylight & Johnstone 1986). Although colonization has disrupted most aspects of
Aboriginal society, contemporary Aboriginal families can be understood as hierarchical,
cohesive family structures built around nepotism and kinship (Bourke & Bourke, 1995). The
kinship system is organized around the extended family members, in which each individual
assumes specific roles, such as father, mother, brother, sister, uncle, aunt, cousin, and
grandparent. For example, the mother and sisters of the mother may be labeled as a mother.
Each role dictates the responsibilities, behaviors, rights, and obligations of the individual
(Bourke & Bourke, 1995; Daylight & Johnstone 1986). To illustrate, in some communities,
the individuals bestowed the label mother assume more disciplinary roles, whereas the
individuals bestowed the label aunty assume more nurturing roles. Because of this collectivist
arrangement, the attitudes and beliefs around child-rearing are shared. That is, all community
members play a role in the safety and well-being of children (McLauchlan, Gilfillan, &
Gordon, 2013). For example, Aboriginal infants could be breastfed and nurtured by various
women interchangeably (Yeo, 2003).
Aboriginal people migrate around Australia often for several reasons. First, Aboriginal
people must fulfil their obligations to the land and nature. Second, Aboriginal ceremonies
revolve around the land in which they are custodians and often need to seek land rights to
protect sacred sites (Australian Institute of Family Studies, 1995). Third, families often
include people who live in different regions. Consequently, members often need to visit other
communities. (Australian Institute of Family Studies, 2013). This migration complicates the
provision of health services because the population of communities often varies dramatically
over time.
A program that is sensitive to remote locations—and can be delivered within a limited
time could alleviate the impact of remoteness. Play therapy is known to be a developmentally
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relevant and culturally sensitive therapy modality that accommodates the uniqueness of
children (Bratton, 2010; Landreth, 2012; Ray et al., 2015; Schumann, 2012). A review of
Play Therapy research provided in a school setting by Bratton (2010) stated that Play Therapy
has successfully been applied to diverse and at-risk populations, including children who had
experienced adversity.
Therapeutic services in the school setting, especially Child Centred Play Therapy, have
been shown to enhance behaviour and wellbeing (Ray et al., 2015). Play therapy in the school
environment can help children become ready to learn and even enhance the school experience
(Ray et al., 2015). Occasionally, this therapy is delivered intensively—that is, within a shorter
timeframe (Ritzi, Ray, & Schumann, 2017). In combination with a parent and teacher
training, an intensive Child Centered Play Therapy (iCCPT) model is a suggested modality
that might address some of the child and family mental health issues found in Aboriginal
communities.
Child Centered Play Therapy (CCPT)
Child Centered Play Therapy (CCPT), as defined by Landreth (2012), is a mental health
intervention that facilities children’s growth through play. By using toys, children work
through emotional, behavioral and psychological difficulties. CCPT is a developmentally
appropriate therapeutic intervention that honors children’s feelings and perceptions through
an accepting, warm, non-judgemental relationship. This therapy is a relevant and beneficial
form of therapy for children who have experienced trauma or suffer from childhood
psychological disturbances such as low self-esteem, social and family adjustment issues,
anxiety, depression, and aggression (Axline, 1969; Landreth, 2012; Ray, 2011).
Many studies attest to the benefits of CCPT to children who experience mental health
concerns. Bratton, Ray, and Rhine (2005) performed a meta-analysis of ninety-three research
studies on play therapy between 1953 and 2000. This analysis revealed a large treatment
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effect size (ES= .80). This results showed that play therapy is effective across a variety of
child presentations and issues. The studies that were primarily child-centred in treatment
modality showed a larger treatment size (ES= .92) than studies that were directive in
treatment (ES=.71). Furthermore, play therapy interventions that involved paraprofessionals
such as parents, guardians, or teachers on how to use play therapeutically found an even
greater effect size (ES= 1.05).
According to the meta-analysis conducted by Lin and Bratton (2015), which included
52 studies of CCPT approaches, they found that Non-Caucasian children had substantially
greater improvements compared to Caucasian children. The non-verbal expression of
children’s thoughts, feelings and experiences through play could be the reason for this
finding. The meta-analysis strongly supports CCPT as a culturally responsive child mental
health intervention.
Filial Therapy
According to Bratton, Ray, and Rhine (2005), CCPT is most effective when combined
with education of parents, teachers, and other caregivers on how to utilize play
therapeutically—an approach called filial therapy. Filial Therapy is a systematic group
parenting program in which parents conduct Client Centered Play Therapy sessions with their
child (Guerney, 1964). Bernard Guerney developed the filial approach in the 1960s. This
therapy has since been described as “a bridge between individual child treatment and family
therapy” (Johnson, 1995, p. 55).
Besides parents and caregivers, teachers also establish a vital relationship with the
children. Studies show that the principles of Filial Therapy also generate an array of benefits
for teachers (Pronchenko-Jain, 2012). That is, after completing these programs, teachers learn
how to understand and accept students, without focusing unduly on the disruptive and
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concerning behavior. This emphasis has been shown to coincide with improved academic
output, peer relationships, and school satisfaction (Morrison Bennett, & Bratton, 2011).
The child-teacher relationship is a significant contributor to a child’s success
academically (Schumann, 2012). Brown (2000) stated that teachers could be more influential
and effective in reaching a child’s world than a therapist because of their symbiotic
relationship with students. Thus, helping teachers to understand the presentations of adversity
along with skills on how to enhance relational wellness are components that can facilitate
working with Aboriginal children and their families. These skills are not foundationally
taught to teachers when they study at a university (Hawes, 1989) or when they begin
employment in remote Aboriginal communities; therefore, a program that redresses this
shortfall is warranted.
Intensive Child Centered Play Therapy (iCCPT)
In standard models, child therapy is often delivered one session a week, generally over
a ten-week period (Landreth, 2012; Ritzi, Ray, & Schumann, 2017). In remote communities,
because of logistical impediments, the therapist cannot visit as frequently, often decreasing
service delivery to once a month or less (Deane, Wilson, & Russell, 2007). Because research
into mental health problems of Aboriginal children has not been conducted or documented
extensively (Department of Health and Ageing, 2005; Deane et al., 2007; Garvey, 2008;
Kelly et al., 2008), therapists are seldom aware of how they can modify arrangements to
accommodate these impediments.
Intensive therapy offers one solution to this tyranny of distance. By definition, when
intensive therapy is applied, one or two sessions are conducted daily, or several times a week,
but without increasing the aggregate duration of these sessions (Ritzi et al., 2017). Thus,
therapeutic gains can be achieved more rapidly with intensive therapy than with standard
models (Ritzi et al., 2017).
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Indeed, several studies show that intensive therapy does not diminish the efficacy of
these programs. For example, Kot, Landreth, and Giordano (1998) found that children in
domestic violence shelters who received CCPT once a day for two weeks demonstrated a
significant increase in self-concept and a significant decrease in external and total behavioral
problems compared to the control group. Likewise, a study by Jones and Landreth (2002),
involving children diagnosed with insulin-dependent diabetes, showed that 12 sessions of
CCPT over three weeks improved the capacity of these participants to adapt to their diabetes.
The growing body of research suggests that children can respond effectively to more
than one session of play therapy a day. To illustrate, in Northern Australia’s main city,
Darwin, Ritzi et al., (2017) evaluated iCCPT on school-aged children exhibiting externalizing
behaviors. CCPT was delivered twice a day for two weeks, across 20 sessions. The degree to
which the children exhibited externalizing behaviors, as reported by the teacher and parent,
decreased significantly.
The Present Study
These considerations imply that children exposed to childhood adversity, in
Aboriginal communities within Australia, could benefit from Intensive CCPT, coupled with
therapeutic parenting and teaching. That is, this intensive model could enable therapists to
offer an adequate number of sessions, despite the relative inaccessibility of these
communities. This pilot study explored the effectiveness of an intensive Child Centered Play
Therapy (iCCPT) program in a remote Aboriginal community with children who have
experienced trauma. To explore this possibility, in this study, nine children attended an
average of 15 sessions across ten days. The children received CCPT, whereas the parents and
teachers also received education and skills on how to utilize play therapeutically. Goodman’s
(1997) Strengths and Difficulties Questionnaire (SDQ) was used to assess the domains of
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emotional symptoms, conduct problems, hyperactivity, inattention, peer relationship
problems, and prosocial behaviors—both before and after the intervention.
Method
Participants
Children were included if they (a) were enrolled in Community School and (b) resided
in the community for at least the four weeks before the start of the program. Furthermore,
these children were included only if their parents (c) spoke English independently or
consented to the presence of an interpreter—a school employed Liaison Officer—during the
sessions, (d) consented to their child participating in the program, (e) participated in the pre
and post-assessment and (f) attended two parenting sessions that involved talking about
parenting and learning therapeutic parenting skills and (g) identified by a parent or teacher as
having experienced childhood adversity.
The Aboriginal Community is a small, very remote community, located out of Alice
Springs in Northern Australia. The population is was under 500 people (Census, 2006). The
local language was not English. The Community identified 16 children—through a joint
collective of Elders, parents, and teachers of the Community school—as needing therapeutic
services based on social, emotional, or behavioral concerns stemming from known adverse
histories. These children and parents were then offered the opportunity to participate in the
study. The parents and children attending the intervention had not received any therapy
before the program. Indeed, the Aboriginal Elders and community members had sought the
iCCPT model to their community because therapy had been scarce before. Two weeks after
the program ended, we administered the assessments again. Seven children, including three
boys and four girls, no longer resided in the community and, thus, were excluded from the
data analysis. The 16 children were aged between 7 and 11, with a mean age of 10.1 years old
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(SD= 1.7). All remaining children during the second wave of data collection, two weeks after
the intervention ended, were residents of the Aboriginal community.
Instruments
Strengths and Difficulties Questionnaire (SDQ). Parents and teachers completed
Goodman’s (1997) Strengths and Difficulties Questionnaire or SDQ before and after the
program. The SDQ has demonstrated evidence of reliability, validity, and cultural sensitivity
(Goodman, 1997). The tool has been translated into over 80 languages, including several
Aboriginal languages in multiple subcontinents and many populations including people who
had experienced child abuse, medical trauma, traumatic loss, and developmental disabilities
(Goodman, 1997). The SDQ has been utilized extensively with Australian Aboriginal
populations, including communities in the Northern Territory (Robinson, Tyler, Jones,
Silburn & Zubrick, 2012), as well as in the Longitudinal Study of Aboriginal Children
(LSIC), an initiative implemented by the Australian Government (aifs.gov, 2013).
The tool comprises 25 items that are divided into five subscales: emotional symptoms
(e.g., “many fears, easily scared”), conduct problems (e.g., “often lies or cheats”),
hyperactivity and inattention (e.g., “restless, overactive, cannot stay still for long”), peer
relationship problems (e.g., “rather solitary, prefers to play alone”), and prosocial behaviors
(e.g., “generally liked by other children Items were assessed on a 3-point rating scale (0 - not
true, 1 - somewhat true, and 2 - certainly true).
Individuals were assigned to one of four categories for each SDQ subscale (Goodman,
1997), which are close to average (80% of children), slightly raised (10% of children), high
(5% of children), and very high (5% of children). The Pro-social categorization includes close
to average (80%), slightly lowered (10%), low (5%), and very low (5%).
Williamson et al., (2014) explored the construct validity of Goodman’s (1997)
Strengths and Difficulties Questionnaire (SDQ) for Aboriginal children living in urban
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communities in New South Wales, Australia. Overall, the SDQ was demonstrated to be an
acceptable and appropriate tool for Aboriginal Children. The internal consistency and the five
factor model was substantiated in urban Aboriginal children. The authors of the study suggest
that the SDQ total difficulties score is likely to be a useful screening tool (Williamson et al.,
2014)
Semi-structured Post-interview Questionnaire. Parents also participated in a brief
semi-structured interview, designed to explore the experience of parents and caregivers
during the program. In particular, the questions were designed to extract any concerns,
problems, or doubts about the program that parents wanted to express as well as clarify the
consequences of this program and effects of this intervention on their child and family. The
questions for the semi-structured interview were open-ended and broad to ensure that parents
did not feel obliged to present specific answers. Because Aboriginal families in remote
locations speak multiple languages, in which English was often a third or fourth language, a
local speaking liaison officer was present each time
Sample questions include “How do you describe your relationship with your child
before the play therapy team came to Community?” and “How has their behavior been since
play therapy has finished?” The questionnaire comprised seven questions. The post semistructured interview was designed to provide an opportunity for parents to share their
experience of the program.
Procedure
Because of the possible implications of working with Aboriginal cultures, a review of
therapy research on Aboriginal populations in the US, Canada, New Zealand and Australia,
covering 44 studies, identified no studies on therapy with Aboriginal youth under the age of
11 years (Pomerville, Burrage, & Gone, 2016). Consequently, this pilot study was developed
and evaluated in line with the guidelines provided by the Medical Research Council (2006).
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According to these guidelines, addressing and evaluating the implementation of innovative
programs warrants many phases. Typically, pilot programs are first implemented several
times, without control groups, to better understand the intricacies and impediments of these
interventions.
Ethics approval was gained from Charles Darwin University’s Human Research Ethics
Committee. Six months before the program started in Community, we engaged Elders,
parents, and teachers of the School to develop a program that was relevant to the community.
The community strongly supported play therapy Elders indicated that an intensive model
could enhance the accessibility of services for families living remotely. The community also
recommended that parents and teachers be involved in the program. One Elder said ‘It is not
until you grow up that you understand yourself and your behaviour. Then when you are a
parent. That’s where you hope you can help because of your own knowing from being
troubled’.
Data were first collected one week before the intensive program commenced. A Plain
Information Sheet was provided to parents to explain information about the program, possible
risks for participating, and the participant’s rights and responsibilities. Over two visits to the
community, before the program commenced, parents were informed by a school or
community member about the program and was granted time to ask questions. During this
time, parents were reminded of their right to withdraw from the program at any time. Also,
parents signed consent forms and completed the SDQ. They were informed that the children
would be asked to assent to the program.
After the program, the parents and teachers completed the SDQ and participated in the
interviews. Data were collected by a research team member and Community Liaison Officer
with a minimum of a month between the two waves of data collection. The post or second
wave of data was collected two weeks after the program had ended.
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Intensive Child Centered Play Therapy (iCCPT)
The senior educator at Aboriginal community school had spoken at length with
Traditional Owners, Elders, families, and teachers about the emotional and behavioral
concern for the children over the years of her employment. Multiple community engagement
visits contributed to the collaboration and development of this program. This engagement
ensured the program was suitable and potentially meaningful for the needs of the community.
Three clinicians delivered the play therapy sessions; all clinicians were qualified,
registered therapists. Two of these clinicians were Registered Play Therapists of the
Australasia Pacific Play Therapy Association. The other clinician was an Aboriginal Clinical
Psychologist with more than 200 hours of Play Therapy training. All clinicians had acquired
extensive experience working with children who exhibit significant behavioral concerns.
Furthermore, all clinicians had worked across a diversity of cultures, for at least five years.
Professional supervision of the therapists was provided via a phone link to an accredited Play
Therapy Supervisor of the Association for Play Therapy, USA, during the implementation of
the program. Each clinician received two hours of individual and two hours of group
supervision.
Ray (2011) recommends that researchers should assess whether CCPT was
implemented with fidelity. To assess the fidelity of this therapy, the sessions would need to
be recorded and then evaluated. Unfortunately, the Elders of this community did not approve
these recordings.
Therefore, other procedures were necessary to maintain the fidelity of this therapy.
First, only experienced CCPT therapists—therapists with at least two years’ experience—
conducted the therapy. Second, all therapists received standardized and extensive training
before the intervention, minimally spanning approximately 200 hours. To buttress this
training, all participants read and utilized the manual developed by Dee Ray (2011).

INTENSIVE PLAY THERAPY IN ABORIGINAL COMMUNITIES

164

Before the program started, the team of three therapists set up three playrooms in the
school with comparable toys and resources. The playroom consisted of three categories of
toys, as identified by Landreth (2012). The playroom included real-life toys comprising doll
families, dress-ups, puppets, cars, boats, airplanes, medical kit, pretend food, kitchen toys, a
cash register, and play money. Also, the playroom comprised acting-out aggressive-release
toys such as a bop bag, toy soldiers, wild animals and dinosaur toys, a toy gun, handcuffs and
items that can be broken or destroyed such as egg cartons. Finally, the playroom included
toys for creative expression and emotional release, such as paints, paper, crayons, playdoh,
blocks, and musical instruments, to enable creativity.
The intensive Children Centred Play Therapy (iCCPT) comprised two individual-30minute play therapy sessions a day for ten days. The children were collected from their
classroom twice a day by a therapist. They were invited into the playroom by stating that they
could “play with the toys in here in most of the ways they would like.” After the session, the
children were escorted back to their classroom by the therapist.
Therapeutic Parenting Program
A filial based, psychoeducational, therapeutic parenting program was convened twice,
for two hours, at the same time as the iCCPT program. In this Aboriginal community, women
tend to speak to women and men tend to speak to men. To fulfil this custom, only women
attended this program. The content of the program explored parent’s experiences of being
parented and being parents as well as the key features of child development. Furthermore, the
program briefly imparted parenting skills such as tracking, reflection of content and feelings,
limit setting and choice giving (Landreth, 2012). The framework for this program was guided
by discussions with the community Elders and community members before implementing the
program.
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Therapeutic Professional Development
A filial based, psychoeducational, therapeutic professional development program was
also implemented over a half a day, hosted in the community, to assist educators residing in
the community and surrounding areas. The training covered brief Child Centered Play
Therapy theory and experientially explored the application of CCPT’s skills such as tracking,
reflection of feeling and limit setting. The program also briefly included child development,
the impact of trauma, and how teachers can enhance relationships with children in the
classroom. The framework for this program was guided by discussions with the community
Elders and community members before implementing the program.
Results
Level of Participation
Initially, participants consisted of 16 children: ten boys and six girls. Ten of the sixteen
children were residing with a carer, either with a relative or a foster carer. For five
participants, a family sibling or cousin-sibling also participated in the program. All children,
at the time of initial data collection, were community residents. Because of the transient
nature of the community, seven children no longer resided in the community by the end of
the program and were not included in the analysis. The whole project provided 176 play
therapy sessions, with 39 of these sessions provided to the seven children later excluded from
the analysis.
The final participant group was nine children—comprising seven boys and two girls,
between the ages of five and twelve years old, with a mean age of 7.9 years old (SD= 1.85).
Of the nine children, seven lived with foster caregivers or next of kin caregivers, and two
resided with their biological parents. Six children were from one classroom, whereas three
other children were from three other classrooms. The nine children attended 137 Child
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Centered Play Therapy sessions: 19, 19, 18, 18, 15, 14, 12, 12, and 10 for the nine children,
respectively. The mean number of sessions was 15 sessions (SD=3.4).
The invitations for the two therapeutic parenting sessions were inclusive and open to all
women in the community. The two therapeutic parenting sessions over the duration of the
program included 39 female parents. The first parenting session initially attracted 16
attendees, with eight parents remaining for the duration. In the second parenting session, 23
parents initially attended, with 17 attending the full duration. The parenting sessions spanned
2 hours each. The duration of the session could have been too long for some parents, causing
them to tire and leave early. Some parents who left later indicated that they had to attend
other commitments. The author met individually with the parents of children who
participated in the program; information on their child’s progress was not shared.
The professional development day comprised of 18 participants. Nine participants
were school educators, two were principals, two traveled from Alice Springs and were mental
health professionals, and five were educators from surrounding schools. Because of limited
professional development opportunities in the surrounding region, the training was offered to
the neighboring Aboriginal communities. One participant traveled nine hours to attend the
Therapeutic Professional Development program. Four teachers were involved in the program
and completed the SDQs for their participating students.
Level of Behavioral Problems
A paired samples t-test (α = .05) was conducted to examine whether total difficulties, as
rated by parents, changed across time. Dependent t-tests assume the differences between the
scores before and after the intervention conform to a normal distribution. In this sample, a
Kolmogorov-Smirnov test did not uncover any deviations from this assumption. As Table 1
shows, total difficulties before the program was statistically higher than total difficulties after
the program, 95% CI [7.27, 15.6], (t(8) = 6.32; p<.01). The effect size was 1.35. Before the

INTENSIVE PLAY THERAPY IN ABORIGINAL COMMUNITIES

167

program, four out of nine children were rated in the Very High classification, two were rated
as High, one child was Slightly Raised, and two children were assigned to the Close to the
Average range. After the program, three children were classified as very high, four children
as slightly raised and two children in the close to average’ range.
The ratings of teachers were subjected to a paired samples t-test. Total difficulties
before the program were significantly higher than total difficulties after the program, 95% CI
[-1.12, 5.12], t(8) = 1.78; p<.05. The effect size was 1.03. Before the program, SDQ Total
Difficulties score showed all participating children in the very high classification. After the
program, the scores showed six children were still classified as very high; however, three
children had decreased to only high in total difficulties after the treatment of iCCPT.

Table 1
SDQ Total Difficulty scores of Parent and Teacher Before and After the Program (N = 9)
Preprogram
Total Difficulties

M

Postprogram
SD

M

SD

Parent

34.89

9.14

23.44**

8.50

Teacher

37.11

5.84

35.11*

1.95

Note. SDQ - Strengths and Difﬁculties Questionnaire. *p < .05. **p < .01.

None of the subscales changed significantly across time—except the teacher ratings for
emotional problems, which significantly diminished after the intervention— arguably
because power diminishes when subscales, comprising fewer items, are utilized. None of the
other subscales changed over time. Nevertheless, even after the intervention, many of these
problems were high relative to established Australian norms (Mellor, 2005; See Table 2).
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Table 2
Paired samples of Parent and teacher pre-and-post SDQ scores (N = 9)

Pretest
Variable
Emotional Problems
Parent
Teacher
Conduct Problems
Parent
Teacher
Hyperactivity
Parent
Teacher
Peer Problems
Parent
Teacher
Pro-Social Behaviours
Parent
Teacher

Posttest

Australian Norma

M

SD

M

SD

M

SD

t

4.11
5.89

2.42
2.85

4.33
5.33

2.55
2.87

2.10
1.40

2.00
1.70

-.20
1.9*

4.89
6.56

2.32
1.67

4.33
7.11

2.40
2.21

1.50
1.00

1.60
1.50

1.10
-.64

5.11
8.00

3.14
0.87

4.33
8.22

2.18
1.64

3.10
2.50

2.40
2.60

1.40
-.37

3.44
3.44

1.51
1.51

2.67
2.67

1.90
1.80

1.60
1.60

1.90
1.80

1.30
1.26

5.78
4.78

2.17
2.56

5.22
4.00

1.79
2.65

8.30
7.80

1.70
2.10

1.30
0.90

Note. SDQ = Strengths and Difﬁculties Questionnaire.
a
Collected from parents, teachers, and youth in a random sample consisting of 910
individuals ages 7–17 recruited through government schools across Victoria, Australia
(Mellor, 2005).
*p <.05.
Interviews
The semi-structured post interview with parents provided qualitative data about what
caregivers felt about their relationship with their child before the program started and after
the program had finished. During these interviews, parents were asked to consider if they
believe their child-parent relationship has changed and if so, in what way. Parents were asked
about their child’s behavior and feedback on the parenting program.
The data were subjected to a thematic analysis, complying with the principles that
Braun and Clarke (2006) recommend. That is, the primary researcher scanned the transcripts
of interviews, recording initial assumptions, before coding chunks of data and integrating
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related codes to uncover themes. The data were then scrutinized again to refine these themes.
Several themes were distilled from these answers.
First, some parents reported the children exhibited greater attention and compliance
after the program, although this improvement was not universal. One parent replied to the
question “what’s their behavior been like since play therapy program has finished?’ with “I
am not worried about him at the moment, I am happy about him. He’s been happy and
listening. I ask him to come to school, and he comes with me. He even brought his little
brother to school.” Other caregivers stated, “Her behavior has been good; she listens and does
what she is asked” and “he has not been in trouble as much at school or home.” One
grandmother reported that her grandchild is:
Not cranky anymore, she is making her bed now and putting rubbish in the bin. She is
getting better. She was very sad, and now she’s getting better. She’s a happier girl, now
she goes and plays basketball with other children, and she is not humbugging me
anymore. She kisses me goodnight.
Nevertheless, some parents reported that their child’s behaviors were the same as
before the program started or only noticed an “Okay improvement.” This feedback is broadly
consistent with the SDQ scores.
Second, some parents reported improvements in their relationship with their children.
For example, when parents were asked about their relationships since the iCCPT program,
one parent reported “It is a bit stronger, he listens a bit more” and “it’s better, he is happy at
home when he comes home he hugs me.”
Third, parents indicated they liked the social features of the parent program. When
describing the parenting program, some parents indicated that they “wished they had more
time to talk to the ladies,” “more time to learn new ways,” and that “it was helpful.”
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Fourth, the children also expressed favorable attitudes towards the play therapy. When
asked about the play therapy program, one parent reported “he (the child participant) liked
that lady (the play therapist). He came home and told me it was really good to play with toys
and to learn with that lady.”
An indicator of the practical significance of this program is a teacher’s statement about
a student in her class:
My student had a massive meltdown today, and I had to "evacuate" the classroom for
the safety of all students. I remained with the one having the meltdown and used your
tracking technique in addressing what was happening. He calmed down so quickly. He
is a student who was attending sessions, and I must say, I am so surprised and
impressed with how quickly he was able to manage his anger and how quickly he
"turned" around! He even put the classroom back together again. I do not believe the
outcome would have been the same nor resolved so quickly prior to you guys being
here. So, thank you.
Child Centered Play Therapy skills were adapted and integrated into four of the five
participating classrooms as reported by the teachers who also attended the training. One of
the participating classroom teachers choose not to attend the training because the training was
convened on a weekend. A new teacher who participated in the training mentioned that she
had attempted the CCPT tracking skills while a few children played nearby. She excitedly
reported that these children began to approach her and engage her while they continued
playing. She stated she was surprised by how “natural it was to build rapport,” despite
experiencing difficulties in the past with the same children.
Discussion
This pilot study was designed to ascertain the potential of an intensive Child Centered
Play Therapy (iCCPT) program to address some of the child and family mental health issues,
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found in one Aboriginal community. Both parent and teacher reports were gathered to ensure
the results cannot be ascribed to the biases of one of these segments. According to both
parent and teacher ratings, the children exhibited fewer problem behaviors after the program.
Results indicated that iCCPT, in conjunction with filial based psychoeducation for parents
and teachers, may provide developmentally relevant and culturally applicable therapy while
circumventing obstacles that impede services to remote and vulnerable populations.
Improvements in behavior could be ascribed to the effect of time, novelty, or attrition.
To illustrate, the children most amenable to this therapy were perhaps the most likely to
continue to participate, biasing the sample. Future studies should thus implement designs
that redress this complication. For example, these studies might conduct a waitlist control
trial. Nevertheless, any benefits to play therapy could then be ascribed to extraneous features,
such as interactions with a therapist. Alternatively, these studies might compare two
conditions that are similar, except one key feature—such as the degree to which children can
choose the toys—is varied. This design, however, would not establish the benefits of CCPT
but the impact of a specific feature or principle. Furthermore, small-group or single-subject
designs may be applicable, such as an ABAB design.
Three features of this approach could explain the benefits of iCCPT to children in
Aboriginal communities. First, because of the principles that underpin CCPT, this approach is
sensitive to the needs, cultures, and histories of children in Aboriginal communities. In
particular, the cornerstone of CCPT is the expression of genuine empathy, unconditional
positive regard, and unambiguous limits. In these settings, children forge a sense of control
and mastery, developing qualities that assimilate their personal needs with cultural norms.
Indeed, CCPT aligns with the nine guiding principles that Swan and Raphael (1995)
advocated facilitating the mental health and wellbeing of Aboriginal Australians, such as
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offering a means that empowers individuals to regain a sense of control and mastery over
their lives.
Second, this approach addresses one of the key challenges that Aboriginal children and
families encounter— limited accessibility of therapy services—by increasing the frequency
of therapeutic sessions. When the program is intensive, families can develop a strong
relationship with the therapists. In contrast, when the program is not intensive, families
recognize the therapists might not return for weeks, months, or perhaps not at all. The
families, therefore, might not disclose their concerns or develop a rapport with therapists.
Because we applied an intensive model, families seemed to forge open relationships with
therapists swiftly. We noticed that families did not only connect with the therapist who was
assisting their child but approached and consulted with the other therapists as well. These
connections are central to Aboriginal worldviews, grounded in connectedness to the
community, spirituality, and the environment (Sanson & Dudgeon, 2000).
Thirdly, another key focus of this program was to train the Child Centered Play
Therapy principles and skills to parents and teachers— recognizing the centrality of strong
familial relationships and the importance of teacher-child relationships for Aboriginal
children. Although parents stated the parenting program was helpful, the limitations of the
structure of the two sessions were evident. The first session was psycho-educational,
describing Child Centered Play Therapy theory and the skills. After starting the conversation,
parents wanted to learn more about their personal experiences of parenting, their challenges
and achievements in parenting, and the critical role of play. However, two sessions were not
enough to resolve all these questions.
Limitations and Recommendations for Future Research
Because of the limited sample size, future research should replicate this study on a
wider scale with increased participation as well as relevant control groups. This project was a
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pilot study that followed the Medical Research Council (2006) framework for complex
interventions. Specifically, the council recommends beginning with non-experimental
methods to accrue evidence that could justify a randomized control trial.
One possible confound is that participation of parents and teachers in the program
might have biased their evaluations of the children. For example, after completing this
program, and thus learning about the merits of play therapy, parents and teachers may have
been more sensitive to improvements in the children, skewing the results.
Arguably, the parent’s participation in the program could bias the responses to the
SDQ. However, participation could increase the likelihood that parents overestimate the
difficulties that children experience. To demonstrate, the program highlights the problem
behaviours that play therapy resolves. Consequently, after parents and teachers participate in
the program, they are likely to become more attuned to problem behaviours. Therefore, these
individuals are likely to overestimate, rather than underestimate, problem behaviours after
completing the program. Therefore, the observation that SDQ scores diminished after
completing the program cannot be ascribed to this potential bias.
The timing of the professional development session for teachers and the Liaison
Officer’s may have created complications. The professional development session was
convened once for four hours on the weekend, in the middle of the iCCPT program, besides a
short briefing about play therapy one month earlier. Teachers and school Liaison Officers
were granted only one week to integrate the knowledge and skills into the classroom.
Teachers and school Liaison Officers could have benefited from starting the program with
more extensive training, complimented with subsequent training in the middle of the
program.
Future research should also assess the effects of parent and teacher training as well as
attitudes towards this training. This information could also be used to clarify the utility of this
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intervention. For example, if this research shows that parental changes in practices are highly
related to behavioral improvements in their children—as rated by teachers—the researchers
can be more confident that such improvements cannot be ascribed to maturation, novelty, or
other extraneous considerations.
The therapists noticed that, after returning to class immediately after their therapy
session, some children exhibited some problems settling back into the classroom
environment. Attention residue theory could be applied to understand this phenomenon,
where rumination of emotional content after therapy is common: thus, children may be
distracted during class (Leroy, 2009). A suggested approach to prevent this complication
would be to recommend that children complete a transitional activity between therapy and
returning to class to support emotional regulation (Dion, 2018). Examples might include
completing an exhausting physical activity, such as jumping, skipping or running (Dion,
2018).
These disrupting behaviors of children soon after they returned from the therapeutic
session might have biased the perceptions of teachers. That is, these behaviors could have
obscured the improvements in behavior. To illustrate, one teacher stated that her
dysregulating student “turned” his behavior around and was regulated enough to tidy up after
he had experienced a “massive meltdown” where he had disordered his classroom.
The final limitation of this study is the intervention comprised the iCCPT model, the
parenting program, and the teacher program. Consequently, the study could not disentangle
the effects of these facets. Future research could thus separate these facets from ascertaining
their relative effects.
Conclusion
The results of this pilot program suggest that iCCPT may be a culturally relevant
therapy to Aboriginal children and their families by providing mental health services to
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children of remote communities who otherwise cannot access therapy. The results of this
pilot study suggest that iCCPT may be a promising therapeutic modality for the mental health
needs of children in Aboriginal communities. Providing a possible 20 CCPT sessions to up
four children per clinician in two weeks can be a cost-effective and feasible modality for
remote locations to consider. Building on this pilot program may lead to a replicable program
customized to the needs of individual communities.
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CHAPTER EIGHT: PT-ISA FORM: MEASURING PLAY THERAPY PROGRESS
This work has been submitted for publication to the International Journal of Play
Therapy. Consent has been granted by all co-authors for the use of this publication in my
PhD thesis.

Wicks, J. M., Moss, S. A., Skinner, T., Schumann, B., & Ray., D. (Submitted). Play
Therapy in Session Assessment form (PT-ISA): Measuring Play Therapy Progress.
International Journal of Play Therapy.

Background
Study 1 and Study 2 substantiated the potential effects of CCPT for children who have
experienced adversity and children who live in remote Aboriginal communities. However,
this approach might not be effective in all children. Furthermore, the approach might need to
be adapted to accommodate the distinct needs of each child. Study 3 is designed to help
practitioners predict which children are to benefit from iCCPT and potentiality, how to adapt
therapy to the unique trajectory of each child.
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Abstract
Child Centered play therapy (CCPT) has been shown to enhance the behavior and wellbeing
of children who exhibit mental health or developmental problems. Research, however, has
not shown how therapists should tailor their intervention to accommodate the distinct
characteristics, trajectory, and needs of each child. To achieve this goal, researchers first need
to measure the characteristics and trajectory of children within sessions, such as the extent to
which the level of aggression or interaction with the therapist's changes over time. One
instrument, called the PT-ISA, was developed to fulfill this need. This study aimed to explore
whether changes in the behaviors and characteristics of children within and across sessions
predict clinical outcomes. Specifically, 17 children participated in 11 to 20 sessions of CCPT.
Both before and after the sessions, their parents and teachers completed the SDQ—a measure
of emotional symptoms, conduct problems, hyperactivity, peer relationship problems, and
prosocial behaviors—to gauge clinical outcomes. In addition, student therapists completed a
refined variant of the PT-ISA after each session. Many characteristics, such as the capacity of
children to tolerate frustrations or their tendency to communicate with therapists verbally,
predicted clinical outcomes. Specifically, the rate of change across sessions, the rate of
change within sessions, deviations from a linear change across sessions, variability within
sessions, and mean levels of various characteristics were related to changes in the SDQ. Eight
clusters of associations were differentiated. The research shows how specific constellations of
behavior during sessions could indicate that therapy needs to be extended or modified.

Keywords: Child Centered play therapy; customization; developmental problems; play
therapy; assessment form
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Many studies have demonstrated that Child Centered play therapy can improve the
behavior and wellbeing of children who experience a range of challenges, such as aggression
and anxiety (Ritzi, Ray, & Schumann, 2017; Schottelkorb, Doumas, & Garcia, 2012;
Stulmaker, & Ray, 2015). These studies, however, tend to measure the behavior of children
only before and after the therapy. Additionally, few studies have explored how the behavior
and characteristics of these children evolve within sessions or across sessions (Cochran et al.,
2010; Cochran, Cochran, Nordling, McAdam, & Miller, 2010; Fall, 1997). Attempts to
characterize these trajectories could generate many benefits. For example, this information
could enable therapists to predict the number of therapeutic sessions a child might need and,
thus, to tailor the intervention accordingly. Likewise, this information could help therapists
customize the treatment plan to accommodate the distinct profile of needs and inclinations of
each child.
To characterize these changes in behavior within and across sessions, researchers have
recently developed the Play Therapy in Session Assessment form (PT-ISA) (Ray, 2011). This
study was designed to address some of the limitations of this instrument. Another aim is to
establish which patterns of behaviour during CCPT could predict outcomes after the
intervention. In addition, this study applied this instrument to show that specific trajectories
of behavior during or across sessions can predict clinical outcomes.
Child Centered Play Therapy
Child Centered Play Therapy (CCPT) is the most widely used play therapy model and
has shaped the development of many other theories of play therapy (Lambert et al., 2007).
During the therapy, children are granted opportunities to play with a range of deliberately
selected toys (Landreth, 2012). The therapist utilizes a variety of strategies to demonstrate
positive regard, empathy, and genuineness (Ray et al., 2015). These strategies are informed
by Person Centred Theory (Ray, 2011; Rogers, 1957) and attachment theory (Ainsworth,
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1979; Bowlby, 1969). Consistent with Person Centred (Ray, 2011; Rogers, 1957) and
attachment theory (Ainsworth, 1979; Bowlby, 1969), in these conditions, children feel safe
enough to explore novel perspectives and will naturally develop adaptive skills. Furthermore,
in this contained environment, a child can express and re-experience past adversities in their
life (Gil, 2017). Because of several principles, such as counterconditioning, abreaction, and
catharsis, children may gradually develop positive associations with features of these events,
diminishing the impact of past adversities (Schaefer & Drewes, 2014).
After each of these play therapy sessions, therapists record their observations of the
child's play behavior during the session (Landreth, 2012; Ray, 2011). Therapists utilize this
information to monitor therapeutic growth and to determine whether the therapy can be
terminated (Cochran, Cochran, Fuss et al., 2010). These case notes also help therapists
communicate a child’s progress to parents and teachers (Landreth, 2012). Nevertheless,
researchers have not systematically explored the associations between these observations and
clinical outcomes (Cochran, Cochran, Fuss et al., 2010).
Stages in Play Therapy
To adapt the therapy and to decide whether the therapy can be terminated, play
therapists must gauge the progress of their clients (Cochran, Cochran, Fuss et al., 2010; Ray,
2011). Consequently, these therapists need to apply a framework that characterizes the
anticipated improvements during CCPT. To fulfil this need, several theorists, such as
Moustakas (1973) and Guerney (2001), have characterized the stages through which clients
tend to progress.
Moustakas (1973) delineated four distinct stages. First, as therapy commences, children
tend to present with undifferentiated or diffused emotions: Feelings of fear, anger, and similar
emotions are not directed to a specific person or experience (Ray, 2011). Second, as therapy
continues, the child begins to direct and focus these emotions onto a specific person or
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experience. Third, over time, after these emotions are often expressed (Ray, 2011), the
intensity of these negative feelings begins to decline. Fourth, towards the end of therapy, the
children become increasingly likely to manifest positive feelings.
In contrast, Guerney (2001) characterized an overlapping but distinct sequence of
stages called warm-up, aggressive, regressive, and mastery (for another renowned
framework, see Landreth, 2012). The duration of each stage can vary from one session too
many sessions, depending on the child. Indeed, especially during a transition, the child might
exhibit a blend of stages. Furthermore, according to Guerney (2001), not all children will
progress through these stages (see also Ray, 2011). Landreth (2012) offered insights into how
therapists could discern progress across these stages. To illustrate, patterns of behavior the
therapist has not observed before in the child often indicate an impending transition into
another stage.
Impediments to the use of stage theories
Three limitations impede the utility of these stage theories to therapists. Specifically,
these theories have not been substantiated empirically (Fall, 1997). That is, limited research
has been conducted to characterize the trajectory of behaviors within and across sessions in
CCPT. In addition, past researchers have not delineated the precise range of behaviors that
epitomize each stage (Fall, 1997; Ray, 2011). For example, in the framework that Moustakas
(1973) developed, a transition from the first stage to the second stage might manifest as a
gradual decrease in aggressive behaviors or other acts. Alternatively, this transition might
manifest as diminished variability in aggressive behaviors overtime or some other pattern.
Assessment of In-Session Progress
To address these limitations, an instrument that enables therapists to record changes in
the behaviors and characteristics of children within sessions and across sessions could be
beneficial. Ray (2011) thus constructed a tool that achieves this goal, called the Assessment
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of In-Session Progress form. After each session, therapists rated the child on 17
characteristics, such as the extent to which the child was aggressive, energetic, messy, verbal,
and able to tolerate frustration. Each characteristic was rated on a 7-point scale. The lowest
and highest values on each scale were assigned labels, such as aggressive and no aggressive
behaviors (Ray, 2011).
Because this tool was developed to assist therapists rather than researchers, several
limitations must be addressed before this instrument is utilized to inform research. First, the
reliability of these characteristics might be limited because the items do not differentiate the
frequency, duration, and intensity of behavior. To illustrate, a high score on aggressive might
indicate the child often acted aggressively or that bouts of aggression were either prolonged
or intense. This ambiguity might diminish the association between ratings on these
characteristics and clinical outcomes.
Second, after each session, therapists rate the child on these 17 characteristics only once
per session. These ratings, therefore, do not clarify whether, within one session, the child
deteriorated, improved, or was erratic. Consequently, the existing tool overlooks important
determinants of progress.
Third, some of the characteristics might blend distinct tendencies. For example, one
item ranges from negative affect to positive affect. Yet, children can show high levels of both
negative affect and positive affect within a confined period. To address these limitations, we
adapted this instrument and changed a few features. Firstly, each item now distinguishes
between frequency, duration, and intensity. Secondly, therapists rate the child three times per
session: first third, second third, and the final third of each session. Thirdly, some of the
characteristics were divided into two items. For example, rather than conceptualize positive
affect and negative affect as two anchors of one item, we included references to positive
affect and negative affect in separate items.
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Indices Derived from the Rating Scale
This adapted instrument can be used to derive indices that might predict clinical
progress and clinical outcomes. In particular, researchers can derive five sets of indices from
the ratings of these characteristics. First, for each characteristic, researchers can compute the
rate of change across sessions. These indices indicate the extent to which the various
characteristics, such as level of aggression, tend to either increase or decrease across the
sessions. High positive values denote a pronounced increase, and high negative values denote
a pronounced decrease, across sessions. Second, researchers can calculate the rate of change
within sessions. These indices signify whether the characteristics tend to increase or decrease
within sessions. High positive values denote a pronounced increase, and high negative values
denote a pronounced decrease, in some characteristic within sessions.
In addition to linear trends over time, the third and four sets of indices gauge variability
or deviations from these linear trends. Specifically, researchers can compute the extent to
which the change in some characteristic, such as aggression, over time deviates from a linear
increase or decrease—called the residual. The residual that was derived from this equation—
equivalent to one minus the R2 value—represented high values signify marked variability or
fluctuation across the sessions, whereas low values signify minimal variability or fluctuation.
In addition, researchers can calculate the variability of some characteristic, such as positive
affect, within sessions, after controlling the linear rate of change. In this instance, high values
indicate marked fluctuation within the sessions on average. Low values indicate the
characteristic tends to change steadily or not at all across sessions.
Finally, researchers can compute the average level of some characteristic, collapsed
across the sessions. These indices signify the average level of aggression, verbalization,
positive affect, negative affect, and so forth across the program.
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Implications of these Indices
Arguably, some indices might predict improvements in behavior and functioning, as
measured by instruments such as the Strengths and Difficulties Questionnaire (Goodman,
1997). To illustrate, counterconditioning could explain how the rate of change across sessions
might be associated with these improvements in behavior and functioning. Specifically,
CCPT might afford children with opportunities to override their entrenched associations
between specific experiences and negative emotions (Drewes, 2001). For example, when
children are exposed to positive experiences with the therapist, their existing associations
between authorities and fear might gradually subside and reverse (Schaefer & Drewes, 2014).
Because this counterconditioning is gradual, these children might exhibit a steady increase in
their willingness to involve the therapist across the sessions. Furthermore, this
counterconditioning and the concomitant decrease in fear might diminish avoidance and
could thus improve behavior and functioning (Schaefer & Drewes, 2014). Hence, a positive
rate of change across sessions in some adaptive characteristics, such as willingness to involve
the therapist, should predict overall improvement in behavior and functioning.
In contrast, attachment theory could partly explain how the rate of change within
sessions might predict global improvements in behavior. To demonstrate, children who have
developed an insecure attachment style do not tend to trust unfamiliar individuals (Ryan,
2004). They might, therefore, seem wary at the beginning of sessions—particularly early in
the program. Yet, some of the cardinal features of CCPT, such as unconditional positive
regard, may prime memories of support and thus activate a secure attachment style.
Therefore, as the session proceeds, the children may become more inclined to interact with
the therapist (Ray, 2011). Furthermore, while they experience this secure attachment, the
children are more willing to explore novel opportunities, extending their repertoire of social,
emotional, and behavioral skills (Landreth, 2012). A positive rate of change within sessions
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in some adaptive characteristics, such as willingness to involve the therapist, might thus be
related to overall improvement in behavior and functioning.
In addition, the notion of abreaction might partly explain how deviation from a linear
increase or decrease across sessions could predict overall improvements in behavior and
functioning. To illustrate, while playing with the toys, children might relive or revive
memories of past adversities and experiences (Schaefer & Drewes, 2014). In the early
sessions, the resurrection of these experiences might elicit many negative emotions (Gil,
2017). Yet, consistent with research on abreaction, as the children relive these experiences,
the negative emotions these adversities evoke will gradually subside (Schaefer, 1994). That
is, the impact of these experiences may diminish as a consequence of habituation.
Alternatively, these experiences may become associated with positive fantasies or verbal
labels. Thus, across the sessions, some children will initially experience an increase, and then
eventually a decrease, in negative emotions—and thus a sizeable deviation from a linear
change over time. Yet, this deviation will tend to predict improvements in global behavior
and functioning as a consequence of abreaction.
Similarly, catharsis might partly explain how variability within sessions could predict
overall improvements in behaviour (Schaefer & Drewes, 2014). Early in a session, children
might enact behaviours that release or discharge the physiological manifestations of anger,
frustration, and similar emotions (Landreth, 2001; Ray, 2011). Although the effects of this
catharsis are complex and not always favourable, in some circumstances, this release could
improve the emotional state of the children (Ginsberg, 1993). The children may not feel as
tense and thus might be more receptive to novel opportunities, facilitating their development
(Ray, 2011). Therefore, within a session, the children might experience a surge and then a
decline in aggressive or impulsive behaviours. This variability might predict a decrease in
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tension, a greater receptivity to novel experiences, and hence an improvement in behavior
and functioning.
Finally, elevated levels of some characteristics across the sessions—such as positive
emotions—could also predict improvement in behavior and functioning (Ray, 2011). That is,
research indicates that CCPT might elicit a range of positive emotions in children (Ray et al.,
2015). According to broaden and build theory, these emotions can facilitate the acquisition of
cognitive, emotional, social, and behavioral skills (Fredrickson, 2001). That is, positive
emotions tend to broaden the scope of attention and thus increase the receptivity of
individuals to diverse experiences and perspectives. In short, indices that represent the rate of
change across the session, the rate of change within sessions, fluctuations across sessions,
fluctuations within sessions, and overall levels of various characteristics could predict
improvements in behavior and functioning.
The Present Study
This study aimed to refine, adapt and validate the Assessment of In-Session Progress
form by capturing observable behaviors children exhibit in a session and over multiple
sessions. The second aim of this research was to establish which patterns of behavior during
and across sessions predict outcomes after the intervention. These aims are vital because,
unless practitioners can predict clinical outcomes, they might not tailor their practices
appropriately. They might, for example, devote inadequate or excessive time to some
children, either compromising clinical progress or squandering resources. They might also
overlook cues that indicate the therapeutic practices might need to be adapted or modified.
Method
Participants
The children in this study were enrolled in an Australian primary school. The principal
and the School Wellbeing Team identified children who could participate in CCPT. Because
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the principle and School Wellbeing Team had interacted with children and families
previously, they were in a better position than researchers to ascertain which students might
be receptive to CCPT. The participating children were all rated high or very high on the SDQ
in at least one of the five domains, as scored by a parent, teacher, or both. Furthermore,
children were excluded from the study if the parents did not speak English or had not
consented to their child participating in the program. The initial sample consisted of 18
children, ten boys, and eight girls, aged between 5.4 and 9.6, with a mean age of 7.49 years
old (SD= 1.3).
All children resided with a biological parent at the time of the study. Two children were
siblings; none of the other children was related to each other biologically. In addition, the
children were students of twelve different classrooms from the same Australian school. Six of
the teachers completed instruments about one child, and six of the teachers completed
instruments about two children.
Because of unforeseen circumstances, one parent could not complete the SDQ after the
program; the data this child generated were omitted from the analyses. The final sample thus
consisted of 17 children, comprising nine boys and eight girls, between the ages of 5.4 years
and 9.6 years old, with a mean age of 7.6 years old (SD= 1.3).
Therapy Sessions
Five student play therapists delivered CCPT in an Australian mainstream school located
in the Northern part of Australia. These students were training to be Registered Play
Therapists at Charles Darwin University and were Provisional Registered Play Therapists
Members with the Australasia Pacific Play Therapy Association. The therapists had accrued
over 200 hours of play therapy training at a graduate level. Each of these therapists received
one hour of individual supervision and one hour of group supervision—from a registered play
therapy supervisor—every day of the play therapy program.
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The CCPT was delivered intensively, comprising two individual play therapy sessions a
day, each 30-minutes in duration, for ten days. The children were collected from their
classroom twice a day by a student play therapist and returned immediately after their
sessions. Two registered play therapy supervisors oversaw the program. One supervisor was
Australian registered, whereas the other supervisor was American registered.
Four playrooms comprised comparable toys and resources, including three categories of
toys—real-life toys, aggressive-release toys, and creative expression and emotional
release—as identified by Landreth (2012). The playrooms were in school offices and
storerooms around the primary school. For the duration of the program, the allocated rooms
were used for the purpose of play therapy only.
Measures
Strengths and Difficulties Questionnaire (SDQ). Parents and teachers completed
Goodman’s (1997) SDQ two weeks before and two weeks after the program. This measure is
used to assess psychological adjustment in children aged between 4 and 10 years of age. The
SDQ comprises 25 items that are divided into five attributes: emotional symptoms (e.g.,
“Nervous or clingy in new situations”), conduct problems (e.g., “Steals from home, school or
elsewhere”), hyperactivity and inattention (e.g., “Constantly fidgeting or squirming”), peer
relationship problems (e.g., “Rather solitary, tends to play alone”), and prosocial behaviors
(e.g., “Often volunteers to help other”). Items were assessed on a three-point rating scale: not
true, somewhat true, and certainly true. The SDQ is often used in Australia. One of the
largest Australian studies that used the SDQ was the Longitudinal Study of Aboriginal
Children, an initiative implemented by the Australian Government (aifs.gov, 2013).
Play Therapy In-Session Assessment Form (PT-ISA). The adjusted variant of the
Assessment of In-Session Progress comprised 21 characteristics, as specified in Appendix A.
After each session, therapists rated the degree to which the child exhibited these 21
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characteristics on a 7-point scale three times—for the first third, second third, and the final
third of the session respectively.
To standardize the scoring procedure, the student play therapists participated in a sixhour training session. During this session, these individuals reviewed the same CCPT session
over video and discussed the scores they assigned to each characteristic.
Procedure
Ethics approval was gained from the Human Research Ethics Committee of Charles
Darwin University and the Northern Territory’s Department of Education Research
Committee. Two months before the program started, the principal and School Wellbeing
Team corresponded regularly with the researchers to develop an intensive program that is
suited to their school environment.
Four weeks before data were first collected, all parents received information,
disseminated by the school, about the program and were granted time to ask the researchers
questions. Data were first collected two weeks before the CCPT program commenced.
During this time, parents and teachers signed consent forms and completed the SDQ. Parents
were informed that the children would be asked to assent to the program. The two-week
intensive CCPT program was then delivered. Two weeks after the program ended, parents
and teachers completed the SDQ again.
Occasionally, some children were absent from school or chose to abstain from a
therapy session. Only three children attended all 20 sessions, two children attended 19
sessions, and five children attended 18 sessions. The remaining children attended between 11
and 17 sessions. The mean number of sessions attended was 17 (SD=2.8).
Each play therapy student completed the Play Therapy In-Session Assessment Form
(PT-ISA) after each CCPT session. Once completed, the forms were returned to the
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supervisors. This procedure prevented the student play therapists from reviewing previous
scores—a possible source of bias.
Data Analysis
For each characteristic, we calculated five indices. First, to compute the rate of change
across sessions, we subjected the ratings to linear regression, in which the predictor was time,
and the criterion was the ratings. The B coefficient thus represented the rate of change across
the sessions for each child. Second, the residual that was derived from this equation
represented the deviation from a linear trend. Third, to compute the rate of change within
sessions, for each session, we subtracted the rating during the first third from the rating
during the final third and divided by two. We then calculated the average of these values
across the sessions. Fourth, to compute variability of change within sessions, we calculated
the standard deviation of ratings within each session and then averaged across the sessions.
This index was examined only after controlling the rate of change within sessions to control
linear changes within sessions. The final index was the average level on each characteristic
Next, we calculated the partial correlation between each index and each SDQ subscale
after the CCPT program after controlling the corresponding SDQ subscale before the CCPT
program. For example, we calculated the correlation between the average level of aggressive
behaviour and conduct problems after the intervention—but after controlling conduct
problems before the intervention. This technique is statistically equivalent to including only
children who exhibit the same levels of conduct problems before the intervention.
Consequently, differences across children in conduct problems after the intervention can be
ascribed solely to the play therapy. Significant partial correlations correspond to indices that
are associated with changes in SDQ subscales.

INTENSIVE PLAY THERAPY IN ABORIGINAL COMMUNITIES

190

Results
In a forthcoming paper, we report the SDQ total scores and subscales, both before and
after the session. The parent reports indicated that emotional problems, conduct problems,
and hyperactivity tended to decrease significantly over time. The SDQ total scores were 20.9
on average (SD = 7.47) before the intervention and 15.7 on average (SD =5.55) after the
intervention. Furthermore, teacher reports indicated that hyperactivity subsided and prosocial behavior increased significantly over time. The SDQ total scores were 17.8 on average
(SD = 6.24) before the intervention and 15.7 on average (SD =9.62) after the intervention.
The CCPT program did not affect the other subscales significantly.
After computing the partial correlations, we identified clusters of overlapping
associations. Approximately 12% of the correlations were significant. Specifically, we
uncovered pairs of positive correlations or pairs of negative correlations that comprise the
same index, either within the same or different thirds—such as variability of aggression
within sessions—and outcomes that generate correlations above 0.3 in previous studies —
such as conduct problems and emotional problems respectively. Likewise, we uncovered
pairs of positive correlations or pairs of negative correlations that comprise the same outcome
but characteristics that were strongly correlated with each other in this sample, such as play
involving therapist and proximity to the therapist. Pairs of correlations that shared one of the
variables in common were assigned to the same cluster. This procedure uncovered eight
clusters of overlapping associations.
Table 1 specifies the significant associations that correspond to each cluster. These
findings indicate that slope within and across sessions, variability within sessions, deviation
from linear relationships across sessions, and average levels of each characteristic were often
related to changes in clinical outcomes, as gauged by the SDQ. Consequently, these findings
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offer preliminary evidence that PT-ISA form could be used to predict the degree to which
children are likely to benefit from CCPT.
Specifically, the first cluster reveals that elevated or rising levels of self-directed play,
mastery play, frustration tolerance, and uninhibited play are inversely related to behavioral
problems, whereas shifts in play are positively related to these problems. The second cluster
indicates that elevated or rising levels of self-esteem and frustration tolerance are positively
related to social problems manifested as peer problems and limited pro-social behaviour. The
third cluster reveals that variability in self-directed play, proximity to the therapist, thematic
play, and regressive behavior are negatively associated with developmental problems. The
fourth cluster demonstrates that variability in play above developmental age, positive affect,
and mastery play are positively related to developmental problems. The fifth cluster reveals
that variability in proximity to, and involvement with, the therapist as well as variability in
self-directed play, is positively associated with developmental problems. The sixth cluster
indicates that elevated or rising levels of frequency of verbalization, play above
developmental age, and thematic play—but limited or diminishing levels of breaking limits
or uninhibited play—are inversely associated with developmental problems. The seventh
cluster demonstrates that rising levels of aggression and activity are negatively related to
conduct problems and peer problems, respectively. The final cluster shows that elevated or
rising levels of negative affect are positively related to problems at home but negatively
related to developmental problems at school. Besides the second cluster, none of the clusters
seemed to revolve around specific clinical outcomes; this finding is unsurprising because
adversities that exacerbate problems in one subscale of the SDQ often exacerbate problems in
the other subscales. See table 1.
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Discussion
We now attempt to speculate on the source of these clusters. Ray (2011) developed the
Play Therapy in Session Assessment form, or PT-ISA, to enable play therapy practitioners to
characterize the behavior of clients during and across sessions. In principle, this tool could
enable therapists to customize the treatment plan and accommodate the distinct challenges,
characteristics, and needs of each child (Cochran, Cochran, Nordling et al., 2010).
Ultimately, this tool could significantly enhance the efficacy and efficiency of CCPT.
To achieve this goal, however, researchers first need to ascertain how the behaviors and
characteristics of children during sessions might predict clinical outcomes. Without this
information, therapists cannot be certain of which behavior and characteristics might signify
problems or improvements. The aim of this study, therefore, was to establish which patterns
of behavior during CCPT could predict outcomes after the intervention. Furthermore, in this
research, we modified the PT-ISA to circumvent a few limitations with this tool. In
particular, to prevent ambiguity, we distinguished between the frequency, duration, and
intensity of behaviors. To explore changes within sessions, we evaluated the children during
the first third, second third, and the final third of each session. Finally, we divided
characteristics that blended distinct tendencies into separate items.
For this study, we conducted between 11 and 20 sessions of play therapy sessions with
17 children. The SDQ was administered before and after these sessions to gauge clinical
outcomes. In addition, the PT-ISA was completed after each session.
Many of the characteristics of children during the sessions, as measured by the PT-ISA,
predicted clinical outcomes. In particular, the rate of change across sessions, the rate of
change within sessions, deviations from a linear change across sessions, variability within
sessions, and mean levels of various characteristics were related to changes in the SDQ.
These findings offer preliminary evidence that measures of behavior during sessions, such as
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the PT-ISA, could be used to predict the degree to which children are likely to benefit from
CCPT.
To interpret these findings, we identified pairs of partial correlations that comprise the
same index and related outcomes as well as pairs of correlations that comprise the same
outcome and correlated characteristics. This procedure generated eight clusters of
overlapping partial correlations. We now attempt to explain the source of these clusters.
Cluster 1: The Benefit of Embracing Risks
The first cluster of partial correlations could be ascribed to the capacity of children to
embrace risks. Characteristics that help children embrace the risks of attempting and
persisting with challenging scenarios tends to enhance the benefits of play therapy. For
example, children who engage in self-directed play and uninhibited play—rather than involve
the therapists excessively—seem to embrace these risks. Children who tolerate frustrations
and gravitate to mastery play instead of regressive behavior or rapid shifts in play appear to
demonstrate persistence with challenging scenarios. This capacity to embrace risks could
explain some improvement in clinical outcomes.
Cluster 2: The Association between Dominance and Aggression
The second cluster of partial correlations can be imputed to the notion that feelings of
dominance can provoke aggressive behavior. That is, although the capacity to embrace risks
might be adaptive, feelings of dominance—as gauged by positive self-evaluations as well as
persistence in response to frustrations—can nevertheless increase the likelihood of aggressive
behavior, rather than pro-social behavior, towards peers. To illustrate, when individuals
report elevated self-esteem and sense of resilience—comparable to frustration tolerance—
they experience a sense of dominance—a feel they occupy an elevated position in their social
hierarchy (Kirkpatrick, Waugh, Valencia, & Webster, 2002). In particular, according to
Kirkpatrick throughout evolution, this state of dominance is a signal that individuals are
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likely to prevail in contests. Consequently, in this state, individuals assume they can
perpetrate aggressive acts effectively. This premise is consistent with research that
corroborates the positive association between self-esteem and aggression (Kirkpatrick et al.,
2002).
Cluster 3: Experiences that can Both Facilitate and Impede Development
The third cluster of partial correlations can be explained by the prospect that some
experiences can both facilitate and impede development. For example, self-directed play may
enable children to explore important experiences and emotions but might not extend their
repertoire of behaviors during play. Many shifts in play might impair the capacity of children
to explore specific experiences in depth but can expose these individuals to more scenarios.
Likewise, the regressive play will typically stifle development; however, some bouts of
regressive play can be helpful, enabling the child to connect novel behaviors to entrenched
habits, analogous to the concept of elaborative encoding (Anderson & Bradshaw, 1982).
Consequently, both high levels and low levels on these characteristics, and thus pronounced
variability over time, could be beneficial.
Cluster 4: Fragile versus Stable Self-Concepts
Despite the benefits of this diversity in experiences, variability in some characteristics
could be indicative of several detrimental tendencies. Some detrimental tendencies could
explain the fourth cluster of partial correlations. For example, for some children, adolescents,
and adults, self-esteem and self-efficacy—and the ensuing positive emotions—are dependent
upon minor events and are thus fragile (Kernis, 2003). This fragility in self-esteem and selfefficacy tends to impair resilience (for a review, see Kernis, 2003). Likewise, variability in
mastery play and play above their developmental age might also coincide with variability in
self-efficacy and thus predict fragility. Consequently, this fragility could diminish the
tendency of children to embrace unfamiliar activities, stifling their development.
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Cluster 5: Variations in Attachment Style
The fifth cluster of partial correlations can be ascribed to another source of variability:
variability in social characteristics. Specifically, variability within and across sessions in
social characteristics—manifesting as inconsistent levels of engagement with the therapist—
might be indicative of insecure attachment styles (Ainsworth, 1979). Children who develop
an anxious, ambivalent attachment style often oscillate from excessive dependence on
attachment figures to complete neglect of attachment figures (Whelan & Stewart, 2015).
Likewise, children who develop this attachment style may tend to maintain rather than
relinquish proximity to therapists as the session proceeds—but fail to develop a stronger,
trusting relationship across the sessions. Consequently, this variability in social
characteristics might diminish the benefits of CCPT.
Cluster 6: The Benefits of Abstract Conceptualizations
The sixth cluster of partial correlations can be ascribed to construal level theory (Trope,
Liberman, & Wakslak, 2007). In particular, some characteristics help children process
memories and experiences more abstractly or conceptually. That is, these children orient their
attention to overarching patterns rather than specific details. For example, thematic play,
verbal interactions with therapists, and play that exceeds their developmental age may all
facilitate this capacity. This capacity helps children extract insights from their experiences,
facilitating development (Forster & Dannenberg, 2010). In contrast, children who orient their
attention to their more immediate needs—and thus tend to be more impulsive and uninhibited
rather than compliant—are not as likely to process memories and experiences abstractly.
Hence, impulsive and uninhibited behavior might limit development.
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Cluster 7: The Benefits of Catharsis
The seventh cluster of partial correlations could be ascribed to the effects of catharsis.
That is, after children learn to release frustrations and anger, feelings of tension in their body
sometimes dissipate, expediting development and increasing positive affect (Schaefer &
Drewes, 2014). This process is called catharsis (Schaefer & Drewes, 2014). Thus, increases
in aggression and activity across sessions could actually be beneficial to the development of
some children.
Alternatively, this cluster of correlations could be ascribed to compensatory play. That
is, as Piaget (1951) discussed, while playing, children often initiate acts that simulate
fantasies—in particular, how they would have liked unpleasant events to have unfolded. This
compensatory play can nullify the impact of past adversities and thus promote development.
The compensatory play could also explain why increases in aggression and activity across
sessions might have been adaptive.
Cluster 8: The Conflicting Effects of Negative Emotions
The final cluster of partial correlations might reflect the divergent effects of negative
emotions. That is, the experience of negative emotions can generate diverse consequences. In
particular, consistent with Broaden and Build Theory (Fredrickson, 2001), negative emotions
tend to diminish the scope of attention and, therefore, could limit the benefits of play therapy.
Conversely, according to subjective uncertainty reduction theory, negative emotions,
especially anxiety and uncertainty, tend to increase the extent to which individuals conform
(e.g., Smith, Hogg, Martin, & Terry, 2007). After completing play therapy, children who
experience negative emotions might conform more effectively at school or other social
settings. Therefore, play therapy, coupled with negative emotions, could limit change at home
but improve behavior at school.
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Limitations and Recommendations for Future Research
Before utilizing these results to predict the clinical outcomes of clients, several
limitations of this study should be acknowledged and addressed. First, most but not all
associations seem consistent with established principles of play therapy in particular and
psychology in general. That is, these eight clusters explain 86.2% of the partial correlations.
However, 13.8% of the significant associations could not be as readily explained. Future
research should thus attempt to assess whether these associations are reliable or Type I errors.
Second, the sample size was limited in both size and diversity. All the participants had
demonstrated acute problems, defined as the most severe 5 to 10% of the population, in at
least one of the five SDQ domains. These children were also students of only one Australian
primary school. Some of the observed associations might not generalize to other populations.
For example, if problems are only mild to moderate or if the children live in a collectivist
nation, self-esteem might not translate into aggression but instead foster more suitable
interactions with peers. Consequently, future studies should explore samples of children with
different psychological problems in a diversity of cultures.
Third, some of the measures, such as the rate of change across sessions, might depend
on the frequency of sessions. In this study, the CCPT was delivered intensively: two sessions
were arranged each day. Traditionally, the sessions tend to be distributed over a longer
duration. Future research should explore whether a traditional approach affects the
associations between the characteristics during sessions and clinical outcomes.
Finally, in this study, student play therapists completed the PT-ISA form. Experienced
play therapists might be able to differentiate similar behaviors more effectively, potentially
increasing statistical power. Future studies could, therefore, assess whether student play
therapists and experienced play therapists generate comparable results.
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In conclusion, this study demonstrated that characteristics of children within and across
sessions predict clinical outcomes. Once these relationships are replicated and corroborated,
the next phase of this research is to explore how therapists should respond to these
characteristics. This research, for example, might demonstrate the duration of therapy,
frequency of therapy, or other features of therapy should depend on the characteristics and
behaviors of children during the sessions.
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CHAPTER NINE: DISCUSSION
Australian Aboriginal children who reside in remote communities are not as able access
to mental health treatment services compared to children who reside in major cities (Hunter,
2007). Numerous studies have demonstrated that children living in remote or very remote
areas demonstrate, on average, higher rates of mental health disorders and problematic
behaviours such as hyperactivity, anxiety, and conduct issues (AIHW 2012, 2015; Gordon,
Hallahan, & Henry, 2002; Hunter, 2007; Kelly et al., 2008, 2010; Titterton, 2017). Evidence
also shows higher rates of inadequate housing and overcrowding, greater incarceration rates,
and higher levels of psychological distress among Aboriginal adults who reside in remote
locations (AIHW 2012; Hunter, 2007; Titterton, 2017). Such adverse events further
compromise the psychological, emotional, social and physical health of developing children
in remote communities (Raphael, Swan, & Martinek, 1998; Hunter, 2007).
Adverse experiences during childhood elicit traumatic reactions and often culminate in
long-term deleterious consequences such as neurobiological changes, impaired attachment
and nervous system functioning, as well as relationship issues across the lifespan. Trauma is
defined as an automatic, physiological, and neurobiological response to an overwhelming
event coupled with a complete loss of control and a sense of powerlessness (Perry 2009;Perry
& Szalavitz, 2017; van der Kolk, 2014). According to the Adverse Childhood Experience
study, around sixty per cent of the population will experience at least one adversity before the
age of eighteen (Felitti et al., 1998). Severe adversities are especially likely to provoke
psychological and physical health problems (Felitti et al., 1998).
Despite the prevalence of adverse experiences, treatment of childhood trauma is scarce
in Australia (Hunter, 2007). A common barrier for child mental health services in rural and
remote communities is the limited availability of developmentally appropriate and culturally
sensitive provisions (AIFS, 2013; Close the Gap Report, 2018; Hunter, 2007; Kelly et al.,
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2008, 2010). For example, in Australia, six times more psychologists are available in major
cities in comparison to remote communities (Mathews et al., 2010). Frequently, in Aboriginal
communities, mental health care is provided either by the local health centres or by a small
number of GPs or visiting mental health practitioners. In many communities, no resident
mental health services have been established; these communities depend on visiting services
or need to travel to communities where services are available. Additionally, most mental
health services in remote Northern Australia primarily focus on adult mental health and will
only attend remote locations for child mental health crises as required (Griffith &
Christensen, 2007).
One possible solution to this limited availability of mental health services for children
in remote locations is intensive Child Centred Play Therapy (iCCPT). CCPT is a mental
health counselling intervention for children presenting with a range of social-emotional and
behavioural concerns (Bratton et al., 2005; Leblanc & Ritchie, 2001; Lin & Bratton, 2015;
Ray, Armstrong, Balkin, & Jayne, 2015). During CCPT, the therapist offers children
opportunities to play with toys to express and resolve their challenges and emotions (Ray,
2011). The therapist does not direct the child but does describe the emotions the child
exhibits during play (Landreth, 2012).
The developmental appropriateness and healing properties of play, coupled with the
therapeutic relationship between a therapist and child, is central to most play therapy models
(Phillips & Landreth, 1998). Despite the diversity of play therapy theories, such as Gestalt,
Adlerian and cognitive-behavioural play therapy, CCPT is the most widely used and
researched worldwide (Lin & Bratton, 2015; Phillips & Landreth, 1998). CCPT delivered
intensively has been shown to be an effective model of therapy for reducing problematic
behaviours in children (Jones & Landreth, 2002; Kot, Landreth, & Giordano, 1998; Ritzi,
Ray, & Schumann, 2017). However, researchers have not explored the effectiveness of an
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intensive Child Centered Play Therapy (iCCPT) program—a program in which play therapy
is provided twice a day— in an Australian remote Aboriginal community with children who
have experienced trauma.
In the present thesis, Study 1 was designed to assess the viability and utility of iCCPT
in a mainstream primary school, located in a major city in Northern Australia: Darwin.
Participants of this study were not specifically Aboriginal and did not reside in remote
locations at the time. Study 2 replicated Study 1, except the program, was implemented in a
remote Aboriginal community also located in Northern Australia. All participants of Study 2
identified as Aboriginal and were currently living in a remote location in Australia. Study 1
and Study 2 showed that intensive CCPT improved behaviour over time. Additionally,
because of limited research on customising therapy to accommodate the distinct
characteristics, trajectory, and needs of each child, Study 3 was conducted utilising the Play
Therapy-In Session Assessment (PT-ISA) form. Study 3 used data from Study 1 and explored
changes in the behaviours and characteristics of children within and across play therapy
sessions as an attempt to predict clinical outcomes.
Shortfalls in Past Literature and Practice
One of the major concerns for the authors was the cultural applicability of play therapy
for Aboriginal Australian children. At this time, most of the mental health therapies that are
provided in Aboriginal communities entails cognitive behavioural therapy (CBT)—and these
services are primarily directed toward adults (Dudgeon, & Kelly, 2014). This observation
prompted Dudgeon and Kelly (2014) to state that:
The current approach to delivering one set of CBT services or any other mainstream
therapy to all, not only assumes cultural homogeneity, but fails to take account of risk
and protective factors to be found in the domains of social and emotional well-being or
to accommodate the impact of the social and historical determinants of mental health
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outcomes for Aboriginal and Torres Strait Islander people—the current drivers of the
still-widening mental health gap between Indigenous and other Australians. (p. 10)
Additionally, Dudgeon and Kelly (2014, p. 10) warn that CBT is a “Western therapy”
and is “culturally unaware,” “blind,” and “not culturally responsive” to Aboriginal
Australians. Dudgeon and Kelly (2014) additionally asserted that:
Some Aboriginal healing models that have come from a grounded Indigenous base may
use techniques drawn from Western therapies at appropriate stages of the healing
journey… In summary, the history of mental health and Aboriginal and Torres Strait
Islander people has shown why some psychological approaches such as CBT can only
ever be part of the tools that might be used in a broader framework that is required to
address and strengthen Aboriginal and Torres Strait Islander people’s wellbeing. (p. 11)
Although Dudgeon and Kelly (2014)’s discussion centred mostly around adult
participants, the context is relevant to child mental health. That is, child practitioners need to
apply therapeutic approaches that accommodate the distinct cultural milieu in Aboriginal
communities. Arguably, CCPT achieves this goal. In particular, CCPT is an empirically
supported child counselling approach that has been applied effectively to a wide range of
diverse cultures (Lin & Bratton, 2015). Results from a meta-analysis reveal a statistically
significant mean effect size of 0.76 for fifteen CCPT studies, which included non-Caucasian
child participants compared to 0.33 for 15 CCPT studies with mainly Caucasian child
participants (Lin & Bratton, 2015). These results suggest that CCPT is a culturally responsive
counselling intervention for diverse child populations (Lin & Bratton, 2015).
An intensive variant of Child Centred Play Therapy (iCCPT) had not been extensively
studied. Indeed, only three studies have examined iCCPT, and each study explored this
approach in a distinct population. The first study to evaluate an intensive variant of CCPT
was conducted by Kot, Landreth and Giordano (1998). The researchers focused on children
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who have witnessed domestic violence and were residing in a shelter. Children participating
in this study received twelve sessions of CCPT, six sessions a week across a fortnight.
According to parents, the participating children demonstrated a significant increase in selfconcept and a significant decrease in external and total behavioural problems compared to the
control group.
The second study to evaluate intensive CCPT was conducted by Jones and Landreth
(2002), who explored the efficacy of intensive individual play therapy for chronically ill
children. Children diagnosed with insulin-dependent diabetes participated in twelve sessions,
four sessions a week over three weeks. According to parent’s report, children who received
intensified CCPT demonstrated a statistically significant improvement in diabetes adaptation
and adherence behaviour compared to the control group. Three months later, the children
who received intensive CCPT still showed more improvement than did the control group.
The third study was conducted in Australia by Ritzi, Ray, and Schumann, (2017) and
focused on children who exhibited externalizing behaviours. This study did not deliberately
identify Aboriginal children in the sample. Children who participated in this study received
two play therapy sessions daily for two weeks. As the results showed, the degree to which the
children exhibited externalising behaviours, as reported by the teacher and parent, decreased
significantly.
All three of these studies provided individual play therapy, ranging from 30 to 45
minutes. No therapeutic parenting or teacher programs were provided in these studies.
Despite promising evidence that iCCPT is effective, play therapy with Australian Aboriginal
children delivered intensively or traditionally had not been studied.
Potential Complications of iCCPT models
Several considerations imply that intensive therapy—relative to more traditional
formats in which therapy is offered approximately once a week—could elicit some
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complications. These complications might be especially pronounced in children who have
been exposed to significant adversity. First, the accelerated nature of therapy could be
emotionally and physically exhausting for the child client. Intensive therapy could deplete the
client’s resources, exhausting the child before the next session.
To clarify the impact and likelihood of this exhaustion, the theory called ego depletion
is informative. Ego depletion is a theory that assumes that mental effort is derived from a
pool of limited resources (Baumeister et al., 1998; Van Reet, 2015). According to egodepletion theory, activities that demand mental effort exhaust resources from this limited pool
of resources. Consequently, individuals cannot undertake other tasks that demand mental
effort until these resources are replenished (Moss, 2016). Only a limited array of activities
replenishes these resources, such as the consumption of glucose, the experience of positive
emotions, and rest (Moss, 2016). Therefore, adequate restorative time between therapy
sessions would enable people to replenish these resources.
Intensive therapy may not afford the child enough time between sessions to restore their
mental effort. Indeed, in Study 1 and 2, therapists were instructed to arrange a minimum of
one hour between each therapy session, although most sessions were separated by several
hours. Yet, this interval might not be enough to replenish mental resources. Furthermore, this
problem could be especially pronounced in children who have experienced adversity. For
these children, therapy might be particularly likely to elicit strong negative emotions (Moss,
2016). As research shows, the attempt to conceal or suppress negative emotions demands
mental effort and depletes mental resources (Moss, 2016). These children, therefore, might
benefit from longer rest between consecutive sessions.
The second concern that intensive play therapy raises revolves around the prospect of
re-traumatization. Children may naturally process adverse experiences by replicating
traumatic scenes in their play behaviour. The proposed intensive model of two sessions a day,
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over a 2-week period, as opposed to the traditional weekly sessions, for several months,
increases the likelihood that children might re-experience several traumatic events in close
succession, possibly evoking powerful negative emotions. Although CCPT grants children an
opportunity to choose how they would like to play, children exposed to adversities might
naturally gravitate to toys and activities that revolve around their traumatic experiences (Gil,
1991). First introduced by Freud (1919) as a repetitive compulsion, the behavioural
manifestations of trauma may unconsciously compel a child to re-enact these adverse events,
called post-traumatic play (Gil, 1991) potentially desensitises children to these adversities
(Gil, 1991).
Nevertheless, when an intensive model is applied, post-traumatic play can amplify a
range of problems. Specifically, children can become fixated on this post-traumatic play. In
traditional formats, when children attend approximately one session a week, play therapists
are trained to intervene if play becomes fixated, allowing time in between sessions (Gil,
1991). To intervene, most play therapists utilize appropriate empathetic and reflective skills,
reframe scenarios, and apply limit setting skills (Landreth, 2012).
However, in intensive formats, when children may attend more than one session a
week, these clients might re-experience several traumatic events in close succession. The reenactment of one’s trauma can exacerbate the sensitivity of children to other traumas,
culminating in a burgeoning cycle of distressing emotions. The skills that therapists have
developed to intervene might not be adequate to contain this escalation of emotions because
of the proximity of the next session.
Adaptation to Community Needs
Remote communities are not homogeneous, and the unique circumstances of each
community shape the social and emotional wellbeing of community members. Thus, working
in Aboriginal Communities warrants extensive community engagement. Through community
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engagment, community members should be actively involved in the development of
programs and ensure the content of these programs match the needs and conditions of the
community, people, and organisations.
Therefore, for Study 2, the iCCPT program was developed collaboratively with
members of the Aboriginal community; Elders, parents, and teachers of the Community
School. Additionally, the development of this program was informed by The National
Strategic Framework for Aboriginal and Torres Strait Islander Peoples’ Mental Health and
Social and Emotional Well Being 2004–2009’s nine principles. The nine principles are “1)
Health as holistic; 2) The right to self-determination; 3) The need for cultural understanding;
4) The impact of history in trauma and loss; 5) Recognition of human rights; 6) The impact of
racism and stigma; 7) Recognition of the centrality of kinship; 8) Recognition of cultural
diversity; 9) Recognition of Aboriginal Strengths” (Dudgeon, Kelly, & Walker, 2010, p. 57).
In particular, the Aboriginal Elders and parents requested that skills and knowledge of
community members be a component of the Aboriginal iCCPT program; this request aligned
specifically with principle seven: recognition of the centrality of kinship. Parents and teachers
received education and developed skills on how to manage and understand the emotional and
behavioural consequences of trauma as well as learning skills to enhance the relationships
with their children.
Both Studies 1 and 2 involved extensive community consultation and engagement, over
a significant period, to develop a model that was suitable for remote communities. This
process tailored the program to the Aboriginal community, Papunya.
Study 1
Study 1 was conducted in Darwin, a major city in Northern Australia, combining
iCCPT with a therapeutic parent and teacher program. The primary aim of this study was to
determine the feasibility and utility of an intensive variant of CCPT with children who have
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experienced adversity. Children who participated in the program had experienced at least one
adverse childhood experience, ranging from the death of a parent to the incarceration of a
parent. Because childhood adversity was a focus for this study, parents and teachers were
invited to participate in a parent semi-structured interview and to complete a Strengths and
Difficulties Questionnaire (SDQ)—a measure that gauges the emotional, social, and
behavioural problems of children—before and after the intervention. The semi-structured
interviews before the program commenced explored any historical or current adverse
experiences the children may have experienced. Additionally, children who scored high or
very high on the SDQ in at least one of the five domains, as scored by a parent, teacher, or
both were accepted into the iCCPT program. Two weeks after the program ended, parents
and teachers completed the SDQ and semi-structured interview again.
The iCCPT program was conducted at the participants’ school and was provided during
school hours. Five postgraduate play therapy students of Charles Darwin University, who
received over 200 hours of CCPT training, delivered the CCPT therapy, twice daily, over two
weeks. Play Therapy sessions were 30 minutes in duration. Additionally, each student
therapist received supervision individually and in a group each day of the play therapy
program. Four playrooms were organised with comparable toys and resources, as identified
by Landreth (2012). Each child received therapy from the same therapist, in the same
playroom, throughout the program. Seventeen children received this therapy, comprising nine
boys and eight girls, between the ages of 5.3 years and 9.6 years old, with a mean age of 7.6
years old (SD= 1.28). Because of illness, absences from school, or declining to attend the
session, three out of the seventeen participants received all twenty of the intended play
therapy sessions. Two children attended 19 sessions, and five children attended 18 sessions.
The remaining children attended 17, 16, 14, 13, 13 and 11 sessions, respectively. The mean
number of sessions was 17 sessions (SD=2.8).
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The therapeutic parenting program included psychoeducation on the consequences of
childhood adversity and imparted skills on how to enhance the child-parent relationship. The
parent program was delivered in a group format over two sessions, one in the first week and
the other in the second week of the program. Of the child participants, 64% of their parents
attended the first parent program session. Three parents who did not attend the group session
requested individual sessions to compensate. The second parent training session was hosted
the next week; only 32% of parents attended, with four parents requesting additional
individual sessions. Parents stated that they could not attend the second session because of
illness, unforeseen circumstances, and other events clashing at the same time.
To conduct therapeutic teacher program, an invitation was distributed to all teachers,
teachers-aids and staff who were employed by the school to attend the training program.
Similar to the therapeutic parenting program, the teacher program was provided once in a
group format but was longer in duration. Of the 31 professional who attended, 75% of the
staff taught a student participating in the study. The three other teachers who taught students
in the program could not attend the group session but attended an individual variant of the
same training in the second week of the iCCPT program.
The results of the program, as gauged by parents and teachers, revealed marked
improvements. Parents indicated that emotional problems, conduct problems, and
hyperactivity subsided significantly as a consequence of the program. At the start of the
iCCPT program, 59% of children were classified as very high for total problems. After the
program, only 23% of children were classified as very high, 18% as high, 18% as slightly
raised and 41% as the close to average for total problems. Despite responses of teachers
uncovering less noticeable improvements in the children, the SDQ scores of teachers
indicated that hyperactivity abated, and pro-social behaviour increased, after the program.
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The semi-stricture interview revealed some key insights. For example, 39% parents
indicated their child had not received any counselling services before this program—even
though all children had endured significant adversities in the past and most had exhibited
severe problematic behaviours during the last 6 to 12 months. Interestingly, 53% of the
children had been diagnosed with ADHD, 77% of whom were treated with medication. After
the program, many of the parents expressed favourable attitudes toward the iCCPT program.
The results from this study offered provisional evidence that an intensive model, coupled
with parent and teacher training, could diminish problematic behaviour in children who
reside in remote communities.
Study 2
The second study was conducted in a remote Aboriginal community in Northern
Australia. Study 2, mostly replicated Study 1. The primary aim of this study was to ascertain
the potential of an iCCPT program for Aboriginal children and families and, thus, to address
some of the mental health issues compounded by remote locations. The Aboriginal
community requested the results of this study be published alongside their name rather than
anonymously. Specifically, Elders wanted to show the community embraces therapeutic
interventions and strives actively to foster mental health.
Papunya Community is a small, very remote Aboriginal community, located 240km
northwest of Alice Springs in Northern Australia. According to the Papunya Foundation
website, “It is now home to some displaced Aboriginal people mainly from the Pintupi and
Luritja tribes.” Papunya’s population is over 400 people (ABS, 2016) and is located on
restricted Aboriginal land; researchers need to arrange a permit to enter or traverse the
community. The local language in Papunya is Luritja; English is a third or fourth language
for many local residents.
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Similar to the previous study, the iCCPT included two-parent training sessions and
one teacher training sessions. Qualified therapists, who participated in daily supervision with
an international play therapist supervisor, delivered the iCCPT. Three playrooms were
established using comparable toys and materials. The iCCPT comprised two individual-30minute play therapy sessions a day for ten days. The children were collected from their
classroom twice a day by the same therapist and returned after the play therapy had finished.
The parenting program was facilitated twice, for two hours. Only women attended the
parenting program for cultural reasons. Across the two therapeutic parenting sessions, 39
mothers attended. The therapeutic teacher's program was delivered over half a day, hosted by
the community. Eighteen professionals attended the program with nine participants belonging
to the school. Other participants were from other schools and organisations, such as
educators, principals, and mental health practitioners. Because of the limited professional
development training, several participants travelled long distances to attend; one participant
drove for 18 hours. The training briefly covered Child Centered Play Therapy theory and
experientially explored the application of CCPT’s skills, such as tracking, reflection of
feeling, and limit setting. The program also briefly addressed information on child
development, the impact of trauma, and how teachers can enhance relationships with children
in the classroom.
The iCCPT program included nine participants, comprising seven boys and two girls,
between the ages of five and twelve years old, with a mean age of 7.9 years old (SD= 1.85).
Of the nine children, seven lived with foster caregivers or next of kin caregivers, and two
resided with their biological parents. Six children were from one classroom, whereas three
other children were from three other classrooms. The nine children attended 137 Child
Centered Play Therapy sessions: 19, 19, 18, 18, 15, 14, 12, 12, and 10 for the nine children,
respectively. The mean number of sessions was 15 sessions (SD=3.4).
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According to both parent and teacher ratings, the children exhibited fewer problem
behaviours after the program, including emotional problems. For example, before the
program, for total difficulties, four out of nine children were rated in the very high
classification, two were rated as high, one child was slightly raised, and two children were
assigned to the close to the average range. After the program, three children were classified
as very high, four children as slightly raised and two children in the close to average’ range.
According to teachers, before the program, SDQ Total Difficulties score showed all
participating children in the very high classification. After the program, the scores showed six
children were still classified as very high; however, three children had decreased to only high
in total difficulties after the treatment of iCCPT. The results of this pilot program suggest that
iCCPT may be a culturally appropriate therapy for Aboriginal children and their families.
Study 3
Study 3 was conducted in a school located in Darwin, Northern Australia, combining
iCCPT with a therapeutic parent and teacher program. The population used for this study
involved the same participants in Study 1. Parents and Teachers were administered the
Strengths and Difficulties Questionnaire (SDQ)—a measure that gauges the emotional,
social, and behavioural problems of children—before and after the intervention. The aim of
study 3 was designed to help practitioners predict which children are to benefit from iCCPT
and to consider adaptions that might be required for the unique trajectory of each child.
The play therapists completed the Play Therapy -In Session Assessment (PT-ISA)
forms after each CCPT session in Study 1. The therapists did not review the forms once
completed. Instead, these forms were returned to supervisors to avoid potential bias from
previous sessions.
Five indices were derived from each characteristic on the PT-ISA form. First, a linear
regression analysis was used to compute the rate of change across sessions, in which the
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predictor was session number, and the criterion was the ratings. The B coefficient thus
represented rate of change across the sessions for each child. Second, the residual that was
derived from this equation represented deviation from a linear trend—a measure of
variability. Third, to compute rate of change within sessions, for each session, the rating
during the first third of this session was subtracted from the rating during the final third and
divided by two. Then the average of these values across the sessions was calculated. Fourth,
to compute variability of change within sessions, standard deviation of ratings within each
session and then averaged across the sessions were calculated. This index was examined only
after controlling rate of change within sessions to control linear changes within
sessions. Finally, the mean score of each characteristic across the sessions was computed.
To examine which indices predict clinical outcomes, the partial correlation between
each index and each SDQ subscale after the CCPT program was calculated after controlling
the corresponding SDQ subscale before the CCPT program. Significant partial correlations
correspond to indices that are associated with changes in SDQ subscales. These partial
correlations revealed eight clusters of overlapping associations. Overlapping associations
refer to sets of correlations that include related indices or measures. For example, pairs of
positive or negative correlations that comprise the same index—such as variability of
aggression within sessions—and related outcomes—such as conduct problems and emotional
problems—would have been assigned to the same cluster. Moreover, pairs of positive
correlations or negative correlations that comprise the same outcome but correlated
characteristics, such as play involving therapist and proximity to the therapist, would also be
assigned to the same cluster.
The first cluster, the benefit of embracing risk, can be ascribed to children’s capacity to
embrace risks. Specifically, elevated or rising levels of self-directed play, mastery play,
frustration tolerance, and uninhibited play were inversely related to behavioural problems,
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whereas shifts in play were positively related to these problems. This cluster suggests that
characteristics that help children embrace the risks of attempting and persisting with
challenging scenarios tend to enhance the benefits of play therapy.
The second cluster revealed an association between dominance and aggression. That is,
elevated or rising levels of self-esteem and frustration tolerance were positively related to
social problems. Children who experienced feelings of agency and dominance exhibited
aggressive behaviour, supporting the notion that self-esteem can sometimes manifest as
aggression (Kirkpatrick et al., 2002).
The third cluster revealed that some experiences can both facilitate and impede
development. For example, frequent shifts in play may not promote depth in play but can
expose individuals to more play scenarios Likewise, regressive play will typically stifle
development; however, some bouts of regressive play can be helpful, enabling the child to
connect novel behaviours to entrenched habits, analogous to the concept of elaborative
encoding (Anderson & Bradshaw, 1982). Therefore, both high levels and low levels on these
characteristics, manifesting as pronounced variability over time, could be beneficial.
The fourth cluster revolved around the distinction between fragile versus stable selfconcepts. Specifically, variability in play above developmental age, positive affect, and
mastery play was actually positively related to developmental problems. To explain this
finding, for some children, adolescents, and adults, self-esteem and self-efficacy—and the
ensuing positive emotions—are dependent upon minor events and are thus fragile (Kernis,
2003). This fragility in self-esteem and self-efficacy tends to impair resilience (for a review,
see Kernis, 2003). Consequently, this fragility could diminish the tendency of children to
embrace unfamiliar activities, stifling their development.
The fifth cluster related to variations in attachment style. In particular, variability in
proximity to, and involvement with, the therapist as well as variability in self-directed play,

INTENSIVE PLAY THERAPY IN ABORIGINAL COMMUNITIES

214

was positively associated with developmental problems. This cluster could be indicative of
insecure attachment styles, especially an anxious or ambivalent attachment style (Ainsworth,
1979). For example, children may remain in proximity to the therapist but fail to develop a
stronger, trusting relationship across the sessions. The child, therefore, is not as willing to
explore unfamiliar scenarios. Consequently, this variability in how the child interacts with the
therapist could reflect anxious or ambivalent attachment, diminishing the benefits of CCPT.
The sixth cluster revolves around the benefits of abstract conceptualizations. That is,
elevated or rising levels of frequency of verbalization, play above developmental age, and
thematic play—but limited or diminishing levels of breaking limits or uninhibited play—
were inversely associated with developmental problems. Construal level theory can partly
explain this pattern of observations (Trope, Liberman, & Wakslak, 2007). According to this
theory, some characteristics, such as intelligence, increase the likelihood that children process
memories and experiences more abstractly or conceptually; these children orient attention to
overarching patterns rather than specific details (Trope, Liberman, & Wakslak, 2007).
Thematic play, verbal interactions with therapists, and play that exceeds their developmental
age may reflect this capacity. Such abstract thinking might facilitate development because the
child can more readily appreciate associations between diverse concepts.
The seventh cluster may stem from the benefits of catharsis. In particular, rising levels
of aggression and activity were negatively related to conduct problems and peer problems,
respectively. Arguably, after children learn to release frustrations and anger, feelings of
tension in their body sometimes dissipate, expediting development and increasing positive
affect (Schaefer & Drewes, 2014).
The final cluster revealed the conflicting effects of negative emotions. That is, elevated
or rising levels of negative affect were positively related to problems at home but not at
school. After completing play therapy, children who experience negative emotions might
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conform more effectively at school or other social settings because anxiety and uncertainty
tend to increase the extent to which individuals conform (e.g., Smith, Hogg, Martin, & Terry,
2007). Therefore, play therapy, coupled with negative emotions, could limit change at home
but improve behaviour at school. For the clusters, see table 7.1
Alternative explanations of Key Results
Although both Study 1 and Study 2 showed that iCCPT is effective, alternative
accounts could explain these results. For example, some of the results could be ascribed to
the fundamental attribution bias, Hawthorne effect, Pygmalion effect, or demand
characteristics (Barnes, 2010; Orne, 1969; Ross, 1977; Sue & Abe, 2008).
Specifically, a cognitive process known as the fundamental attribution bias could
explain improvements in the SDQ scores, as gauged by parents and teachers in Studies 1 and
2. The fundamental attribution bias refers to the tendency of individuals to disregard or
underestimate, the extent to which the context or circumstances could explain problematic
behaviour. That is, individuals tend to ascribe behaviours to personality characteristics rather
than circumstances (Ross, 1977). For example, when a child lies, individuals may assume this
child is manipulative but discount the stressful circumstances that could have provoked this
lie. Analogously, children who have experienced trauma communicate their experiences in
problematic behaviours and emotions (Perry, 2009). Accordingly, some of these undesired
behaviours and emotions can be imputed to the ramifications of severe stress rather than
enduring traits.
Arguably, the therapeutic parent and teacher program provided an opportunity for adult
participants to consider the circumstances that might have shaped the child’s behaviour. That
is, during this program, parents and teachers may have become more attuned to the effects of
childhood trauma on child development. Indeed, parents from Studies 1 and 2 reported
feeling more patient towards the attempts of their children to express their concerns

INTENSIVE PLAY THERAPY IN ABORIGINAL COMMUNITIES

216

behaviourally and emotionally. This more nuanced understanding of the child’s behaviour
could temper unfavourable perceptions of the child’s behaviour, even if child’s behaviour
does not improve objectively. Therefore, after the program, parents and teachers may have
underestimated the behavioural problems of the children, skewing the SDQ scores.
Nevertheless, this account is unlikely to explain the pattern of results. Specifically,
after the program, parents and teachers would most likely become more attuned to the child’s
behaviours (Landreth, 2012). That is, extensive discussion about social problems, emotional
problems, and hyperactivity should have increased the sensitivity of parents and, to a lesser
extent, teachers to these behaviours. Hence, after the program, parents and teachers are more
likely to have overestimated, rather than underestimated, emotional and behavioural problems
in children. Consequently, the fundamental attribution bias is unlikely to have explained the
decrease in SDQ scores, as gauges by parents and teachers, after the program.
Instead, the psychological phenomenon known as the Hawthorne effect could partly, or
wholly, explain why parents and teachers indicated that behaviour improved after the
program in Studies 1 and 2. The Hawthorne effect refers to the tendency of people to feel
more motivated and hopeful in response to a novel initiative (Barnes, 2010). In this study, the
behaviour of children—or even the support of parents—might have improved merely because
the program was novel. Yet, because this sense of novelty wanes over time, this improvement
is unlikely to endure.
Alternatively, because of the Hawthorn effect, parents and teachers might expect the
child to improve, evoking a sense of hope, but culminating in disappointment later if these
expectations are not fulfilled. After the program during Study 1, a parent described wanting
the program to improve their child’s behaviour by “one hundred per cent” and that they
hoped play therapy was the “magic” that the child needed. Despite efforts to prevent these
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unrealistic expectations, this parent described feeling desperate for help. This parent did not
attend any of the parenting programs.
To prevent Hawthorne effects, researchers often include an active control group. Future
research could apply a cluster randomized control trial to allocate some communities to
iCCPT and some communities to an active control group. However, because of ethical,
cultural concerns, cluster-randomized control trials, in which the preferred program is
withheld from a community, are seldom feasible in Aboriginal communities.
Third, the observed effects of iCCPT could be ascribed to the Pygmalion effect. As
studies on this effect demonstrate, when parents or teachers expect improvement or
favourable performance, children are more likely to respond accordingly (Sue & Abe, 2008).
Parents and teachers who participated in the program most likely expected their undesired
behaviours to subside. As studies on the Pygmalian effect show, these expectations can
influence the behaviour of parents and teachers. For example, parents and teachers may be
less inclined to monitor the child vigilantly. The child, therefore, might feel trusted and
respected, culminating in more suitable behaviour.
Finally, demand characteristics could also explain the observed benefits of iCCPT.
Demand characteristics refer to the subtle, inadvertent cues in an experiment that impart the
hypotheses to participants (Orne, 1969). These participants then tend to enact behaviours that
are aligned to these hypotheses.
During Study 1 and 2, parents and teachers of the child participants may have been
exposed to cues that imply that emotional, social, and behavioural problems should subside
over time. These expectations could have biased responses to the SDQ and could have shaped
answers to the semi-structured interviews. To prevent demand characteristics, researchers
tend to involve blind or double-blind procedures in their studies. That is, in these studies,
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neither the participants or the researchers who interact with these participants are unaware of
who is receiving the treatment.
However, in Study 2, a double-blind procedure with Aboriginal child participants
would have raised ethical concerns. Specifically, as the Medical Research Council guidelines
(2006) underscores, programs designed to evaluate innovative programs warrants many
phases. Typically, pilot programs should be implemented several times, without control
groups, to understand the intricacies and impediments of these interventions better. Only after
this phase should researchers consider randomized control trials. Because no previous
research has examined the effectiveness of intensive play therapy in Aboriginal populations,
we decided not to implement a control group in this study.
Nevertheless, to mitigate demand characteristics, the play therapists minimized contact
with the parents and teachers during the intervention. Parents and teachers did not receive
feedback from the play therapists about the children during the iCCPT program. If parents or
teachers expressed concerns about a child, the general feedback was provided by a supervisor
of the program to support these individuals. For example, during therapy, while children
process traumatic information, they may sometimes exhibit more externalising behaviours
than previously, such as crying. These behaviours facilitate recovery but still need to be
managed. Parents and teachers received simple strategies on how to moderate these
behaviours. Parents and teachers in Study 1 and 2 stated that these strategies tempered these
behaviours quickly.
Limitations and Future Research
Several significant limitations to the current research should be acknowledged. First,
despite the observed improvement in behaviour after the program, individual play therapy
may not be the most appropriate form of therapy for Aboriginal children. Individual therapy
focuses on the development of a one-to-one relationships with the therapist. In Australian
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Aboriginal culture, individuals may be more receptive to approaches that accommodate
kinship relationships (Dudgeon, Kelly, & Walker, 2010). Conceivably, individual therapy
might entail behaviours that deviate from the customs of kinship relationships. In contrast,
group interventions might be able to accommodate kinship relationships more effectively
and, therefore, could be more applicable in Aboriginal communities.
However, according to Landreth (2012), individual therapy often needs to precede
group interventions. That is, group interventions are not recommended for children who
demonstrate disruptive behaviours. For example, when children exhibit highly aggressive or
violent behaviour, demonstrate significant attachment problems, or have experienced early
childhood neglect, trauma or sexual abuse, they may not benefit from group intervention.
Landreth (2012) suggests group play therapy may be more appropriate only after individual
therapy has enabled a child the opportunity to process some of the adverse experiences and to
develop a trusting, safe relationship with the therapist.
Second, the sample sizes in Studies 1 and 2 were small. Because of the small sample
size, the generalisability of the findings is limited. Therefore, these results need to be
interpreted with caution and replication is warranted in more Aboriginal communities.
Furthermore, because of the small sample size, these studies could not determine which
characteristics of children, or circumstances in the community, affect the utility of iCCPT.
Future research is thus necessary to ascertain whether various characteristics or
circumstances, such as family dynamics, moderate the effect of iCCPT on clinical outcomes.
Third, in Studies 1 and 2, the parenting and teacher program was combined with the
iCCPT program. Consequently, the researchers cannot ascertain whether the iCCPT, the
parent program, the teacher program, or a combination contributed to the improved SDQ
scores over time.
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Although ostensibly a limitation, future attempts to disentangle these effects could
provoke a range of complications. If the parenting and teacher programs are withdrawn, the
iCCPT program might elicit some problems. One example could be that parents and teachers
may not appreciate the benefits of play. They might conceptualize this play as indulgent and,
therefore, might compensate by instructing children to attempt more challenging or tedious
activities later. Accordingly, if the parenting and teacher program is excluded, iCCPT may
not be as beneficial. Nevertheless, in practice, especially in Aboriginal communities, iCCPT
should be coupled with parent and teacher programs to prevent misconceptions and to engage
members.
Fourth, because Studies 1 and 2 did not include control groups, consistent with the
principles of the Medical Research Council (2006) framework for complex interventions, the
results could be ascribed to natural changes over time. That is, as children age and mature,
emotional, social, and behavioural problems may gradually dissipate. This effect of maturity
could partly, if not wholly, explain the observed benefits of iCCPT. Although existing norms
do not suggest that SDQ scores change rapidly over time, at least some of the benefits of
iCCPT could be ascribed to maturity or other changes over time.
To offset this limitation, in the future, researchers could utilize a cluster randomized
control trial. Children in some communities would be randomly allocated to iCCPT, and
children in other communities would be randomly allocated to a control group. For example,
the study could include a control group in which children may receive a different form of
children’s counselling, such as Cognitive Behavioural Therapy rather than Child Centred
Play Therapy. Alternatively, the control group could involve the traditional delivery of play
therapy—in which children receive approximately one session a week—compared to this
intensive variant. Regardless, because the communities are significantly dispersed, this
design would be logistically challenging.
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Rather than a cluster randomized control trial, researchers could implement a
randomized control trial within communities. The problem, however, is that researchers
would need to offer more than one parent and teacher program. If children receive iCCPT,
the parent program would need to revolve around the benefits of play. If children receive
CBT, the parent program might need to be adjusted accordingly. However, attempts to offer
parallel parent and teacher programs could be logistically challenging.
Fifth, the SDQ is a subjective measure and may not accurately reflect improvements in
the children. Many circumstances may contaminate the accuracy of subjective measures. For
example, if parents or teachers experience significant stress during the study, their attitudes
and perceptions may not accurately capture the change in the children. Parents who may
experience problems with attachment may not be as attuned to the child’s behaviour or
improvement; their responses may be inaccurate. Specifically, the ratings may be more
susceptible to the fundamental attribution bias (Ross, 1977), Hawthorne effect (Barnes,
2010), and demand characteristics (Orne, 1969). More objective instruments could
circumvent these problems. An example of an objective measure could be monitoring the
heart rate or salivary cortisol levels of children—measures that can implicitly gauge
responses to stress.
In particular, traumatic experiences often manifest in physiological states, such as
increases in heart rate (Levine & Kline, 2007; Perry 2009; van der Kolk, 2014). For example,
hyperarousal is a universal symptom of accumulative and prolonged adversity, and heart rate,
as well as limited variability in heart rate, are indicators of hyperarousal (Levine & Kline,
2007; Perry & Szalavitz, 2017). Heart rate could thus be monitored over the period of the
intervention.
A typical heart rate for children is around 70-90 beats per minute (Perry & Szalavitz,
2017); however, children who have experienced traumatic events may exhibit significantly
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increased resting heart rates, such as 160 (Perry & Szalavitz, 2017). Furthermore,
psychophysiological reactivity, such as an elevated heart rate shortly after trauma, is
associated with the later development of PTSD (Kassam-Adams, 2005). The participants of
the study included 190 children and adolescents, aged 8 to17 years, who were hospitalised for
traffic-related injuries. Children with an elevated heart rate in the emergency department,
defined as more than two standard deviations higher than the normal resting heart rate for
their age and sex, were more likely to meet criteria for partial or full PTSD months later, even
after controlling age, sex, and injury (Kassam-Adams, 2005). This study and other similar
research imply that heart rate monitoring could be an option to objectively measure the
reduction of symptoms, at least hyperarousal, from iCCPT in the future (Kassam-Adams,
2005; Perry & Szalavitz, 2017). Standard protocols could then be used to interpret changes in
heart rate. For example, elevated levels of heart rate variability tend to coincide with lower
levels of distress
Sixth, the purpose of Studies 1 and 2 was to explore whether iCCPT is suitable to
children who had been exposed to pronounced adversity. Yet, these studies did not include an
in-depth or validated measure to gauge traumatic symptoms or adverse experiences. Instead,
the opinions of Aboriginal Elders, parent, and teachers who were aware of the known
histories of the child participants were sought to determine which children were suitable to
this study—although the SDQ was administered to validate these opinions. Unfortunately, no
current psychological measure or tool evaluates Aboriginal childhood trauma symptomology
and adverse experiences. This shortfall could, at least partly, be ascribed to the extensive
history and complicated trauma presentation of Australian Aboriginal people stemming from
oppressive legislation and colonisation. Future researchers could attempt to validate a
measure that is suitable for Australian Aboriginal children that gauges the magnitude of
trauma responses and symptoms.
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Seventh, the semi-structured interviews were brief and may not have uncovered rich,
nuanced insights from parents or teachers. Furthermore, in contrast to Study 1, in Study 2, the
semi structure interview was conducted only after the intervention and involved only the
parents, not the teachers. These interviews did not clarify how parents and teachers adapted
their own behaviour during the intervention, the concerns of parents and teachers about play
therapy and the program, the changes in the children over time, and many other vital matters.
Future research could perhaps conduct longer, narrative interviews and potentially subject
these data to constructivist grounded theory or other more extensive methodologies.
Finally, Study 3 utilised the SDQ scores from Study 1 to predict the clinical outcomes
of clients, resulting in eight clusters. These clusters explained 86% of the partial correlations,
with 13.8% of the significant associations unable to be readily explained, and hence, some of
the results could reflect type I errors. Accordingly, future research should be conducted to
replicate these patterns.
Implications of the Research
Despite the limitations, the studies revealed several meaningful findings about the
applicability of an intensive model of child centred play therapy for children who have
experienced adversity in remote Aboriginal communities. Although the iCCPT project was
conducted over 10 days, the therapists felt the children seemed to process trauma and
challenges in their play as they would have, had the therapy been scheduled weekly. For
example, midway through therapy, generally between sessions 5 to 10, problem behaviours
and symptoms often magnify before they subside (Landreth, 2012). In Studies 1 and 2,
parents and teachers reported that children participating presented as more restless after
several sessions, manifesting as difficulties in attention, emotional outbursts, and clingy
behaviour. These behaviours could be indicative of similar behaviours that are reported
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between the 5th – 10th weeks, in traditional play therapy in which sessions tend to be
scheduled weekly.
An implication of Study 3 revolves around managing the expectations of parents. For
example, if children manifested securely attached behaviour--consistent with the patterns
outlined in the fifth cluster--they may need fewer sessions of therapy than children who
display insecure attachment styles (Ainsworth, 1979). This prediction that fewer sessions
may be needed could be shared with parents or funding organisations to manage expectations.
Likewise, consistent with the sixth cluster, some children may exhibit the hallmarks of
abstract conceptualization. That is, some children process memories and experiences more
abstractly or conceptually (Trope, Liberman, & Wakslak, 2007). These children may orient
attention to overarching patterns rather than specific details and might also develop more
rapidly. These expectations are vital because parents need to be able to arrange their lives
around the needs of their children. Consequently, they need to be able to predict the number
of sessions their children might need
However, before the implications of Study 3 are clarified, further research is warranted.
That is, Study 3 uncovered a series of characteristics that predict impaired development. Yet,
further research needs to be conducted to ascertain whether or not attempts to diminish these
characteristics facilitate development.
The recognition of intensive models as a possible treatment modality for children who
reside in remote locations is pertinent to treatment planning, interventions, and even service
costs. The cost of services does not only refer to financial expenses but also in the therapist’s
time accessing remote locations. The reduced time needed for therapeutic professionals to
attend remote communities in an intensive model provides the opportunity for quality and
sufficient therapeutic care. The intensive model has demonstrated that not only can CCPT
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diminish behavioural and emotional problems exhibited by Aboriginal children but could
potentially benefit the whole community.
Because of the diversity and heterogeneity of Aboriginal communities, child mental
health professionals must tailor treatment models to suit the distinct needs and cultural
customs of these communities. An iCCPT model could be a program that Aboriginal
communities utilize to accommodate not only remote locations but the diversity of problems
that children exposed to adversity might exhibit. The program could also enhance the
relationships between children and their caregivers and educators. Child Centred Play
Therapy naturally incorporates children’s abilities to express experiences through playing.
Because the skills of CCPT are applicable to parent and teaching, a program that combines
individual CCPT with a parenting and teacher program is likely to generate more sustainable
effects on children mental health. Upskilling individuals with pre-established relationships,
such as parents and teachers, is one way to holistically approach mental health treatment of
children. Despite further research needed for Australian Aboriginal child mental health in
remote communities, these studies show promising results that suggest an intensive variant of
CCPT may be appropriate treatment for children who have experienced adversity.
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