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This phenomenological study examined the experiences and perceptions of 

child-centered play therapists who deliver shortened sessions in the clinic setting. Using 

the phenomenological analysis procedures based on Moustakas’ modified Stevick-

Colaizzi-Keen method, a coding team of three doctoral students found 10 themes 

related to child-centered play therapists’ (N = 5) experiences delivering shortened 

session lengths.  Each theme is defined and further described using verbatim transcript 

examples.  This study has practical and clinical implications for child-centered play 

therapist development and training.  The results of this study point to the need for 

further research in child-centered play therapists’ experiences delivering play therapy-

as-usual.  Finally, future research regarding the change process in child-centered play 

therapy theory is also implicated. 
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CHILD-CENTERED PLAY THERAPISTS’ EXPERIENCES DELIVERING SHORTENED 

SESSION LENGTHS 

Child-centered play therapy (CCPT) is a developmentally appropriate way of 

helping children with their mental health needs using their own natural language of play 

(Landreth, 2012; Ray, 2011).  In CCPT the relationship between therapist and child is 

both the way and means that change occurs.  Play therapists establish a strong and 

consistent relationship for the child to have a safe space to play out their concerns.  

Traditionally the play therapist meets with the child in a clinic setting for weekly 45-

minute sessions.  However, play therapy is increasingly used in schools, where 30-

minute sessions are more accepted and have now become the norm (Ray, Armstrong, 

Balkin, & Jayne, 2015).  Despite this increasingly common practice, researchers have 

not yet examined how play therapists experience these shortened sessions. 

The purpose of this phenomenological study was to explore the perceptions and 

experiences of therapists who provided CCPT in a shortened 30-minute session length 

in the clinic setting.  More specifically, I explored play therapists’ (a) experience 

regarding the nature of the therapeutic relationship in shortened sessions, (b) 

experience of areas of struggle and triumph in delivering shortened sessions, (c) 

perceptions of conducting shortened sessions in the school and clinic setting, and (d) 

experience of the parent consultation process.  In this study, I utilized the following 

guiding research question: What are the perceptions and experiences of child-centered 

play therapists who conduct shortened 30-minute play therapy sessions in a clinic 

setting?   
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Play therapy research often uses shortened 30-minute sessions to measure 

treatment outcomes and has been doing so consistently since the 1990s (Ray, 

Armstrong, Balkin, & Jayne, 2015).  Play therapy research is often conducted in the 

school environment and therefore tends to use session lengths that are convenient for 

students and teachers that participate in studies (Philips, 2010).   However, a thorough 

review of the literature found no studies that compared outcomes for differing session 

lengths or explored play therapists’ experiences delivering shortened sessions in 

schools. 

Play therapists approach session time in a different way than traditional adult talk 

therapists (Ray, 2011).  This is due, in part, to play therapists’ need to take into 

consideration the developmental capacity of children’s attention when considering time, 

as well as the pragmatic concerns regarding the clean-up and ‘resetting’ of the 

playroom after the conclusion of each session with a child (Landreth, 2012).  Because 

of these extra limitations, Landreth (2012) concluded that 45-minutes was a more 

realistic expectation for a therapeutic play therapy hour.  Ending a Session 5 minutes 

earlier than an adult session would give the play therapist enough time to clean and 

reset the playroom for the next child.   

Landreth (2012) describes session length in CCPT as a boundary to establish 

consistency and safety for the child.  Child-centered play therapists commit to the same 

time, place, and session length for the duration of therapy in order to establish safety in 

the child-therapist relationship (Axline, 1947; Landreth, 2012).  Ray (2011) reports 

typical session times for play therapy are between 30 and 50 minutes, depending on the 

setting and age of the child.  Structuring time is often difficult for children, and Ray 
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cautions play therapists to be consistent in their application of structured time limits in 

order to allow children to learn to use their time in the most effective way.  In this way, if 

a child understands she has 45-minutes to play and will not be able to choose to have 

more time, she will be more likely to utilize her time more wisely to do the work she 

intends to do.  However, it is easy for the intentionality Ray (2011) describes to be lost 

to other factors.  For example, decisions on session length may be driven by 

convenience, arbitrarily decided, or dictated by external forces (e.g., setting limits or 

therapists’ time limitations) instead of being decided solely on the basis of what is best 

for the child. This latter point is exemplified by the fact that session length and treatment 

length vary significantly across CCPT outcome research studies.   

Session length is also inherently wrapped in the CCPT change process.  Rogers’ 

(1961) theorized that six necessary and sufficient conditions must be present within the 

therapist-client relationship over a period of time for personality change to occur: 

1. Two persons are in psychological contact. 

2. The first, whom we shall term the client, is in a state of incongruence, being 
vulnerable or anxious. 

3. The second person, whom we term the therapist, is congruent or integrated in 
the relationship. 

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

5. The therapist experiences an empathic understanding of the client’s internal 
frame of reference and endeavors to communicate this experience to the 
client. 

6. The communication to the client of the therapist’s empathic understanding 
and unconditional positive regard is to a minimal degree achieved. 

Rogers believed these conditions were a direct way to understand the quality of 

the relationship: “If I can provide a certain type of relationship, the other person will 
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discover within himself or herself the capacity to use that relationship for growth and 

change, and personal development will occur” (Rogers, 1961, p. 33).  He took this idea 

even further: “significant positive personality change does not occur except in a 

relationship” (p. 73). 

Phillips (2010), in his review of play therapy research, pointed to the discrepancy 

of treatment length as a limitation of much of the play therapy research.  He argued that 

some studies arbitrarily determine treatment length instead of using an a priori 

approach, which weakens the design and results of these studies.  In CCPT research, 

the same limitation regarding session lengths exists.  The environment of the study 

often dictates the session length utilized by the study.  For example, play therapy 

studies in the school environment almost exclusively use shortened 30-minute sessions 

(Ray et al., 2015).  Given the routines inherent in the school context, it is often difficult 

for school personnel to excuse a child from a class or other scheduled activity for longer 

than 30 minutes, so the time restriction directly impacts the study design.  On the other 

hand, consistent with standard practice, play therapy studies in the clinic environment 

generally utilize 45-minute sessions; the only caveat to this standard ‘rule’, is to provide 

shorter sessions for children that need them for developmental reasons (Ray, 2015).   

 

Adult Outcomes for Shortened Session Lengths 

There is a dearth of empirical literature on the impact of session length in adult 

treatment outcomes (Turner, Valtierra, Talken, Miller, & DeAnda, 1996).  College 

counseling centers are experiencing a rise in student mental health needs in tandem 

with decreasing budgets (Reetz, Bershad, LeViness, & Whitlock, 2016).  This disparity 
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has led to college counseling centers developing novel approaches to time-limited 

therapy, such as decreasing session lengths in order to meet the increased demand for 

mental health services.   

Because of the movement in college counseling centers towards more time-

limited therapies, there is an increased demand for outcome research on the use of 

such approaches with the post-secondary student population. Therefore, session length 

treatment outcome studies focus on adult college-age populations.  

An early study conducted by Dreiblatt and Weatherley (1965), used two separate 

experiments to see if brief-contact therapy had an effect on the psychological state of 

newly admitted psychiatric hospital patients.  The first experiment was a pilot study 

consisting of 44 participants who were newly admitted patients at a hospital.  The 

participants were randomly assigned to one of three groups: a control group receiving 

regular routine care; an experimental group receiving three brief (5-10 minutes) contacts 

each week over a two-week period; and another experimental group receiving six brief 

contacts each week over a two-week period.  This initial experiment yielded results 

consistent with the experimenter’s hypothesis that very brief psychological contacts 

yielded positive increases in self-esteem and lower anxiety. 

Bierenbaum and Nichols (1976) examined the role of emotional catharsis in brief 

emotive psychotherapy and the differential effects of three different session lengths.  

Participants (N = 41) were randomly assigned to one of three groups: a 30-minute 

session length group, a 60-minute group, and a 120-minute group.  All groups received 

brief emotive therapy.  No significant differences were found between groups on initial 
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assessments.  Although the lack of random assignment limits conclusions from this 

study, the results provide support for the potential efficacy of a 30-minute group. 

In a more recent exploration of session length and effectiveness, Turner, 

Valtierra, Talken, Miller, and DeAnda (1996) examined students from a college 

counseling center receiving insight-oriented counseling to investigate the effects of 

session length on treatment outcomes.  Therapists delivering the intervention in this 

study were diverse in licensure, training, and theoretical orientation.  Participants (N = 

94) were randomly assigned to one of two groups: a 30-minute session length group or 

a 50-minute session length group.  Results of multiple measures of adjustment 

indicated both groups were better adjusted after therapy and there was no significant 

difference in adjustment between the 30 and 50-minute groups.  Additionally, no 

statistically significant difference was found for satisfaction between the two groups.  

Turner et al.’s (1996) results suggest 30-minute sessions are an effective option for a 

college counseling center. 

Very little attention has been given to session length in the recent scholarly 

literature.  The most recent study described above is over 30 years old and none of the 

studies used a control group.  Although Turner, Valtierra, Talken, Miller, and DeAnda 

(1996) reported that the impetus for their study was an increase in clients who 

requested shorter session lengths, none of the studies reported the perceptions of the 

clients or therapists who experienced traditional or nontraditional session lengths.   

In the proposed study I aim to increase the understanding of play therapists’ 

experiences delivering shortened sessions.  With this knowledge, I may be able to 

provide a new narrative for play therapists pushing the boundaries of traditional play 
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therapy norms.  I seek to use this research to inform practicing play therapists about 

nontraditional ways of practicing play therapy.  Finally, this study will also begin the 

process of examining CCPT constructs and how they are experienced by play 

therapists, which will hopefully lead to further exploration of traditional and nontraditional 

session lengths. 

 

Method 

Phenomenology is the study of the meaning and nature of things and their core 

essence (Patton, 2002).  Phenomenology is a qualitative methodology that is derived 

from early hermeneutic analysis, or the interpretation of texts for core meanings 

(Moustakas, 1994; Saldaña, 2011).  The primary task for phenomenology researchers is 

to reflect on the data to capture the essence of participants’ experience (Saldaña, 

2011).  Phenomenological research focuses on ascertaining how individuals attribute 

meaning to and make sense of their experiences (Creswell, 2013; Patton, 2002).  I 

selected phenomenology as the qualitative method for this study because my research 

question is focused on the lived-experiences of play therapists (Creswell, 2013).  

Phenomenology as a research method is focused on the creation of themes that 

originate from the combined experiences of the participants.  These themes are 

descriptions of the essence of the combined or shared experiences of participating 

individuals (Hesse-Biber & Leavy, 2011).  

 

Setting 

Two sites were used for this study.  Both were community clinics located on one 
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university campus in the Southeastern United States that the principal investigator 

attended.  Each clinic delivers counseling services to clients as young as three-years-

old and throughout the lifespan.  Most children were seen in the evening hours after 

school.  However, some children who were home-schooled were seen in the morning or 

afternoon. 

The same setting was used for data collection for this study.  All interviews were 

conducted face-to-face in a counseling room in one of the two community clinics.  I used 

redundant means to record the interviews using two audio recorders and a video 

recorder for backup.  Furthermore, participants used computers available in the clinic to 

promptly complete an electronic reflection journal after each play session.  

 

Participants 

Consistent with the phenomenological method, I used purposive sampling to 

select a small sample (N = 5) of participants (Creswell, 2013; Hays & Singh, 2012).  

Participants (see Table 1) were trained play therapists with at least 16 semester credit 

hours (4 courses) of play therapy training and at least one year of clinical practice in a 

clinic setting.     

All participants were doctoral students who possessed terminal master’s degrees 

in counseling and were licensed to practice counseling independently or under 

supervision.  Their primary experience had been delivering CCPT in traditional 45-

minute sessions, although some participants had experience in delivering shortened 

play sessions in school settings.  None of the participants had previous experience 

delivering shortened play sessions in a clinic setting.  During the informed consent 
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process, I ensured that each play therapist was comfortable with their ability to conduct 

shortened 30-minute play sessions in order to ensure ethical delivery of therapy.  Upon 

acceptance into the study, play therapists conducted a CCPT intervention, each session 

lasting 30 minutes, once a week, for a minimum of ten weeks.  See Table 1 for specific 

participant demographics. 

Table 1 

Therapist Participant Demographics 

Participant Agea Sex Ethnicity Number of 
Classes 

Years of 
Experience 

Aquila 28 Female Caucasian 4 4 

Padma 27 Female African 
American 6 3 

Kamala 26 Female Caucasian 7 4 
Bala 28 Female Caucasian 4 4 
Mitra 26 Female Caucasian 4 3 

Note. Number of classes refers to the number of graduate level play therapy classes each participant has 
successfully completed.  Years of experiences refer to the number of years of play therapy experience. 
aParticipant’s age at the start of the study.   

 

One participant, Mitra, had some experience delivering 30-minute sessions in the 

clinic setting.  She reported seeing two developmentally and chronologically young 

children in the past two years who benefitted from having shortened sessions due to 

their inability to attend for a full 45-minute session.  No other participants had 

experience delivering shortened sessions in the clinic.  However, all participants had 

experience delivering shortened 30-minute sessions in the school setting. 

Since all of the play therapists were doctoral students in counselor education, 

some were developing theoretically through the course of this study.  Four participants 

felt fully integrated in person-centered theory and CCPT at the start of and throughout 
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their experience.  One participant, Kamala, identified Adlerian as her guiding theory, but 

eventually felt that she was better guided by Existential-Humanistic theory.  This 

transition, she felt, was partially guided by her experiencing of person-centered theory 

during the course of this study. 

 

Matching with Clients 

Participants were provided a child client upon entrance into the study.  Each 

participant/child match was based on schedule availability, placement on the clinic 

waitlist, child’s age between five and ten years old, and presence of a ‘clinical’ 

designation on at least one syndrome scale on the Child Behavior Checklist (CBCL).  

The client age range was chosen for the therapists to have consistent experiences and 

because the therapeutic needs of children from age five to ten are generally equivalent, 

I chose to limit the intervention to this age range.  Other than clients’ age and CBCL 

scores, the matching process followed already-established matching processes of each 

clinic setting.   

 

Intervention 

All participants in this study conducted child-centered play therapy sessions with 

children between the ages of five and ten years old.  Play therapists participating in this 

study saw a child for one 30-minute child-centered play therapy session per week in the 

clinic setting.  For richness of experience, each play therapist saw their child for a 

minimum of seven sessions.  Seven was chosen as the minimum experience in order to 

allow for participants to have enough time to develop the relationship and for the child to 
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orient to the 30-minute session length. Play therapists also conducted one 15-minute 

parent consultation every three weeks.  On weeks where a parent consultation was 

held, the child was still seen for their 30-minute session.  Although 15-minute parent 

consultations are not standard, I selected this length for both consistency of 

experiences among participants, and to satisfy time and space limitations of the clinic 

environments where this study took place.   

To establish consistency of experiences, therapists were asked to follow the 

CCPT treatment manual (Ray, Purswell, Haas, & Aldrete, 2017).  The protocol informs 

therapists on the play therapy skills required in CCPT.  Verbal skills such as tracking, 

reflecting content, reflecting feeling, returning responsibility, facilitating creativity and 

spontaneity, esteem building and encouraging, facilitating relationship, and limit setting 

are appropriate skills that should be used consistently in CCPT (Ray, 2011).  The 

protocol also requires nonverbal skills such as session structuring, maintaining an open 

stance toward the child, maintaining a connection with the present moment, and tone of 

voice.  Although all participants in the current study had experience delivering CCPT, 

they were re-trained on the CCPT protocol prior to beginning the study.  Furthermore, 

all participants received ongoing weekly supervision with a state licensed counselor-

supervisor. 

Finally, participants in this study conducted a parent consultation immediately 

before the first play session, preceding every three play therapy sessions, and 

immediately before the termination session.  These consultations lasted approximately 

15 minutes.  The purpose of these consultations was for therapists to elicit information 

about the child from the parents, to provide the parents with information about their 
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child, or provide parents with feedback on parenting skills.  For consistency of 

experience, the play therapists followed the CCPT parent consultation protocol 

(Schottelkorb, Swan, & Ogawa, 2015).  The Child-Centered Parent Consultation 

(CCPC) model has five components: (a) forming and maintaining the parent-therapist 

relationship through demonstration of core relationship conditions, (b) demonstrating 

present awareness to listen and respond, (c) respecting parents as experts on their own 

children, (d) sharing relevant knowledge, and (e) teaching therapeutic skills.  All 

participants were re-trained on the CCPC model prior to participating in this study.  

Furthermore, during the course of this study, all participants received weekly 

supervision for parent consultations with a state licensed counselor-supervisor. 

 

Research Team 

The research team consisted of three advanced Ph.D. students, two in 

counseling and one in curriculum and instruction.  One student member of the team was 

the principal investigator, while the other students were not directly related to the study.  

All three researchers were enrolled at a large southeastern university.  The two 

investigators in the counseling Ph.D. program had specialized training in play therapy, 

school based-interventions, and qualitative research.  At the time of the study, the third 

researcher was obtaining her Ph.D. in curriculum and instruction and was chosen for 

her objective perspective.  Although she had received training in child development and 

behavior, she had not received prior training in play therapy. 
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Procedures 

After obtaining IRB approval, the data collection process of this study was 

completed in three phases (see Figure 1).  Phase 1, pre-intervention interviews, 

focused on participants’ initial feelings and views of conducting 30-minute play therapy 

sessions.  During this phase, specific attention focused on the participants’ views 

regarding theoretical, cultural, and experiential views of the intervention as well as any 

reservations and expectations that participants held.  Questions were asked such as: 

“What are your experiences delivering shortened play sessions in a school setting?  

What are your views regarding the effectiveness of session length in CCPT?”  

Furthermore, it was important for the interviewer to gain an understanding of 

participants’ preferences for or against different session lengths (e.g., “What do you feel 

are the potential benefits of conducting play sessions in 30 minutes in a clinic setting?  

What do you feel are the potential drawbacks of conducting play sessions in 30 minutes 

in a clinic setting?”). 

Phase 2, weekly reflections, focused on participants’ experiences and processes 

while they provided the 30-minute CCPT intervention.  Each week during the 

experience, participants completed four brief open-ended questions about their 

experience.  I was interested in understanding therapists’ weekly experience of the 

therapeutic relationship, as well as barriers and successes throughout the therapeutic 

process (e.g., “What did you learn about the client today?  What did you learn about 

yourself today?”).  Weekly reflections were used to ascertain professional development 

(e.g., “What did you learn about being a play therapist today?”).  Finally, these 

reflections were used to better understand how participants experience session length 
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with their client (e.g., “How did you experience the amount of time you had today with 

your client?”).  Participants were emailed a survey link to the reflection script each 

week, to be completed directly following the play therapy session with the child. 

Phase 3, post-intervention interviews, focused on participants’ general 

experience of conducting 30-minute CCPT sessions.  This interview was used to 

understand the convergence of participants’ total experience of delivering the 

intervention.  Specifically, the interview was used to ascertain differences of 

experiences and perceptions between delivering CCPT in 45 and 30-minute conditions 

(e.g., “What are your views as to the role of session length in CCPT?  What are your 

experiences delivering shortened play sessions in a clinic setting?”).  Furthermore, the 

interviewer asked the participant to share about their experiences of how the 

therapeutic relationship was influenced by session length (e.g., “How do you feel the 

therapeutic relationship was affected by the session length?).  All interviews were 

conducted by myself, a fourth-year doctoral student and the primary investigator for this 

study.  Weekly process reflections were completed by participants via survey software. 

 

Trustworthiness 

It is necessary to demonstrate that trustworthiness was established in this study 

(Nutt-Williams & Morrow, 2009).  Although researchers from both quantitative and 

qualitative approaches have this responsibility, how trustworthiness is established 

differs according to methodological tradition.  Nutt-Williams and Morrow offer three 

major categories of trustworthiness in qualitative research: (a) integrity of the data, (b) 

balance between reflexivity and subjectivity, and (c) clear communication of the 
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findings.  In this section, I address each of these areas to show how I established 

trustworthiness.   

 
Figure 1. Flow chart of the procedure for the current study. 

 

I ensured data integrity by clearly articulating my methods and analytical 

strategies in order to facilitate the transferability of this research (Lincoln & Guba, 1985).  

I present evidence that my data is of sufficient quantity and quality.   Both quantity and 
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quality were ensured by obtaining multiple data sources to provide a richness and 

complexity of themes (Saldaña, 2011).  Finally, I established integrity of data by 

providing sufficient evidence that the interpretations fit the data (Nutt-Williams & 

Morrow, 2009).  This was done by using a rich set of verbatim transcript quotes for each 

theme derived from the data analysis. The coding team ensured a balance between 

reflexivity and subjectivity by using ongoing memos and journaling.  Furthermore, 

member checking was used to ensure the thematic findings were consistent with 

participant experiences. I also ensured the findings of the coding team were clearly 

communicated through the dissemination of the results (Nutt-Williams & Morrow, 2009).  

As I discuss later in this paper, I considered the limitations of this study without 

overgeneralizing the results. 

 

Data Analysis 

The data analysis of this study was conducted using the phenomenological 

analysis procedures based on Moustakas’ (1994) modified Stevick-Colaizzi-Keen 

method: 

1. Bracketing/phenomenological reduction: each member of the research team 

delivered a full description of their own interpretation of the experience under 

investigation using personal journaling and initial team meetings where the team 

discussed the interpreted experiences (Moustakas, 1994; Patton, 2002). 

2. Using each interview transcript, each member of the research team 

completed the following sub-steps:  
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a. Considered each phrase or statement identified during bracketing (prior step) 
with respect to its significance for a description of the experience under 
investigation. 

b. Recorded all relevant statements. 

c. Listed each non-repetitive, nonoverlapping statement. These represented the 
meaning units of the experience under investigation. 

d. Related, combined, and clustered the meaning units into themes. 

e. Synthesized the meaning units and themes into a description of the 
experience under investigation, making sure to include verbatim examples 
from the interview transcripts. 

f. Each coder reflected on the textual descriptions and constructed a description 
of the structures of the experience. 

g. Focusing on the participants’ meanings, each coder constructed a textual-
structural description of the essences of the experience. 

3. From the individual textual-structural descriptions of all coding team members 

created from the steps above, the coding team constructed a composite textual-

structural description of the meanings and essences of the experience.  We integrated 

all individual textual-structural descriptions into a universal description of the experience 

representing the participant group as a whole. 

4. Developed a preliminary coding manual - Creswell (2013) noted the 

importance of reducing the data to eliminate redundancy.  Therefore, co-researchers 

continued to merge categories and reformulate category headings.  From this, co-

researchers developed preliminary themes based on the data (Miles, Huberman, & 

Saldaña, 2014).   

5. Conducted initial coding- Co-researchers established inter-coder agreement 

(Marques & McCall, 2005) by independently applying the preliminary coding manual to 

a subset of the data (four out of five interviews).  During weekly coding meetings, co-
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researchers discussed discrepancies and points of agreement, adjusted the preliminary 

coding manual, and re-applied it to the data subset.  Co-researchers continued this 

process until they reached a mean agreement that approached or exceeded 90% 

(Miles, Huberman, & Saldaña, 2014) and finalized the coding manual.  The mean 

agreement for this study was 90%. 

6. Conduct final coding- Co-researchers applied the final coding manual to each 

of the interviews.  During weekly coding meetings, co-researchers continued to discuss 

discrepancies and coder drift (Marques & McCall, 2005).   

 

Results 

The analysis of the interviews elicited five main themes, with three of the themes 

revealing corresponding subthemes.  Table 2 lists all themes found by the coding team 

with corresponding definitions of each theme.  

Table 2 

Themes Derived from the Phenomenological Data Analysis 

Theme Name Definition 

1. Perceptions and 
experiences of session 
length 

Participants’ views on the benefits and drawbacks of shortened 
session lengths, ways to utilize the extra time shortened 
sessions may provide, and how the developmental level of the 
child affects the amount of time each child needs in play therapy 

2. Perceptions of the clinic 
versus school setting Participants’ comparisons of the two settings. 

3. Child Participants’ perceptions of the child and the child’s experience 
of sessions. 

3.a. Individual Differences Participants’ perceptions that what may fit for one child may not 
fit for another. 

3.b. Adaptability of Child 
Participants’ perceptions of the ability of the child to adapt to 
changes, meet their needs, and surmount obstacles in the 
shortened session. 

 (table continues) 
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Theme Name Definition 

4. Therapist Participants’ experiences and perceptions of themselves, their 
process. 

4.a. Participants Feel Inner 
Turmoil 

Participants’ experiences and perceptions of their inner turmoil 
and accompanying feelings of guilt, frustration, and 
ambivalence. 

4.b. Participants Feel a 
Lack of Autonomy and 
Freedom 

Participants’ perceptions regarding their level of freedom and 
autonomy in the process of their experience 

4.c. Participants Feel 
Pressure 

Participants’ feelings of pressure stemming from shortened 
session lengths that lead to either a positive or negative view of 
shortened sessions. 

5. Therapeutic Relationship Participants’ experience of the therapeutic relationship between 
the therapist, child, and parent. 

5.a. Six Necessary & 
Sufficient Conditions 

Participants’ perceptions regarding Carl Rogers’ conditions for 
personality growth in shortened sessions. 

5.b. Session Consistency Participants’ perceptions of the impact of consistency and/or 
inconsistency of sessions on the therapeutic relationship. 

5.c. Parents 
Participants’ experiences and perceptions of parent 
consultations, parent expectations, and the parent-therapist 
relationship. 

 

Theme 1: Perceptions and Experiences of Session Length 

Therapists had opinions and perceptions of session length throughout their 

experience.  This theme included the participants’ views on the benefits and drawbacks 

of shortened session lengths, ways to utilize the extra time shortened sessions may 

provide, and how the developmental level of the child affects the amount of time each 

child needs in play therapy.  Every participant, when reporting their perceptions of 

session length prior to seeing the child for the first time, stated that the child’s 

developmental level dictates when a child is appropriate for shortened sessions.  For 

example, Mitra said, 

I'll do shorter sessions with younger children because I feel like they can connect 
better across that time. As they develop they're able to sustain that involvement 
within the relationship for longer periods, so I probably start doing the standard 
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45 minutes maybe around five or six, depending on where they are at. But, 
younger than that I'll usually probably go down to 30. Especially starting with 
three. That would be like a 30 minute. A lot of it I think I let the client’s level of 
development determine kind of what I go to, but standard I just fall back on the 
45. 
 
Three participants believed that having shorter session lengths would be 

beneficial in many ways.  For instance, Aquila stated, “If 30 minutes makes the 

difference between seeing more kids or collaborating more effectively with [parents] 

then do it.”  The final aspect of this theme was the participants’ opinions of shortened 

session lengths.  All participants shared these opinions during the post-interview, such 

as Aquila’s: 

Overall, my experience of doing 30-minute sessions is that it's, that I appreciate 
it, that it's effective, that it gets more kids in the door, and that I don't leave 
feeling like there's unfinished business or anything like that. I feel like there's a 
sense of closure that can come in that 30-minute time and that it's beneficial. 
 

Theme 2: Perceptions of the Clinic vs. School Setting 

Four participants shared their perceived comparisons related to holding 

shortened sessions in the clinic and school setting.  Kamala explained how her 

experience in the school was hurried. 

It's interesting, because the school, I think, feels maybe a little bit more rushed, 
just because…it would be 30 minutes, go drop the kid off, come back, clean, and 
then go get the next kid.  So, it was really rushed…the beginning of the 30 
minutes, I was just 'ahh okay', just trying to ground myself, calm myself, because 
I had just been moving, and then by the time I was involved and into it, it was 10-
minute warning. 
 
The clinic setting, according to these three participants, did not have the same 

hurried feeling.  The clinics where shortened sessions were taking place still operated 

on an hourly schedule, which meant that a child only took up 30-minutes of a one-hour 

block of time. 
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Theme 3: Child 

Participants had a range of experiences that led them to believe the child 

possessed certain capacities.  This theme has two subthemes that reflect on 

participants’ belief in the individual differences between children and on the capacity of 

the child to adapt to 30-minute sessions. 

 

Subtheme 3.a: Individual Differences  

All therapists perceived that what may fit for one child may not fit for another.  

Prior to seeing their client, this theme was mainly reflected in the participants’ belief in 

which children were appropriate for shortened sessions.  This usually presented as 

younger children doing better with shortened sessions and older children were better for 

longer sessions.  For instance, Kamala reflected, 

I don't think a three-year-old can necessarily be as effective with 45 minutes or 
50 minutes in a room with somebody. Maybe like a shorter session, that would 
be more appropriate for a three-year-old, their attention or just their ability to be 
in one spot for that long. 
 
Although the exact child conditions would vary between participants, they all 

seemed to share the sentiment that not every child would be as successful with 30-

minute sessions as they would be with 45-minute sessions.   

 

Subtheme 3.b: Adaptability of Child 

All participants experienced the ability of the child to adapt to changes, meet their 

needs, and surmount obstacles in the shortened session.  Aquila, for instance, reflected 

on the adaptability of the child during her pre-interview. 
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I find that people get really good at learning to function within whatever limitations 
that they have so if they come in and they're used to only having 30 minutes, 
then I believe that people will adapt to making the most of that 30 minutes. If 
that's what a kid knows they're working with, they'll have even just an internal 
sense of the flow of session and relationship with a counselor so I think that's 
good. 
 
After Session 3, Mitra shared: 

I get frustrated when our session gets cut shorter and it’s neither mine or my 
client's fault. However, I can trust that my client will still be able to use our time 
together in a way that is most helpful to them. 
 
When participants reflected on their child’s process during the post-interviews, 

four shared their beliefs regarding the child’s ability to adapt.  Mitra shared how the 

child’s ability to adapt led that child to use all his time to the best of his ability.  She felt 

that this may have made their relationship stronger. 

I felt very connected to my 30-minute client. And I think it was reciprocal. And I 
do wonder if a part of that was because I felt like every moment was really used. 
Like the child really took advantage of all of the time in the playroom. But I mean, 
I would be invited into play pretty often, it just seemed like a strong relationship 
with that kid. 
 
Padma reported that she struggled with ambivalence over whether her child was 

appropriate for shortened sessions.  However, eventually, her child seemed to settle in 

and do the work he came there to do. 

Initially, I felt like I didn't have enough time because of some of the presenting 
problems that the kiddo was going through. The mom had a lot of anxiety around 
him getting his needs met. But, I would say around Session 4 or five, it didn't 
seem to make much of a difference. Like he knew he was going to be in there for 
30 minutes, and so he was spending half of his time warming up to the session. 
The last half of the session was him doing his work.  
 

Theme 4: Therapist  

Participants had a lot of feelings regarding shortened sessions.  Some were 

perceived positively and others negatively.  This theme was defined by the coding team 
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as participants’ experiences and perceptions of themselves and their process.  This 

theme is further broken down into 4 subthemes.  Each subtheme corresponds to a 

separate internal process that occurred for participants throughout this experience.   

 

Subtheme 4.a: Participants Feel Inner Turmoil 

The first subtheme corresponds to participants’ feelings of inner turmoil and 

accompanying feelings of guilt, frustration, and ambivalence.  Guilt was often felt 

because of the pressure to be therapeutic while having a perceived reduced amount of 

time with the child.  Frustration often occurred when the participants’ freedom and 

autonomy were perceived to be in threat because of them having to follow the CCPT 

protocol.  And finally, ambivalence was experienced by participants because it was 

difficult for many of them to trust the adaptability of the child and the child’s ability to 

self-actualize and grow.  This inner struggle with ambivalence appeared when they 

were struck by the questions: are shortened sessions working with my child?  Are they 

getting the best care they can receive from me?  The answer was often mixed for 

participants. 

Four participants’ weekly reflections showed the unfolding process of 

ambivalence and guilt.  Padma, for example, went back and forth in her view of the 

acceptability of shortened sessions with her client.  In Week 1, she wrote, "I believe this 

client needed more time."; Session 2, "This week seemed less rushed. I believe that our 

use of time was good."; Session 3, "I wish that we had more time due to the alleged 

abuse situation."; by session seven she began feeling better, "I believe the time this 

week was good. It was well spent in session. He appeared to go with the flow of 
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things."; this pattern continued for Padma, where she felt some of the inner turmoil 

settle. 

Bala made it clear that she felt her client would have done better with more time.  

Unlike Padma, her inner turmoil did not resolve until the end of the study, when she was 

able to increase her client’s session length.  She described feeling frustrated during her 

experience; that her autonomy to give the client what she thought the client needed had 

been taken away due to constraints from the study.   

I think the reason I hesitate to answer is, because like the thing that I think is like 
... I don't know that I was less effective, I feel like I was just as effective as I 
would have been if you stopped a tape at 15 minutes or at 30 minutes, you 
know? Like, me in the session was the same but not having the additional time in 
the working phase made the process different. 
 
Bala believed that her child needed more time to experience the six necessary 

and sufficient conditions in order to have the maximum benefit.  Mitra also struggled 

with this same question: does experiencing the six conditions inherently cause change 

or does the amount of personality change correspond to the amount of time a child 

experiences the six conditions? Mitra reflected on this question during her post-

interview. 

I think I'm fighting with myself because the philosophical part of me wants to say 
no, not at all. Having more time would not affect how I would perceive the client 
growing, but the practical part of me is leaning more towards yes, I do think it 
would be more effective and the client would potentially have more growth if we 
had more time together. Which is interesting because that really is this internal 
conflict right now that I'm having. Yeah, I don't know and it kind of feels icky to be 
like, "Yes, it does matter." But then philosophically I'm like, "No, it shouldn't." 
 
Four of the participants experienced these ‘icky’ feelings and the inner turmoil 

that ensued.  However, by the end of the experience, it appeared that these participants 
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were able to prescribe positive meaning to the experience for themselves and their 

client.   

 

Subtheme 4.b: Participants Feel a Lack of Autonomy and Freedom 

The coding team defined this theme as participants’ perceptions regarding their 

level of freedom and autonomy in the process of their experience.  Three participants 

experienced a lack of autonomy and freedom during the study.  Mitra, for instance, felt 

this lack of freedom during the parent consultation process due to the study protocol.  

She reported that she was used to having extended parent consultations and felt limited 

in her ability to create parent change within the 15-minute timeframe.  “I needed more 

flexibility there, but I think we did the most we could with what we had. I feel like those 

consultations were still used in a productive way.”  Bala, on the other hand, felt her lack 

of freedom when working with the child.  She felt that she wanted to give the child more 

time but did not feel the freedom to do so.  

I think for me the frustration is about, not so much about the process, more about 
like clinical autonomy. Like feeling like this could really work for other kid's but 
when I see it not working for my kid and I'm not yet able to change it. 
 

Subtheme 4.c: Participants Feel Pressure 

The coding team defined this subtheme as therapists’ feelings of pressure 

stemming from shortened session lengths that usually led to feelings of inner turmoil 

discussed earlier.  The coding team felt Padma’s experience from her post-interview 

captured the essence of participants’ perceptions in this study, “I felt more pressure to 

be fully engaged and for the client to fully experience me so that I could fully experience 
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them.”  The pressure that participants experienced came from having less time with the 

child while still feeling responsible to be as therapeutic as possible. 

Four participants mentioned pressure as a feeling that was present for them 

throughout the process.  Mitra, for example, discussed her initial feelings of pressure: 

[I want to know] if in 30 minutes I feel more pressure on myself as a counselor, or 
if I feel sad at the end of the 30 minutes. I know sometimes even as a person 
sometimes I'm really into the session, or I really hope that we get to this thing. 
Especially if a kid’s brought in something significant the time before, and waiting 
for them to feel comfortable enough to bring it up again if they need to, but kind 
of feeling sad if we don't get to it. 
 

Her prediction came to fruition during her experience with the child.  However, instead 

of feeling guilt, by the time of the post-interview after she terminated with her client, 

there was positive meaning attributed to her perception of pressure: 

Knowing that there is this small [time] restriction I almost feel like I need to do 
more in the time that I do have. I do feel like there is a factor in the time piece, it's 
just that relationship held more weight in it. 
 
The relationship with the client, Mitra believed, was more influential in the child’s 

growth than any recompense she may have done to compensate for her guilt spurred 

on by feelings of pressure.  During the interview, I asked Mitra if she believed the 

pressure she felt was a good thing or a bad thing.  She replied,  

I don't think it's really a bad thing. I just think it's something I'm conscious of. Kind 
of like, what am I giving to my client? How much can I give to this client? 
Knowing that I'm taking away in one area feeling like I need to give more in 
another. 
 

Theme 5: Therapeutic Relationship 

Therapeutic relationship was a broad theme that encompasses three other 

subthemes: the six necessary & sufficient conditions, the consistency of sessions and 

the effect on the therapeutic relationship, and the parent consultation process.  There 
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was a large overall theme of participants’ experiences of the therapeutic relationship in 

30-minute sessions.  Some participant experiences of the therapeutic relationship were 

negative and some positive.   

 

Subtheme 5.a: Six Necessary and Sufficient Conditions 

All participants perceived that the six conditions were present and that imparting 

the three “therapist provided” conditions was important to them.  Padma, for example, 

reported that at one point the child accidentally hurt himself, and he had to face that he 

made a mistake. 

When he was using the hammer one day he hit himself, and so then he began to 
call himself stupid and it was a lot of negative self-talk and, "I'm stupid, and I'm so 
dumb, and how does somebody hit their self with a hammer?" I did something I 
wouldn't normally do, just because I felt he needed it and I really wanted to 
communicate it, but I put my hands on his arms. I moved closer and put my 
hands on his arm and I said, "You know, sometimes people make a mistake, and 
that's okay." He started getting teary-eyed. But he turned away from me because 
it was like, oh no. I'm too much of a big boy.  I knew he felt it. I knew that he knew 
that I still accepted him, even though he had made a mistake by hitting. 
 

The child became dysregulated after he had hit himself, so Padma used a gentle touch 

to bring the child back to the relationship.  She then used her words and tone of voice to 

convey empathy and unconditional positive regard.   

Aquila reflected on a moment when her child became angry and physically 

aggressive toward her.  The child grabbed the hammer and lifted it over his shoulder, 

ready to strike her with it.  In her post-interview she reflected on her experience:   

Things that were just really intense and pushing me against my, like ... "I need to 
communicate trust to this child," and also "Can I trust him and is it safe for us 
together?" I don't want to get hurt, but I also don't want him to have the 
experience of hurting me because he will internalize that at some level. I had to 
resist this urge to protect him from pain within himself and pain within our 
relationship. 
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At that moment Aquila struggled with her congruence and unconditional positive regard 

for the client.  Similarly, Bala struggled with her congruence but for a different reason.  

She felt that the shortened session affected her ability to stay present. 

I felt interrupted by my ability to be fully present. Felt interrupted probably in the 
last like 10 minutes. So when we would hit that 20-minute mark, I saw my eyes 
go to the clock and I would see him start to get … he did a lot of work in the 
sand. A lot of like really meaningful work and I would see him start to get into his 
narrative and think, he's not gonna have time to finish this narrative the way that 
he wants to and he will not resume it next time either. Because that's like, not 
what's been happening. And never did he. I would find myself getting frustrated 
so that would take me out of the process a little bit. 
 
Bala lost her ability to stay present when she became disappointed that her child 

may not be able to finish his play within the 30-minute session.  Bala reported that she 

believed the more time a child experienced the six conditions, the more change that 

would occur.  This belief made it clear for her that the longer the session, generally the 

better the outcomes.  Mitra, on the other hand, had a different view of how the six 

conditions created personality change. 

Yeah, because theoretically I believe that the child is experiencing this really 
meaningful relationship in an environment where they're accepted and they feel 
understood. And that no matter whether we have 30 minutes or 45, or any 
amount of time, that it's not the time factor. It's if they've experienced and had 
that to carry along with them. So, in that aspect, maybe not. Maybe it wouldn't 
matter. Yeah, maybe not.   
 

In other words, she believed that change was due to the child internalizing each 

experience of the six conditions, as a whole.  To Mitra, it did not matter as much how 

long that experience lasted.  I will address this difference in more detail in the 

discussion. 
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Subtheme 5.b: Session Consistency 

The coding team defined this theme as the participants’ perceptions of the impact 

of consistency and/or inconsistency of sessions on the therapeutic relationship.  Three 

participants called attention to the need for consistency when the child is receiving 

shortened play sessions.  Aquila, for instance, reflected 

Because I experienced so much disruption from his ability to come to the clinic, I 
don't know if it's just that it was 30 minutes or, if it's what in my gut feels like it 
was, is that his parents were inconsistent in bringing him for services.  But I 
always, always wanted more time with him. 
 

Aquila worried that her client was not getting the therapy she wanted him to have.  This 

caused her to want more time with him in the weeks he did show up for therapy.  

Similarly, Mitra wondered the same: 

I think it became apparent that they needed more time around Session 3. And I 
do wonder if a part of it was connected to the consistency of that client. That 
client was way more inconsistent in coming weekly than my longer session 
kiddos. And so I think that could have been kind of like an extra factor. 
 

Subtheme 5.c: Parents 

The coding team defined this theme as participants’ experiences and perceptions 

of parent consultations, parent expectations, and the parent-therapist relationship.  

Three participants fall into this theme.  Participants only discussed parent consultations 

when they reported having a negative experience.  Padma, for example, felt that the 

mother of her client was in too much distress to be able to notice the gains her child had 

made.  Padma stated, 

She frequently told me that she didn't [see changes]. It took an act of saying, 
"Okay, here is where he was, here's where he is now. Here's A, here's B, here's 
C." Concrete, in a way that I haven't had to do with any other parent. But I don't 
think it's because what she was experiencing was…Not that it wasn't true, but 
because she had so many other things going on. And just kind of her way of 
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being, it was hard to see that progress had been made. Because we went from 
him being the bully because he was being bullied, to not being a bully at all. And, 
him being able to communicate ways that he was helping other children. Him 
going from having some suicidal ideation, to no suicidal ideation. Him going from 
pushing his sister and hitting her, to working together. So those drastic changes 
happened over those 20 weeks. And mom would repeatedly say, "I don't see 
any. Oh, you're seeing this?" I'm like, "Yeah." 
 

Member Checks 

Member checking is used as a method to validate the research findings in a 

qualitative study (Miles, Huberman, & Saldaña, 2014).  After the coding team created 

the final coding manual, I reached out to all participants for a phone interview to share 

the findings of the present study.  It is common for some participants to forego the 

member check process, but it is necessary to identify the transcripts that have not been 

checked (Vogt, Vogt, Gardner, & Haeffele, 2014).  Four participants agreed to the 

recorded phone interview, while Bala was unable to be reached for checking.  All four 

participants that engaged in the member checking process agreed with the overall 

premise and definition of each theme found by the coding team.  Concordantly, none of 

the four participants felt there were any glaring omissions from the coding manual.  One 

participant clarified her response, however, because the clarification was relatively 

minor and did not conflict with the participant’s perspectives of the themes presented, 

the coding team felt that no changes to the coding manual were warranted.  To promote 

trustworthiness I included the participant’s clarification in the results above and ensured 

that it was also reflected in the discussion of these results. 

 

Discussion 

In this study, I sought to explore the perceptions and experiences of therapists 
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who provided shortened 30-minute CCPT sessions in the clinic setting.  Furthermore, I 

sought to address a current gap in the literature regarding play therapist experiences 

delivering child-centered play therapy.  As reported in the results, some participants in 

this study believed that what may work for one child may not work for another. Rogers’ 

(1957) believed that the essential conditions for change exist in a single configuration, 

specifically the six necessary and sufficient conditions; no matter the type of person, 

diagnosis, age, or any other differentiating factor.  He theorized that if those conditions 

existed in some form, personality change would occur (Rogers, 1957).  All participants 

felt that the six conditions existed in their relationships with their clients.  However, they 

also perceived that some children are not best served by 30-minute play therapy 

sessions.  There appears to be a discrepancy between Rogers’ theory and the 

experiences of the play therapists.  As mentioned earlier, the play therapists in this 

study were doctoral students, and therefore were continuing to develop their guiding 

theory.  Therefore, it appears that this inconsistency could be from the play therapists’ 

process of developing and continuing to integrate the tenets of person-centered theory.  

This highlights the need for additional research into the developmental process of child-

centered play therapists.   

As they continued to integrate CCPT, an essential question was explicated from 

the participants’ experiences: does personality change happen when the child 

internalizes and integrates each experience of the six conditions or does personality 

change happen by experiencing the conditions over a period of time?  Some 

participants believed the former was true for them and thus did not experience as much 

dissonance regarding client change in shortened sessions.  For example, Padma’s 
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client experienced a lot of negative feelings towards himself when he accidentally hit 

himself with a hammer.  Padma felt in that moment of experiencing for the child she was 

able to provide the core therapist-provided conditions to him and he perceived them.  

The specifics on how the change process happened for the client differed among 

participants.  Three participants felt the client takes the entire experience of receiving 

the conditions and integrates it for personality change.  With this view, it does not matter 

if the entire experience takes 30 seconds or 30 minutes, the same amount of change 

will occur.  In the case of Padma’s client, he internalized and integrated his experience 

of the conditions and change occurred, regardless of the amount of time it took to 

experience those conditions. With this view, the length of contact is less important than 

providing the conditions during important experiences.  A differing view was held by one 

participant, who believed that the conditions are a general quality of the overall 

relationship.  This participant felt that the six conditions should be experienced in and 

outside of important experiences.  Thus, the mode of conveying those conditions should 

happen over a longer period of time for maximum change to occur.  These participants 

struggled with this experience due to the shortened session creating friction with their 

beliefs about the client change process.  This point may have important theoretical and 

research implications that will be discussed later in this section. 

Some of the themes the coding team found seemed to be inextricably linked in a 

cause-effect relationship.  Participants began early in their experience with a felt sense 

of how they perceived the shortened sessions (theme 1).  Furthermore, they initially had 

a feeling of whether their child was a good fit with shortened sessions (theme 3.a.).  If 

the child presented as difficult (theme 5.c.)  or parents struggled with consistent 
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attendance (theme 5.b.), participants were more likely to feel that their child was not a 

good fit for shortened sessions (theme 1).  Additionally, participants felt pressure to 

perform (theme 4.c.) and ensure the therapist-provided conditions (theme 5.a.) were 

present while conforming to the time constraints of the shortened sessions.  They also 

experienced a lack of freedom from the protocol (theme 4.b.).  Those burdens 

potentially caused participants to then feel inner turmoil – feelings of guilt (theme 4.a.) 

for the child not getting as much time as other clients, frustration stemming from a lack 

of freedom (theme 4.b.), and ambivalence regarding their need to trust their negative 

feelings versus their need to trust the adaptability (theme 3.b.) and actualizing tendency 

of the child.  Feelings of ambivalence were also reinforced by the play therapists’ past 

experiences in the school setting (theme 2), which was a setting they felt worked for 

clients, even though the setting seemed more rigid and inflexible than the clinic setting. 

 

Limitations 

Demographics were fairly homogenous and served as a limiting factor of this 

study.  All participants identified as female, which limits the applicability of the findings 

of this study to female play therapists.  Because some of the themes involve typical 

human emotional reactions, and therefore could be said to cross gender boundaries, 

the results may not be representative of males and non-binary individuals.  Also, the 

number of sessions that participants experienced sometimes varied.  One participant 

had only seven sessions, while another had ten.  The other three participants had 

twenty sessions each.  This could have created a disparity of experience between 

participants that could influence the results of this study. 
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The introduction of the CCPT and CCPC protocols may also be a limitation of 

this study.  Participants may have been influenced by the pressure to conform to the 

protocol rather than their experience being truly authentic.  I took steps to ensure that 

this was not the case.  For instance, I used member checks to ensure the themes 

represented the participants’ experiences.  However, it appears that one theme, 

Participants Feel a Lack of Autonomy and Freedom, was influenced by the protocol.  

Two participants directly referred to the protocol as the source of their frustration and 

lack of autonomy. 

Although this study called for participants to experience a minimum of seven 30-

minute sessions, it is difficult to completely understand if seven sessions were enough 

to fully describe their experience with an acceptable amount of depth.  For instance, 

some participants may have felt that the relationship with their child client was just 

beginning to develop after seven sessions, while others may have felt they were ready 

to terminate with their child client earlier than seven sessions.  This may have limited 

the consistency of their experiences and negatively affected thematic findings. 

 

Implications and Future Research 

In managed healthcare, it has become an important endeavor to increase 

effectiveness while decreasing the overall cost of services.  However, sometimes 

research can call into question the feasibility of such motives. This study points to some 

of the challenges and successes that child-centered play therapists may face with 

shortened sessions in clinic settings.  Future research could examine whether play 
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therapists face similar perceptions and experiences with other forms of shortened 

counseling, such as a reduction in treatment length. 

The current study also highlights the potential need for support among play 

therapists who are transitioning to a new way of doing therapy.  They often face inner 

struggles, such as guilt, ambivalence, and pressure that keep them from feeling fully 

integrated and secure.  For instance, one play therapist in this study struggled with her 

physically aggressive client.  After an exhaustive search, no research was found that 

explored play therapists’ experiences with aggressive clients.  More research is needed 

to better understand the support-seeking behaviors and inner processes among play 

therapists who struggle with their clients.  This study took a specific look at play 

therapists who conducted shortened sessions, but there are many more examples of 

times when play therapists struggle.  

The struggles that participants experienced also have implications for training 

play therapists.  These struggles were the result of being thrown out of homeostasis by 

creating a new structure of delivering CCPT.  Furthermore, the ambivalence caused by 

the participants’ need to deliver the therapist-provided attitudinal conditions (Rogers, 

1961) in a shorter timeframe appeared to be another key factor of their experience.  

Similarly, Jayne and Ray (2015) found that play therapists who struggled to provide the 

attitudinal conditions often criticized themselves.  In this study, the self-criticism 

appeared as self-responsibility to provide the attitudinal conditions under the pressure of 

less time.  On the other hand, under this layer of self-criticism that the participants 

experienced, was the pressure to develop as a play therapist in order to deliver the 

attitudinal conditions to the child.  This suggests that when play therapists are pushed 
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out of homeostasis they strive to adapt by acquiring a more developed set of skills, 

which eventually allows them to acquire a new sense of homeostasis.   

This study has also raised concerns about the lack of research in play therapists’ 

perceptions and experiences in general.  There is a paucity of research on these 

experiences, including no published studies on therapists’ experiences delivering 

CCPT-as-usual.  The present study has brought to light some of the potential issues 

child-centered play therapists experience internally, externally, and theoretically.  This is 

a much-needed gap in the literature, as studies of this nature can inform the training 

and development of child-centered play therapists. 

Finally, there was a theoretical implication that this study also uncovered.  The 

nature of the change process for children in CCPT played a significant role in this study.  

Finding answers to the nature of personality change and its relationship to session 

length is necessary to develop Rogers’ theory of the six necessary and sufficient 

conditions. Theoretical questions were uncovered, such as: does more time 

experiencing the conditions in a relationship equate to greater personality change?  

Does the profundity of experiencing the six conditions correlate with greater personality 

change?  Although these questions would be difficult to answer in a definitive way, the 

direction these answers would provide may give rise to the nature of change in CCPT. 
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Child-centered play therapy (CCPT) is a developmentally appropriate way of 

helping children with their mental health needs using their own natural language of play 

(Landreth, 2012; Ray, 2011).  In CCPT the relationship between therapist and child is 

both the way and means that change occurs.  Play therapists establish a strong and 

consistent relationship for the child to have a safe space to play out their concerns.  

Traditionally the play therapist meets with the child in a clinic setting for weekly 45-

minute sessions.  During that time the therapist uses skills that increase the child’s 

perceived positive regard, which allows them to fully follow their innate actualizing 

tendency and create lasting change.  However, play therapy is increasingly used in 

schools, where 30-minute sessions are more accepted and have now become the norm 

(Ray, Armstrong, Balkin, & Jayne, 2015).  Despite this increasingly common practice, 

researchers have not yet examined how play therapists experience these shortened 

sessions. 

There is limited research regarding the impact of shortened session lengths on 

therapy outcomes (Turner, Valtierra, Talken, Miller, & DeAnda, 1996).  However, the 

few studies that have been done provide ample evidence that there is no difference in 

outcomes between traditional and shortened session lengths.  And yet, therapists in 

clinical settings primarily conduct sessions in the traditional format (Turner et al., 1996).  

Furthermore, an exhaustive review found no literature studying therapists’ 

phenomenological experiences delivering shortened sessions.  Given the potential for 

shortened play therapy sessions to provide cost-effective services, it may be helpful to 

explore how clinicians experience shortened sessions. This has the potential to initiate a 

new narrative for differing approaches to client change and minimize barriers to 
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effective client treatment.  This study aimed to provide a narrative of play therapists’ 

experiences in order to uncover the possible barriers and successes in practicing 

shortened sessions. 

Over the last 80 years, play therapy has continued to show effectiveness as an 

intervention for many presenting problems, in multiple settings, and in different 

treatment formats (Bratton, Ray, Rhine, & Jones, 2005).  Outcome research in the past 

two decades has continued to increase, giving rise to five meta-analyses within the 

same time frame.  In particular, child-centered play therapy (CCPT), based on Rogers’ 

(1956) person-centered therapy, has shown positive effects.  For example, Lin and 

Bratton (2015) reported statistically significant effect sizes for CCPT in several areas: 

global behavior problems, internalizing behaviors, externalizing behaviors, parent-child 

relationship, self-efficacy, and academic achievement.  CCPT research has grown 

tremendously, with nearly 50 outcome studies published in the last 25 years.   

Although CCPT is considered an efficacious treatment for a myriad of presenting 

problems, CCPT studies have not yet addressed which constructs, such as session 

length, predict or contribute to positive treatment outcomes.  Rogers, in his initial 

research program, sought to answer how client-centered psychotherapy (as it was 

called at the time) changed and influenced such constructs (i.e., self-concept, client 

attitudes, and client self-awareness) over the course of therapy (Butler & Haigh, 1954; 

Gordon & Cartwright, 1954; Rudikoff, 1954; Vargas, 1954).  Leedy and Ormrod (2010) 

noted that when there is limited information on a topic or when variables are unknown, 

qualitative methodology can help determine the parameters of a specific phenomenon. 

Glazer and Stein (2010) argue that qualitative research has tremendous value and acts 
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as a “natural extension of the therapeutic process and the basic conditions of 

genuineness, empathy, and positive regard” (p. 54).  Therefore, qualitative research can 

help inform future directions for quantitative research, while participants’ experiences 

can give life to a phenomenon that has yet to be examined quantitatively (Glazer & 

Stein, 2010). This proposed phenomenological study served to initiate the process of 

examining some of these constructs, such as session length and play therapists’ 

experiences, in more detail and to lay the groundwork for future studies.   

 

Purpose of the Study 

The purpose of this phenomenological study was to explore the perceptions and 

experiences of therapists who provided CCPT in a shortened 30-minute session length.  

More specifically, I explored play therapists’ (a) experience regarding the nature of the 

therapeutic relationship in shortened sessions, (b) experience of areas of struggle and 

triumph in delivering shortened sessions, (c) perceptions of conducting shortened 

sessions in the school and clinic setting, and (d) experience of the parent consultation 

process.  In this study I utilized the following guiding research question: What are the 

perceptions and experiences of child-centered play therapists who conduct shortened 

30-minute play therapy sessions in a clinic setting?   

 

Definition of Terms 

Although there seems to be a dearth of literature exploring factors related to 

session length, one of the problems in studying this area of therapy may be the lack of 

consensus on related terms and definitions.  For instance, Small (1971) refers to 
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session length as “unit duration,” or “session duration,” while Dreiblatt and Weatherley 

(1965) forgo any term at all.  The majority of researchers (e.g., Bierenbaum & Nichols, 

1976; Turner, Valtierra, Talken, Miller, & DeAnda, 1996) agree on the term “session 

length”.  Therefore, the definition used in the proposed study will echo Turner et al. 

(1996), who defined session length as, “the duration of the individual sessions” (e.g., 45 

minutes; p. 228).   

Like session length, terms referring to treatment duration and frequency have 

also been underreported and interchanged and there is confusion surrounding the 

similar terms ‘treatment length’ and ‘session frequency’ (Turner et al., 1996).  For the 

purposes of the proposed study, the term treatment length refers to the duration of the 

totality of treatment in units of time (e.g., 20 weeks).  Session frequency is defined as 

the number of sessions in relation to time (e.g., 20 sessions over 20 weeks; or 20 

weeks over the treatment length). 

 

Significance of the Study 

Sigmund Freud (1920) was the first mental health practitioner to establish a 

standard therapeutic hour.  However, he also suggested that therapy not follow a rigid 

one size fits all approach to client treatment.  Instead, he recommended that therapists 

base session length and treatment length on the individual needs of each client (Freud, 

1920).  However, as the delivery of therapeutic services grew, the 50-minute hour 

prevailed.  In the 1940s, as behaviorism gained a foothold in psychology, the landscape 

of mental health practice changed.  Instead of continuing to view psychology as a 

practice, as psychoanalysts had done, behaviorists believed psychology also needed a 
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strong research base (Hunt, 2009).  This empirical movement led to the further 

standardization of psychotherapeutic interventions.  As a result, the 50-minute 

therapeutic hour became entrenched as a fundamental aspect of therapy.   

Play therapists have done little to address session length concerns and have 

instead chosen to remain silent on the issue (Landreth, 2012; Moustakas, 1997; 

Kottman, 2016).  The traditional 45-minute play therapy session has been standard in 

CCPT since its conception (Axline, 1947).  However, this time is largely arbitrary and 

rarely explained with any reasoning.  Landreth (2012) noted that the 45-minute session 

was five minutes shorter than traditional adult therapy to leave time to reset the 

playroom between play therapy sessions.  Both Axline (1947) and Landreth (2012) also 

provide developmental leeway for the session length.  For example, shorter sessions 

(around 30-minutes) are allowed for younger children that may have trouble keeping 

their attention for the full 45-minutes.   

In this study, I aimed to explore play therapists’ experiences conducting shorter 

play therapy sessions.  By providing a picture of play therapists’ perceptions and 

experience of shortened sessions, I can support play therapists’ efforts in making more 

informed treatment decisions. 
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Child-centered play therapy (CCPT) is a child-led approach to working 

therapeutically with children and is adapted from Rogers’ (1951) person-centered 

therapy (Landreth 2012; Ray, 2011).  In her seminal book, Play Therapy, Virginia Axline 

(1947) outlined her adaptation of person-centered therapy for her work with children.  

She called her approach non-directive play therapy, highlighting the therapist’s 

intentionality in allowing the child to lead.  This was in stark contrast to the behavioral 

and psychoanalytic approaches of her day, where the therapist was considered the 

expert in the child’s life.  To fully understand the development of CCPT as an approach, 

one must first begin by understanding Rogers’ approach to counseling (Ray, 2011).  

 

History of Child-Centered Play Therapy 

CCPT is the application of Carl Rogers’ person-centered theory with the child 

population (Axline, 1947).  CCPT is derived from person-centered theory and both have 

been developed concurrently since the beginnings of Rogers’ work.  Since these two 

therapies are inextricably linked, viewing Rogers’ work historically helps to better 

understand the development of CCPT.  As the explanation and understanding of CCPT 

are deeply embedded in the understanding of person-centered theory, the following 

sections seek to explain CCPT within this context.  Throughout the development of the 

person-centered approach, Carl Rogers often adapted and modified his theory as his 

research continued to develop and shed light on human growth, development, and 

personality change (Corey, 2016).  Zimring and Raskin (1992) and Bozarth, Zimring, 

and Tausch (2015) have identified four periods in the development of person-centered 

theory.   
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Rogers' First Period 

In the first period of development of his theory in the 1940s, Rogers named his 

style of therapy nondirective counseling as a reaction against the deterministic 

psychoanalytical and behavioral approaches to therapy prevalent at the time (Bozarth, 

Zimring, & Tausch, 2015; Corey, 2016).  Rogers was initially influenced by Otto Rank’s 

(1930) Will Therapy, which was one of the first theories of counseling that stressed the 

therapist-client relationship as the curative factor (deCarvalho, 1999).  Subsequently, 

Rogers became inspired by the Philadelphia group of Taft (1933), Robinson (1930), and 

Allen (1942), who refined and Americanized Rank’s ideas into their own counseling 

theory called relationship therapy (deCarvalho, 1999).  Rogers was deeply enmeshed in 

his work with children during his early years as a therapist.  These early experiences 

with children also served to influence his theory of how humans grow and change.  In 

nondirective counseling, Rogers focused on the climate of effective therapy rather than 

directive techniques, emphasizing the creation of permissiveness and nondirectivity in 

the therapeutic relationship.  This was the beginning of Rogers’ challenge to the 

preconceived notions of the therapist’s role inherent in the 1940s, such as advice, 

persuasion, teaching, and diagnosis.   

 

Nondirective Play Therapy 

Virginia Axline (1947) released her seminal book, Play Therapy, during the latter 

part of Rogers’ first period of person-centered theory development.  A student and then 

colleague of Rogers, Axline operationalized Rogers’ nondirective counseling into a way 
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of working with children she called nondirective play therapy.  She describes her 

nondirective approach as: 

An opportunity that is offered to the child to experience growth under the most 
favorable conditions.  Since play is his natural medium for self-expression, the 
child is given the opportunity to play out aggression, fear, bewilderment, 
confusion.  By playing out these feelings he brings them to the surface, gets 
them out in the open, faces them, learns to control them, or abandon them.  
When he has achieved emotional relaxation, he begins to realize the power 
within himself to be an individual in his own right, to think for himself, to make his 
own decisions, to become psychologically more mature, and, by so doing, to 
realize selfhood. (Axline, 1947, p. 16) 
 
Axline (1950b) gives considerable attention to children’s experiences of the 

nondirective play therapy process in her work.  Her contact with ‘Harold,’ eight years 

old, describes her definition of the nondirective process: 

He had spent several weeks in ‘destructive’ play in the playroom.  On this 
particular day he rushed across the room and threatened to break the window – 
then as suddenly he stopped. “No,” he said to the therapist. “I don’t have to break 
that window.  I don’t have to go on acting like I always have.  I don’t have to do 
everything just because I get the idea to do it.  I don’t have to hit people just 
because I feel like hittin’ ‘em.  I guess it’s because I didn’t know before I could 
just feel mad and in a while it would go away – the bein’ mad and I would be 
happy again.  I can change.  I don’t have to stay the same old way always 
because I can be different.  Because now I can feel my feelings!” (Axline, 1950b, 
p. 55) 
 
Another important contribution from Axline (1947) were her guidelines for 

implementing nondirective play therapy, referred to as the eight basic principles.  They 

became the guiding principles for therapists to be with children in a nondirective way 

(Axline, 1947, p. 73-74): 

1. The therapist must develop a warm, friendly relationship with the child, in 
which good rapport is established as soon as possible. 

2. The therapist accepts the child exactly as he is. 

3. The therapist establishes a feeling of permissiveness in the relationship so 
that the child feels free to express his feelings completely. 
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4. The therapist is alert to recognize the feelings the child is expressing and 
reflect those feelings back to him in such a manner that he gains insight into 
his behavior. 

5. The therapist maintains a deep respect for the child’s ability to solve his own 
problems if given the opportunity to do so. The responsibility to make choices 
and to institute change is the child’s. 

6. The therapist does not attempt to direct the child’s actions or conversation in 
any manner. The child leads the way; the therapist follows. 

7. The therapist does not attempt to hurry the therapy along. It is a gradual 
process and is recognized as such by the therapist. 

8. The therapist establishes only those limitations that are necessary to anchor 
the therapy to the world of reality and to make the child aware of his 
responsibility in the relationship. 

These principles ensure that the child is fully safe and free to fully express, in 

order to realize and accept her unique selfhood.  Axline’s description of nondirective 

play therapy and eight basic principles have a clear relationship with some of Rogers’ 

later work, including his six necessary and sufficient conditions for personality change 

and his 19 propositions, as we will discuss.  

 

Rogers' Second Period 

In 1951, Rogers renamed his approach client-centered therapy in order to shift 

focus on to the client rather than on his previous conception of methods of nondirectivity 

(Bozarth, Zimring, & Tausch, 2015).  Corey (2016) characterized this period as the shift 

from the clarification of the client’s feelings to the focus on the phenomenological world 

of the client.  This was also the time that Rogers introduced his 19 propositions in order 

to provide a framework for human development and hypothesize human reaction to life 

problems (Ray, 2011; Rogers, 1951).  According to Ray (2011), the following 
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propositions presented by Rogers (1951; pp. 481-533) are essential to effective play 

therapy practice: 

1. Every individual exists in a continually changing world of experience of which 

he or she is the center. 

2. The organism reacts to the field as it is experienced and perceived. This 

perceptual field is, for the individual, “reality.” 

3. The organism reacts as an organized whole to this phenomenal field. 

4. The organism has one basic tendency and striving – to actualize, maintain, 

and enhance the experiencing organism. 

5. Behavior is basically the goal-directed attempt of the organism to satisfy its 

needs as experienced, in the field as perceived. 

6. Emotion accompanies and in general facilitates such goal-directed behavior, 

the kind of emotion being related to the seeking versus the consummatory aspects of 

the behavior, and the intensity of the emotion being related to the perceived significance 

of the behavior for the maintenance and enhancement of the organism. 

7. The best vantage point for understanding behavior is from the internal frame 

of reference of the individual. 

8. A portion of the total perceptual field gradually becomes differentiated as the 

self. 

9. As a result of the interaction with the environment, and particularly as a result 

of the evaluational interaction with others, the structure of the self is formed – an 

organized, fluid, but consistent conceptual pattern of perceptions of characteristics and 

relationships of the “I” or the “me,” together with the values attached to these concepts. 



51 
 

10. The values are attached to experiences, and the values are part of the self-

structure, in some instances are values experienced directly by the organism, and in 

some instances are values introjected or taken over from others, but perceived in 

distorted fashion, as though they had been experienced directly. 

11. As experiences occur in the life of the individual, they are (a) symbolized, 

perceived, and organized into some relationship to the self, (b) ignored because there is 

no perceived relationship to the self-structure, or (c) denied symbolization because the 

experience is inconsistent with the structure of the self. 

12. Most of the ways of behaving that are adopted by the organism are those that 

are consistent with the concept of the self. 

13. Behavior may, in some instances, be brought about by organismic 

experiences and needs that have not been symbolized. Such behavior may be 

inconsistent with the structure of the self, but in such instances the behavior is not 

“owned” by the individual. 

14. Psychological maladjustment exists when the organism denies to awareness 

significant sensory and visceral experiences, which consequently are not symbolized 

and organized into the gestalt of the self-structure. When this situation exists, there is a 

basis for potential psychological tension. 

15. Psychological adjustment exists when the concept of the self is such that all 

sensory and visceral experiences of the organism are, or may be, assimilated on a 

symbolic level into a consistent relationship with the concept of the self. 

16. Any experience that is inconsistent with the organization or structure of the 

self may be perceived as a threat, and the more of these perceptions there are, the 
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more rigidly the self-structure is organized to maintain itself. 

17. Under certain conditions, involving primarily complete absence of any threat 

to the self-structure, experiences that are inconsistent with it may be perceived and 

examined, the structure of the self-revised to assimilate and include such experiences. 

18. When the individual perceives all his sensory and visceral experiences and 

accepts them into one consistent and integrated system, then he is necessarily more 

understanding and accepting of others as separate individuals. 

19. As the individual perceives and accepts into his self-structure more of his 

organic experiences, he finds that he is replacing his present value system based so 

largely on introjections that have been distortedly symbolized with a continuing 

organismic valuing process. 

Rogers’ propositions are an elegant roadmap to understanding children in play 

therapy (Ray, 2011).  Humans, children included, are regarded by Rogers as more than 

the sum of their total parts (Wilkins, 2010).  He describes growth as development and a 

fulfillment of potential, not as ‘fixing’ or ‘mending’ (Rogers, 1959).  His holistic view of 

the human condition would continue to lend to the changing power of child-centered 

play therapy.   

 

Child-Centered Play Therapy and Clark Moustakas 

A protégé of Virginia Axline, Clark Moustakas (1953, 1959) began using 

nondirective play therapy at the Merrill Palmer Institute in the early 1950s.  Eventually, 

however, Moustakas grew restless in the nondirective way of being and eventually 

found the work of Jessie Taft (1933), the founder of relationship play therapy (RelPT).  
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Moustakas’ branching away from nondirective counseling would eventually influence 

contemporary CCPT since his work had such a profound effect on Garry Landreth, 

whom we will discuss later. 

RelPT, according to Allen (1942), is an embrace of therapy as a process, which 

occurs as a unique growth experience created by one person seeking help and from 

another who accepts the responsibility of offering it.  Originally termed ‘relationship 

therapy’ by Taft (1933) and Allen (1942), RelPT emerged out of necessity.  Taft and 

Allen were colleagues at the Philadelphia Child Guidance Center, one of the first child 

guidance centers in the U.S. and of which Allen became the director (Allen, 1942).  

Child psychotherapy or psychiatry did not exist in the 1920s, so Taft and Allen, through 

their experiences with children in the clinic, felt it was necessary to publish their 

converging viewpoint on child therapy. 

Like Rogers, Moustakas (1997) was highly influenced by Taft, describing her as 

advocating, “a process and procedures that emphasized the importance of waiting for a 

child to activate her or his powers and to direct the constructions of play within the child-

therapist relationship” (p. 5).  Taft (1933) described a way of working with children 

through relationship, while still allowing the therapist to be oneself by embracing 

directivity.  Taft was a psychologist by training and a social worker by profession.  She 

knew firsthand of the power of utilizing both the relationship and her own knowledge 

and abilities to help the client grow (Taft, 1933).  It was the directive portions of Taft’s 

relationship therapy that resonated with Moustakas (1997).  

How had I come to think that to be successful as a professional play therapist I 
had to suppress my natural bent for interactive communication, to fix my eyes, 
my body, my full attention on the other person?  I realized that I had been 
carrying out a role, defined by others, not by me or the children with whom I met. 
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I had not fully used my knowledge, talents, and experiences or my resources and 
strategies for entering into the world of childhood (p. 5). 
 
Moustakas’ restlessness would eventually lead him on a 10-year journey to find 

his authentic way of working with children in play therapy (Moustakas, 1959).  His 

affinity for directivity while still allowing the child to lead was the first great shift in play 

therapy away from Axline’s nondirective play therapy.  Interestingly, this shift also 

coincided with Rogers’ thinking about the nature of the curative factor of the relationship 

and the actual role of nondirectivity in his theory (Bozarth, Zimring, & Tausch, 2015).  

Like Moustakas, Rogers grew tired of therapists’ tendency to overemphasize the 

nondirectivity of his theory, which ultimately led him to rename his theory from 

nondirective to client-centered. 

 

Rogers' Third Period 

The 1960s and 1970s were a time of extensive research into Rogers’ hypotheses 

about what conditions created change in people.  During this time, he worked to 

understand the client-therapist relationship and how it could be used as a catalyst for 

human change.  The result of this endeavor was Rogers’ six necessary and sufficient 

conditions for personality change: 

1. Two persons are in psychological contact. 

2. The first, whom we shall term the client, is in a state of incongruence, being 
vulnerable or anxious. 

3. The second person, whom we term the therapist, is congruent or integrated in 
the relationship. 

4. The therapist experiences unconditional positive regard for the client. 
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5. The therapist experiences an empathic understanding of the client’s internal 
frame of reference and endeavors to communicate this experience to the 
client. 

6. The communication to the client of the therapist’s empathic understanding 
and unconditional positive regard is to a minimal degree achieved. 

He believed these conditions were a direct way to understand the quality of the 

relationship: “If I can provide a certain type of relationship, the other person will discover 

within himself or herself the capacity to use that relationship for growth and change, and 

personal development will occur” (Rogers, 1961, p. 33).  He took this idea even further: 

“significant positive personality change does not occur except in a relationship” (p. 73).   

CCPT also expanded during Roger’s third period.  For example, key figures in 

CCPT, such as Haim Ginott, pushed to utilize CCPT with groups of children, while also 

making the training and practice of play therapy more accessible to mental health 

professionals (Ginott, 1965). 

 

Child-Centered Play Therapy and Haim Ginott 

In the 1960s, CCPT clinicians noted many disparities in the theory at this time in 

its development. So far child-centered play therapists had only really addressed therapy 

with individual children, without specific attention to pointed interventions with 

caregivers and parents (Axline, 1947).  Haim Ginott sought to fill this void by including 

parents in their child’s treatment.  He created parent groups in order to teach them how 

to understand their own feelings.  He felt that by understanding how they were feeling, 

parents would be more prepared to understand their child’s feelings.  He believed that 

working with parents got to the heart of a child’s issues, “While psychotherapists may be 
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able to cure, only those in daily contact with children can help them to become 

psychologically healthy” (Ginott, 1965, p. ii). 

Ginott’s work helped to make CCPT a more holistic modality for children 

reporting to play therapy.  Like Rogers’ third period of theory development, Ginott 

sought to broaden the impact of CCPT by bringing caregivers into the purview of CCPT 

treatment.  Likewise, as we will learn in the next section, Landreth also sought to 

broaden the impact of CCPT, albeit in a different way. 

 

Child-Centered Play Therapy as a Practical Intervention 

Within the last 40 years, CCPT has progressively garnered more acceptance in 

the play therapy world due to Landreth’s (2012) refinement of the training and practice 

of CCPT.  deCarvalho (1999) argued that person-centered therapy was successful in a 

time when other relationship therapies fell by the wayside, primarily because Rogers’ 

therapy was a practical intervention that valued the art of therapy while also being open 

to scientific scrutiny.  Likewise, Landreth (2012) was instrumental in ensuring the 

success of CCPT by outlining the pragmatic and trainable techniques, while expanding 

the theory. 

While Axline (1947) provided the outline of CCPT, Landreth (2012) honed her 

ideas into utilizable techniques that are now part of the CCPT treatment protocol (Ray, 

2017).  For example, Axline (1947) first described the need for limit setting in CCPT as 

necessary to anchor therapy to reality and to make the child aware of her responsibility 

in the relationship.  Axline also provided an example of what limit setting may look like in 
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therapy.  However, she struggled to make her examples applicable to meet the needs of 

any limit setting situation.   

Landreth (2012) made Axline’s contribution more accessible by establishing the 

ACT limit setting technique. In the ACT technique, play therapists are trained to first 

(A)cknowledge the child’s feelings (e.g., “I know you’re angry”), then (C)ommunicate the 

limit (e.g., “But I am not for hitting”), and finally (T)arget an alternative (e.g., “You can 

pretend the bop bag is me and hit the bop bag”).  Landreth’s refinement of limit setting 

facilitated the application of CCPT to a wider audience.   

Landreth also updated Axline’s nondirective therapy to include Rogers’ (1980) 

necessary and sufficient conditions.  Landreth (2012) focused on the therapist-provided 

conditions of genuineness (being real), nonpossessive warmth (warm caring and 

acceptance), and empathy (sensitive understanding).  The condition of being real, 

according to Landreth (2012), is the process of ‘living out’ of the therapist.  Being real is 

a process of self-awareness for the therapist; accepting one’s feelings and reactions 

with present moment awareness in order to react and share with the child in a 

congruent way.  Warm and caring acceptance, Landreth’s (2012) second therapist-

provided condition in CCPT, is characterized by positive respect for the child as an 

individual of worth.  The child feels an unconditional warmth and caring from the 

therapist.  The last condition, sensitive understanding, is the therapist’s purposive 

understanding of the child’s internal frame of reference.  Garry Landreth had a profound 

impact on contemporary play therapy as a model for helping children tap into their 

natural ability to grow and change.  Like Rogers, Landreth continued to shape CCPT 

into a viable, understandable, and trainable therapy.   
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Rogers' Fourth Period  

This period was marked by Rogers’ rapid expansion in the 1980s and 1990s into 

education, groups, industry, conflict resolution, and the search for world peace (Corey, 

2016).  Rogers’ theory was renamed person-centered theory to better reflect the 

widened scope of his practice and influence in all areas of living and relating.  Rogers’s 

goal in this period shifted from client-as-focus to a holistic world-approach.  He became 

interested in how person-centered theory could influence international relations and 

politics.  He believed that his theory was the key to unlocking human potential to create 

a more peaceful and prosperous world for all (Bozarth, Zimring, & Tausch, 2015). 

 

Contemporary Child-Centered Play Therapy and Outcomes 

CCPT outcome research has increased dramatically over the last 25 years 

(Bratton, Ray, Rhine, & Jones, 2005).  Within the last two decades, nearly 50 outcome 

research studies have been published on the effectiveness of CCPT (Bratton et al., 

2005).  These studies have led to the publication of five meta-analyses in the same time 

frame that provide a current view of the overall effectiveness of play therapy (Leblanc & 

Ritchie, 2001; Bratton et al., 2005; Lin & Bratton, 2015; Ray, Armstrong, Balkin, & 

Jayne, 2015). 

Leblanc and Ritchie (2001) published the first meta-analysis on play therapy 

outcomes.  They found an average effect size of 0.66 standard deviations from 42 play 

therapy outcome studies, considered to be a medium to large effect by Cohen (1977).  

The authors concluded that children that received treatment scored 25 percentile points 

higher in outcome measures compared to children who received no treatment.  
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Furthermore, Leblanc and Ritchie (2001) found two significant predictors of outcome: 

parental involvement and number of sessions.  Children experienced significantly better 

outcomes when parents were involved with treatment.  The number of sessions was 

also a predictor of effect size, with 30-35 sessions producing the greatest outcomes.   

Bratton, Ray, Rhine, and Jones (2005) conducted a more comprehensive review 

of the research in their meta-analyses of play therapy outcomes by including both 

published and unpublished studies of play therapy.  Their analysis of 93 play therapy 

studies found a large effect size of 0.80 standard deviations.  Significant effect sizes 

were also reported for a wide range of child issues: behavioral problems, anxiety/fear, 

developmental/adaptive concerns, parent-child relationship, self-concept, personality 

concerns, and social adjustment. 

Recent meta-analyses indicate outcome research in CCPT is also strong.  Ray, 

Armstrong, Balkin, and Jayne (2015) conducted a meta-analysis of CCPT in the school 

setting.  Their results revealed statistically significant effect sizes for externalizing 

problems (d = 0.34), internalizing problems (d = 0.21), total problems (d = 0.34), self-

efficacy (d = 0.29), academic (d = 0.36), and other behaviors (d = 0.38).  Lin & Bratton 

(2015) explored the overall effectiveness of CCPT in their meta-analysis.  They found a 

statistically significant moderate effect size (d = 0.47) for CCPT.  Lin and Bratton also 

found significant relationships between effect size and certain study characteristics 

including child’s age, child’s ethnicity, caregiver involvement, treatment integrity, 

publication status, and presenting issue. 

So far I have explained the origins and effectiveness of CCPT.  Next, I will 

discuss shortened session lengths, which is the second aspect of this research.  I will 
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discuss the features of the therapeutic hour in play therapy and outcomes of studies 

using shortened session lengths. First, however, I will lay the groundwork for a 

discussion of session length describing the origins of the therapeutic hour. 

 

Origins of the Therapeutic Hour 

Although there are a few articles calling for additional research into the topic 

(Dreiblatt & Weatherley, 1965; Bierenbaum & Nichols, 1976; Turner, Valtierra, Talken, 

Miller, & DeAnda, 1996 ;), an extensive review of the literature reveals limited 

discussion on the length of individual therapy sessions.  The paucity of research on 

session length may indicate that the prevalence of the 50-minute therapeutic hour could 

be a result of tradition and convenience rather than by empirical means. The 50-minute 

therapeutic hour has been utilized since the days of Freud, although he “did not adhere 

to conventional orthodox treatment constraints in terms of duration or frequency of 

therapeutic appointments” (Turner, Valtierra, Talken, Miller, & DeAnda, 1996, p. 228).  

The practicality and tradition of using the 50-minute hour were further entrenched during 

the introduction of managed care.  Insurance companies sought the easiest models of 

practitioner reimbursement, and standard amounts of billable time was the simplest 

solution (Morelock, 2016).   

Furthermore, interventions such as solution-focused brief therapy (SFBT) 

continued to utilize the 50-minute session while focusing on decreased treatment length 

(Hoyt, 1990).  Careful examination of the SFBT literature revealed no discussions on 

the apparent choice (or lack thereof) to focus on treatment length instead of session 

length.  Hoyt (1990) argued that brief therapists differ from other practitioners in terms of 
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their attitude towards time, rather than their assertiveness toward shorter session or 

treatment lengths.  “Time is of the essence in brief psychotherapy… Brief therapy is 

defined more by an attitude than by the specific number of treatment sessions.  The 

brief therapist operates with the belief and expectation that change can occur in the 

moment, that the patient has within himself or herself the power to be different or to 

remain the same” (p. 115).  However, to date, there is no literature describing therapists’ 

experiences with and orientations toward time. This includes a comprehensive review of 

play therapy literature. 

Play therapy research often uses shortened 30-minute sessions to measure 

treatment outcomes and has been doing so consistently since the 1990s (Ray, 

Armstrong, Balkin, & Jayne, 2015).  Play therapy research is often conducted in the 

school environment and therefore tends to use session lengths that are convenient for 

students and teachers that participate in studies (Philips, 2010).    However, a thorough 

review of the literature found no studies that compared outcomes for differing session 

lengths or explored play therapists’ experiences delivering shortened sessions in 

schools. 

 

The Therapeutic Hour in Play Therapy 

Play therapists approach time in a different way than traditional adult talk 

therapists (Ray, 2011).  Traditionally, as discussed earlier, adult talk therapy takes place 

over a 50-minute therapeutic hour.  Conversely, play therapists need to take into 

consideration the developmental capacity of children’s attention when considering time, 

as well as the pragmatic concerns regarding the clean-up and ‘resetting’ of the play 
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room after the conclusion of each session with a child (Landreth, 2012).  Because of 

these extra limitations, Landreth (2012) concluded that 45-minutes was a more realistic 

expectation for a therapeutic play therapy hour.  Ending a Session 5 minutes earlier 

than an adult session would give the play therapist enough time to clean and reset the 

play room for the next child.   

Contemporarily, child-centered play therapists generally follow the 45-minute 

therapeutic play therapy hour, with some notable exceptions in the way time is 

approached and conceptualized by different theoretical orientations (Axline, 1947; Blom, 

2004; Landreth, 2012; Moustakas, 1997).  Some approaches may take a more relaxed 

approach to time, while others consider time to be a boundary that should not be 

altered.  Although most theorists ignore session lengths in their discussions, there are 

some notable exceptions (e.g., Blom, 2004; Moustakas, 1997; Ray, 2011).  This section 

highlights a few responses to session length from the perspective of different theoretical 

orientations. 

Moustakas (1997) establishes that in relationship play therapy, a time limit is 

always set, and sessions are usually 45-minutes.  The therapist briefly indicates the 

time limit at the beginning of the relationship so as not to surprise the child later with 

time limits.  Moustakas (1997) also recommends that relationship play therapists alert 

the child when only a few minutes are remaining.  This is to give the child a choice to 

wind down or allow their session to come to a conclusion.  Alternately, Taft (1939) 

described the therapeutic encounter between therapist and child as dynamic and 

individualized.  She argued that each new day brings the potential for the child to need 

more or less therapy, and it is the play therapist’s responsibility to be open to what the 
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child needs (Taft, 1939).  Given Moustakas’ adherence to traditional 45-minute play 

sessions and Taft’s more varied approach, relationship play therapists seemingly have 

a broad array of choices for session lengths, with one caveat.  Both Moustakas (1997) 

and Taft (1939) agree that intentionality in making client decisions for the needs of the 

particular child are paramount to the convenience of the therapist. 

Unlike the relationship play therapists’ more dynamic approach to session length, 

gestalt play therapists refer to session length limits as boundaries.  Blom (2004) 

suggests that time limits be firmly established and never exceeded.  She believes each 

session should start and end on time to develop safe boundaries for the child.  The only 

exception to this rule is that the length of the session is determined by the child’s 

developmental level.  According to Blom (2004), a young child can tolerate a session for 

no more than 45-minutes, as their concentration will wane.  She recommends giving 

each child enough time that they can accomplish what they need to do, but not so much 

time that they begin to lose interest or attention. Since gestalt play therapists often give 

their child clients specific tasks to accomplish during a session, it is wise to indicate to 

the child when time is almost over (Blom, 2004). 

Like gestalt play therapy, Landreth describes session length in CCPT as a 

boundary to establish consistency and safety for the child (Landreth, 2012).  Child-

centered play therapists commit to the same time, place, and session length for the 

duration of therapy in order to establish safety in the child-therapist relationship (Axline, 

1947; Landreth, 2012).  Ray (2011) reports typical session times for play therapy are 

between 30 and 50 minutes, depending on the setting and age of the child.  Structuring 

time is often difficult for children, and Ray cautions play therapists to be consistent in 
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their application of structured time limits in order to allow children to learn to use their 

time in the most effective way.  In this way, if a child understands she has 45-minutes to 

play and will not be able to choose to have more time, she will be more likely to utilize 

her time more wisely to do the work she intends to do. 

Decisions on session length may be driven by convenience, arbitrarily decided, 

or dictated by external forces (e.g., setting limits or therapists’ time limitations) instead 

of being decided solely on what is best for the child. For example, in CCPT outcome 

research, session length and treatment length vary significantly across research 

studies.  Phillips (2010), in his review of play therapy research, points to the 

discrepancy of treatment length as a limitation of much of the play therapy research.  He 

argues that some studies arbitrarily determine treatment length instead of using an a 

priori approach, which weakens the design and results of these studies.  In CCPT 

research, the same limitation regarding session lengths exists.  The environment of the 

study often dictates the session length utilized by the study.  For example, play therapy 

studies in the school environment almost exclusively use shortened 30-minute sessions 

(Ray et al., 2015).  Given the routines inherent in the school context, it is often difficult 

for school personnel to excuse a child from class or other scheduled activity for longer 

than 30 minutes, so the time restriction directly impacts the study design.  On the other 

hand, consistent with standard practice, play therapy studies in the clinic environment 

generally utilize 45-minute sessions; the only caveat to this standard ‘rule’, is to provide 

shorter sessions for children that need them for developmental reasons (Ray, 2015).   
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Developmental Considerations of Session Length 

Play therapists should take child development into consideration when making 

decisions that affect children (Ray, 2015).  The case of session length is no different.  

Developmentally responsive work with children as it pertains to lengths of time could 

make a particular intervention more or less effective (Ray, 2015).  Children’s capacity 

for sustained attention, for example, could determine the effectiveness of differing 

session lengths, as it can be assumed that children with a shortened ability to attend 

may need a shortened session for treatment to be most efficacious.  This stance is 

further corroborated by neurodevelopment research on children’s perception of time, 

which will be summarized in this section. 

Children are not born with a sense of time (Brannon, Suanda, & Libertus, 2007).    

Instead, children’s perception of time and their cognitive understanding of time develops 

across the lifespan into adulthood. Children are unable to perceive differences in time 

until about six to ten months of age.  At that age, children’s time perception is still 

limited, and they can only detect differences in time when those differences are 

consistently repeated.  For instance, Brannon, Suanda, and Libertus (2007) showed six 

to ten-month-old children a picture that they would repeatedly take away for two second 

intervals.  At three months old they could notice a difference only when the researchers 

began taking the picture away for four seconds or more.  In other words, children are 

very poor at distinguishing between time differences, and in order for them to notice a 

difference in time, the differences have to be significant.  Brannon and colleagues report 

that although children’s ability to recognize time differences increases throughout their 

development, it happens at a very slow pace. For example, most seven-year old 
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children cannot detect the difference between four seconds and six seconds.  

Furthermore, children’s detection of minutes of time differences (rather than seconds) 

are theorized to be even poorer (Droit-Volet, 2013).  This research highlights the major 

developmental challenges regarding time perception in children and raises additional 

questions about the nature of session length in therapy. 

 

Outcomes for Shortened Session Lengths 

There is a dearth of empirical literature on the impact of session length in 

treatment outcomes (Turner, Valtierra, Talken, Miller, & DeAnda, 1996).  Because of the 

movement in college counseling centers towards more time-limited therapies, there is 

an increased demand for outcome research on the use of such approaches with the 

post-secondary student population. Therefore, session length treatment outcome 

studies focus on adult college-age populations. College counseling centers are also 

experiencing a rise in student mental health needs in tandem with decreasing budgets 

(Reetz, Bershad, LeViness, & Whitlock, 2016).  This disparity has led to college 

counseling centers developing novel approaches to time-limited therapy, such as 

decreasing session lengths in order to meet the increased demand for mental health 

services.   

An early study conducted by Dreiblatt and Weatherley (1965), used two separate 

experiments to see if brief-contact therapy had an effect on the psychological state of 

newly admitted psychiatric hospital patients.  The first experiment was a pilot study 

consisting of 44 participants who were newly admitted patients at a hospital.  The 

participants were randomly assigned to one of three groups: a control group receiving 
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regular routine care; an experimental group receiving three brief (5-10 minutes) contacts 

each week over a two-week period; and another experimental group receiving six brief 

contacts each week over a two-week period.  This initial experiment yielded results 

consistent with the experimenter’s hypothesis that very brief psychological contacts 

yielded positive increases in self-esteem and lower anxiety. 

Bierenbaum and Nichols (1976) examined the role of emotional catharsis in brief 

emotive psychotherapy and the differential effects of three different session lengths.  

Participants (N = 41) were randomly assigned to one of three groups: a 30-minute 

session length group, a 60-minute group, and a 120-minute group.  All groups received 

brief emotive therapy.  No significant differences were found between groups on initial 

assessments.  Although the lack of random assignment limits conclusions from this 

study, the results provide support for the potential efficacy of a 30-minute group. 

In a more recent exploration of session length and effectiveness, Turner, 

Valtierra, Talken, Miller, and DeAnda (1996) examined students from a college 

counseling center receiving insight-oriented counseling to investigate the effects of 

session length on treatment outcomes.  Therapists delivering the intervention in this 

study were diverse in licensure, training, and theoretical orientation.  Participants (N = 

94) were randomly assigned to one of two groups: a 30-minute session length group or 

a 50-minute session length group.  Results of multiple measures of adjustment 

indicated both groups were better adjusted after therapy and there was no significant 

difference in adjustment between the 30 and 50-minute groups.  Additionally, no 

statistically significant difference was found for satisfaction between the two groups.  
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Turner et al.’s (1996) results suggest 30-minute sessions are an effective option for a 

college counseling center. 

Very little attention has been given to session length in the recent scholarly 

literature.  The most recent study described above is over 30 years old and none of the 

studies used a control group.  Although Turner, Valtierra, Talken, Miller, and DeAnda 

(1996) reported that the impetus for their study was an increase in clients who 

requested shorter session lengths, none of the studies reported the perceptions of the 

clients or therapists who experienced traditional or nontraditional session lengths.   

In the proposed study I aim to increase the understanding of play therapists’ 

experiences delivering shortened sessions.  With this knowledge I may be able to 

provide a new narrative for play therapists pushing the boundaries of traditional play 

therapy norms.  I seek to use this research to inform practicing play therapists about 

nontraditional ways of practicing play therapy.  Finally, this study will also begin the 

process of examining CCPT constructs and how they are experienced by play 

therapists, which will hopefully lead to further exploration of traditional and nontraditional 

session lengths. 
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APPENDIX C  

DETAILED METHODOLOGY
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The purpose of this phenomenological study was to determine the experiences of 

therapists who conducted shortened 30-minute CCPT sessions.  The following research 

question was the focus of this study: What are the perceptions and experiences of child-

centered play therapists who conduct shortened 30-minute play therapy sessions in a 

clinic setting?   

Qualitative research is an umbrella term for a wide range of approaches and 

methods for studying natural social life (Saldaña, 2011).  Qualitative methods generally 

use non-quantitative data such as interview transcripts, field notes, documents, and 

visual materials (Creswell, 2013).  In this study, I along with the other members of the 

coding team analyzed verbatim transcripts of interview sessions as well as journal 

entries.  For these particular types of data, and based on Creswell (2013), qualitative 

inquiry is the most salient choice for the following reasons: 

1. I sought to explore, explain, and understand the phenomenon of play 
therapists’ experiences delivering shortened sessions. 

2. The data I collected consists of transcripts and reflections, which is narrative 
in nature. 

3. The questions I asked play therapists were open-ended in an effort to better 
explore their experiences. 

4. My results are presented with my own subjectivity intact.  While I will report 
my own biases and worked to discover those biases throughout the data 
collection and analysis processes, they likely affected the interpretation of the 
results. 

Many different methods and approaches live under the qualitative research 

umbrella (Saldaña, 2011).  The approach I used for this research was derived from what 

I chose to study.  For this research I studied participants’ experiences delivering 30-

minute CCPT sessions. 
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Phenomenology is the study of the meaning and nature of things and their core 

essence (Patton, 2002).  Phenomenology is a qualitative methodology that is derived 

from early hermeneutic analysis, or the interpretation of texts for core meanings 

(Moustakas, 1994; Saldaña, 2011).  The primary task for phenomenology researchers is 

to reflect on the data to capture the essence of participants’ experience (Saldaña, 

2011).  Phenomenological research focuses on ascertaining how individuals attribute 

meaning to and make sense of their experiences (Creswell, 2013; Patton, 2002).  I 

selected phenomenology as the qualitative method for this study because my research 

question is focused on the lived-experiences of play therapists (Creswell, 2013).  

Qualitative researchers should use the phenomenological approach when the purpose 

is to come to an intimate awareness and deep understanding of how humans 

experience something (Saldaña, 2011).  In this study, my purpose was to examine how 

play therapists experience shortened 30-minute play sessions.  Therefore, 

phenomenology was the most fitting method to carry out the analysis of my participants’ 

lived experiences. 

Phenomenology as a research method is focused on the creation of themes that 

originate from the combined experiences of the participants.  These themes are 

descriptions of the essence of the combined or shared experiences of participating 

individuals (Hesse-Biber & Leavy, 2011).  The phenomenological research method 

allowed me to collect rich data throughout the entirety of the participants’ experiences.   
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Participants 

Consistent with the phenomenological method, I used purposive sampling to 

select a small sample (N = 5) of participants (Creswell, 2013; Hays & Singh, 2012).  

Participants (see Table C.1) were trained play therapists with at least 16 semester credit 

hours (4 courses) of play therapy training.  Each has been practicing play therapy in a 

clinic setting for at least one year.  All participants were doctoral students who possess 

terminal master’s degrees in counseling and are licensed to practice counseling 

independently or under supervision.  Their primary experience had been delivering 

CCPT in traditional 45-minute sessions, although some participants had experience in 

delivering shortened play sessions in school settings.  None of the participants had 

previous experience delivering shortened play sessions in a clinic setting.  During the 

informed consent process, I ensured that each play therapist was comfortable with their 

ability to conduct shortened 30-minute play sessions in order to ensure ethical delivery 

of therapy.  Upon acceptance into the study, play therapists conducted a CCPT 

intervention, each session lasting 30 minutes, once a week, for a minimum of ten 

weeks.   

One participant, Mitra, had some experience delivering 30-minute sessions in the 

clinic setting.  She reported seeing two developmentally and chronologically young 

children in the past two years who benefitted from having shortened sessions due to 

their inability to attend for a full 45-minute session.  No other participants had 

experience delivering shortened sessions in the clinic.  However, all participants had 

experience delivering shortened 30-minute sessions in the school setting. 
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Since all of the play therapists were doctoral students in counselor education, 

some were developing theoretically through the course of this study.  Four participants 

felt fully integrated in person-centered theory and CCPT at the start of and throughout 

their experience.  One participant, Kamala, identified Adlerian as her guiding theory, but 

eventually felt that she was better guided by Existential-Humanistic theory.  This 

transition, she felt, was partially guided by her experiencing of person-centered theory 

during the course of this study. 

Table C.1 

Therapist Participant Demographics 

Participant Agea Sex Ethnicity Number of 
Classes 

Years of 
Experience 

Aquila 28 Female Caucasian 4 4 

Padma 27 Female African 
American 6 3 

Kamala 26 Female Caucasian 7 4 
Bala 28 Female Caucasian 4 4 
Mitra 26 Female Caucasian 4 3 

Note. Number of classes refers to the number of graduate level play therapy classes each participant has 
successfully completed.  Years of experiences refer to the number of years of play therapy experience. 
aParticipant’s age at the start of the study.  

 

Child Client Demographics 

Participants were provided a child client upon entrance into the study.  Each 

participant/child match was based on schedule availability, placement on the clinic 

waitlist, child’s age between five and ten years old, and presence of a ‘clinical’ 

designation on at least one syndrome scale on the Child Behavior Checklist (CBCL).  

Other than clients’ age and CBCL scores, the matching process followed already-

established matching processes of each clinic setting.   
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Intervention 

All participants, who were play therapists in this study, conducted child-centered 

play therapy sessions with children between the ages of 5 and 10 years old.  This age 

range was chosen for the therapists to have consistent experiences.  This age range 

ensured that the clients would only need play therapy, as children older than ten are 

usually not developmentally appropriate for the play room and would be better served in 

an activity therapy room.  Additionally, children younger than five may need more parent 

intervention than this study will offer, and thus were excluded from this study.  However, 

since the therapeutic needs of children from ages 5 to 10 are generally equivalent, I 

chose to limit the intervention to this age range.   

Play therapists participating in this study saw one child for one 30-minute child-

centered play therapy session per week.  For richness of experience, each play 

therapist needed to see their child for a minimum of seven sessions.  Play therapists 

also conducted one 15-minute parent consultation every three weeks.  On weeks where 

a parent consultation was held, the child was still seen for their 30-minute session.  It is 

important to note, however, that 15-minute parent consultations are not standard, as 

usually they are longer.  However, I selected 15-minutes for both consistency of 

experiences between participants, and to satisfy some time and space limitations of the 

clinic environments where this study took place.   

To establish consistency of experiences, therapists were asked to follow the 

CCPT treatment manual (Ray, 2017).  The protocol informs therapists on the play 

therapy skills required in CCPT.  Verbal skills such as tracking, reflecting content, 

reflecting feeling, returning responsibility, facilitating creativity and spontaneity, esteem 
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building and encouraging, facilitating relationship, and limit setting are appropriate skills 

that should be used consistently in CCPT.  The protocol also requires nonverbal skills 

such as session structuring, maintaining an open stance toward the child, maintaining 

connection with the present moment, and tone of voice.  Although all participants had 

experience delivering CCPT, they were re-trained on the CCPT protocol prior to 

beginning the study.  Furthermore, all participants received ongoing weekly supervision 

with a state licensed counselor-supervisor. 

Finally, participants in this study conducted a parent consultation during the first 

session, after every three play therapy sessions, and at termination.  These 

consultations lasted approximately 15 minutes.  One play therapist held the minimum 7 

sessions with their child and had 3 parent consultations; from the 1st session, the 4th 

session, and the 7th session (termination).  One play therapist held 10 sessions with 

their child and had 4 parent consultations; from the 1st session, the 4th session, the 8th 

session, and the 10th session (termination).  Finally, three play therapists held 20 

sessions with their child and had 3 parent consultations; from the 1st, 4th, 8th, 12th, 16th, 

and 20th session (termination).  The purpose of the consultations was for the therapists 

to elicit information about the child from the parents, to provide the parents with 

information about their child, or provide parents with feedback on parenting skills.  For 

consistency of experience, the play therapists followed the CCPT parent consultation 

protocol (Schottelkorb, Swan, & Ogawa, 2015).  The child-centered parent consultation 

(CCPC) model has five components: (a) forming and maintaining the parent-therapist 

relationship through demonstration of core relationship conditions, (b) demonstrating 

present awareness to listen and respond, (c) respecting parents as experts on their own 
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children, (d) sharing relevant knowledge, and (e) teaching therapeutic skills.  All 

participants were re-trained on the CCPC model prior to the beginning of this study.  

Furthermore, all participants received ongoing supervision for parent consultations with 

a state licensed counselor-supervisor. 

 

Setting 

The site of this study was a community clinic located in the Southeastern United 

States.  The clinic delivers counseling services to clients as young as three-years-old 

and throughout the lifespan.  The clinic serves, on average, 175 clients per week.  

Roughly 20% of these clients are children under the age of 18. The clinic offers a range 

of services including individual and group therapy, parenting groups, play therapy, 

activity therapy, and art and sand tray therapies.  The clinic also serves as a training 

center and houses about 50 therapists at any given time.  Most children were seen in 

the evening hours after school.  However, some children who are home-schooled were 

seen in the morning or afternoon. 

The same setting was used for data collection for this study.  All interviews were 

conducted face-to-face in a counseling room.  I used redundant means to record the 

interviews using two audio recorders and a video recorder for backup.  Participants 

used computers available in the clinic to promptly fill out a reflection journal after each 

play session.  The weekly reflection is an open-ended surveymonkey.com survey that 

took approximately ten minutes to complete.  These weekly reflections asked 

participants about their experiences with the shortened session each week, their 
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perceived frustrations and/or successes each week, and anything they may have 

experienced about the counseling relationship each week (See Appendix F). 

 

Research Team 

The research team consisted of three advanced Ph.D. students, two in 

counseling and one in curriculum and instruction.  One student member of the team is 

the principal investigator, while the other students were not directly related to the study.  

All three researchers are enrolled at a large southeastern university.  The two 

investigators in the counseling Ph.D. program have specialized training in play therapy, 

school based-interventions, and qualitative research.  The third researcher, who is 

obtaining her Ph.D. in curriculum and instruction, was chosen deliberately for her 

objective perspective since she had not been trained in play therapy, although she had 

received training in child development and behavior.  Each member’s relevant skills and 

experience are provided below. 

As the principal investigator of the study, I have 18 graduate hours of training in 

play therapy, with five years of experience delivering play therapy services.  I have dual 

degrees in mental health and school counseling, where I have experience delivering 

play therapy services with varying session lengths in both clinical and school 

environments.  I have experience participating in four prior phenomenology research 

teams, two of which I led.  I am currently in the fourth year of doctoral study in counselor 

education. The study represents my dissertation work towards satisfying the 

requirement for my doctoral degree.   
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The second member of the research team is in their second year of doctoral 

study in counselor education.  She is specializing in school counseling for her Ph.D.  

She was a teacher for six years, specializing in the ‘at-risk’ student population.  She was 

also a school counselor for four years, two of which she served in a high school and two 

of which she was a college and career counselor.  For the latter position, she created 

guidance lesson for students K-12 to explore career identity for a school district.  She is 

also school principal certified in her state.  She has taken an introduction to play therapy 

course before beginning this research and took a filial therapy class concurrently while 

coding for this study. 

The third member of the research team is an advanced Ph.D. student in 

curriculum and instruction, where she specializes in children’s literature.  She is the 

partner of the first author. She has five years of experience as an elementary classroom 

teacher as well as four years of experience as instructor of record in higher education.  

She has no prior experience in counseling or play therapy but has experience in 

conducting qualitative research.  Specifically, she has participated in research teams 

which utilized content analysis.  She was specifically chosen for this research team 

because of her neutral stance toward play therapy and shortened session times. 

 

Trustworthiness 

It is necessary to demonstrate that trustworthiness was established in this study 

(Nutt-Williams & Morrow, 2009).  Although researchers from both quantitative and 

qualitative approaches have this responsibility, how trustworthiness is established 

differs in each tradition.  Nutt-Williams and Morrow offer three major categories of 
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trustworthiness in qualitative research: (a) integrity of the data, (b) balance between 

reflexivity and subjectivity, and (c) clear communication of the findings.  In this section I 

address each of these areas to show how I established trustworthiness.   

 

Integrity of the Data 

Integrity of the data refers to the dependability and adequacy of the data.  

According to Nutt-Williams and Morrow (2009), many factors contribute to establishing 

integrity of qualitative research data.  Researchers need to address these factors as a 

part of the qualitative research process.  One such way of ensuring integrity is to spend 

the time necessary to plan each stage of the project and clearly articulate those 

strategies (Creswell, 2013; Hays & Singh, 2012). 

In this study I ensured data integrity by clearly articulating my methods and 

analytical strategies in order to facilitate the transferability of this research (Lincoln & 

Guba, 1985).  I present evidence that my data is of sufficient quantity and quality.   Both 

quantity and quality were ensured by obtaining multiple data sources to provide a 

richness and complexity of themes (Saldaña, 2011).  Finally, I established integrity of 

data by providing sufficient evidence that the interpretations fit the data (Nutt-Williams & 

Morrow, 2009).  This was done by using a rich set of verbatim transcript quotes for each 

theme derived from the data analysis. 

 

Balance between Reflexivity and Subjectivity 

Another important detail in establishing trustworthiness is striking a balance 

between participant meaning (reflexivity) and researcher interpretation (subjectivity; 
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Nutt-Williams & Morrow, 2009).  One way this can be accomplished is through 

bracketing.  Bracketing is a method used to increase rigor in qualitative research by 

mitigating the effects of the researchers’ unacknowledged preconceptions (Tufford & 

Newman, 2010).  Gearing (2004) defines bracketing as a “scientific process in which a 

researcher suspends or holds in abeyance his or her presuppositions, biases, 

assumptions, theories, or previous experiences to see and describe the phenomenon” 

(p. 1430).  In this study, the presuppositions of the research team were directly 

addressed through memos and journaling.  According to Tufford and Newman (2010), 

memos allow researchers to make observational comments to explore and make known 

feelings about the research endeavor.   

Additionally, Rolls and Relf (2006) advocate for bracketing as an ongoing 

process rather than an undertaking at one point in time of the research project.  Memos 

and journaling allowed the bracketing process to happen throughout the research 

process.  I selected a research team of three people, including myself, that held each 

other accountable to each other’s’ subjective experiencing of the data.  This was done 

by sharing the process journals with each other throughout the coding process.  With 

this bracketing approach, each member of the team processed in depth their reaction to 

the participants’ meanings. 

Furthermore, the team completed member checks to further develop 

trustworthiness.  Member checks ensured that the participants’ experiences align with 

the themes derived from their verbatim transcripts.  This was conducted via another 

interview (See Appendix F) with each participant after the data analysis process.  This 

interview consisted of sharing the thematic results with participants to obtain feedback 
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on whether the themes fit with their experiences.  When there was a discrepancy, the 

team met to discuss the discrepancy.  When the team resolved the issue, the members 

consulted again until they felt that the theme accurately represented the participants’ 

experiences.  Results of the member checks are reported in the research findings.  

 

Clear Communication of the Findings 

The final detail in fostering trustworthiness in qualitative research was based on 

my ability to clearly communicate my findings through the dissemination of the results 

(Nutt-Williams & Morrow, 2009).  I considered the limitations of this study without 

overgeneralizing the results. 

 

Procedures 

After obtaining IRB approval, the data collection process of this study was 

completed in three phases (see Figure C.1).  Phase 1, pre-intervention interviews, 

focused on participants’ initial feelings and views of conducting 30-minute play therapy 

sessions.  During this phase, specific attention focused on the participants’ views 

regarding theoretical, cultural, and worldview fit of the intervention as well as any 

reservations and expectations that participants held.  Phase 2, weekly reflections, 

focused on participants’ experiences and processes while they provided the 30-minute 

CCPT intervention.  During Phase 2, specific attention focused on the participants’ 

experiences with the shortened session, their perceived frustrations and/or successes, 

and anything they may have experienced about the counseling relationship.  Phase 3, 
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post-intervention interviews, focused on participants’ general experience of conducting 

30-minute CCPT sessions. 

 
Figure C.1. Flow chart of the procedure for the current study. 

 

The interviews for this study were meant to elicit both broad and specific 

responses regarding participants’ experiences.  To develop rapport and allow the 

participant to begin getting comfortable with the interview process, the interviews began 
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with a broad question about their experience.  All interviews were conducted by myself, 

a fourth-year doctoral student and the primary investigator for this study.  Weekly 

process reflections were completed by participants via survey software using the 

process reflection form (see Appendix F). 

 

Pre-Intervention Interview 

This initial interview was devised to ascertain understanding of participants’ 

internal frame of reference before the intervention began. The interviewer was primarily 

gaining an understanding of participants’ previous experiences providing shortened play 

therapy sessions as well their perceptions of the impact on therapeutic effectiveness 

(e.g., “What are your experiences delivering shortened play sessions in a school 

setting?  What are your views regarding the effectiveness of session length in CCPT?”). 

Furthermore, it was important for the interviewer to gain an understanding of 

participants’ preferences for or against different session lengths (e.g., “What do you feel 

are the potential benefits of conducting play sessions in 30 minutes in a clinic setting?  

What do you feel are the potential drawbacks of conducting play sessions in 30 minutes 

in a clinic setting?”).  See Appendix F for the specific pre-intervention interview script. 

 

Weekly Process Reflections 

To better understand microelements of the participants’ experiences during the 

intervention, a weekly reflection was utilized.  I was interested in understanding 

therapists’ weekly experience of the therapeutic relationship, as well as barriers and 

successes throughout the therapeutic process (e.g., “What did you learn about the client 
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today?  What did you learn about yourself today?”).  Weekly reflections were used to 

ascertain professional development (e.g., “What did you learn about being a play 

therapist today?”).  Finally, these reflections were used to better understand how 

participants experience session length with their client (e.g., “How did you experience 

the amount of time you had today with your client?”).  See Appendix F for the specific 

weekly process reflection script.  Participants were emailed a survey link to the 

reflection script each week, to be completed directly following the play therapy session 

with the child. 

 

Post-Intervention Interview 

This interview was used to understand the convergence of participants’ total 

experience of delivering the intervention.  Specifically, the interview was used to 

ascertain differences of experiences and perceptions between delivering CCPT in 45 

and 30-minute conditions (e.g., “What are your views as to the role of session length in 

CCPT?  What are your experiences delivering shortened play sessions in a clinic 

setting?”).  Furthermore, the interviewer asked the participant to share about their 

experiences of how the therapeutic relationship was influenced by session length (e.g., 

“How do you feel the therapeutic relationship was affected by the session length?  How 

do you feel the six conditions were affected by the session length?”).  Finally, the 

interviewer asked CCPT theory questions (e.g., “How do you feel Rogers’ six necessary 

and sufficient conditions were affected by session length?”).  See Appendix F for the 

specific post-intervention interview script. 
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The theory related question explored whether participants noticed personality 

change in their clients.  This examination was based on Rogers’ six necessary and 

sufficient conditions, which Rogers (1957) outlined as the following: 

1. Two persons are in psychological contact. 

2. The first, whom we shall term the client, is in a state of incongruence, being 
vulnerable or anxious. 

3. The second person, whom we shall term the therapist, is congruent or 
integrated in the relationship. 

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

5. The therapist experiences an empathic understanding of the client’s internal 
frame of reference and endeavors to communicate this experience to the 
client. 

6. The communication to the client of the therapist’s empathic understanding 
and unconditional positive regard is to a minimal degree achieved.  

Participants were asked a broad question regarding their perceptions of 

constructive personality change when children experienced the six conditions.  The 

rationale for this question was to explore participants’ views on the nature of change in 

a shortened session.  Also, this question was asked to explore participants’ perceptions 

of the change process from a child-centered theoretical lense. 

 

Data Analysis 

The data analysis of this study was conducted using the phenomenological 

analysis procedures based on Moustakas’ (1994) modified Stevick-Colaizzi-Keen 

method: 

1. Bracketing/phenomenological reduction: each member of the coding team 

delivered a full description of their own interpretation of the experience under 
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investigation using personal journaling and initial team meetings where the team 

discussed the interpreted experiences (Moustakas, 1994; Patton, 2002). 

2. Using each interview transcript, each member of the coding team completed 

the following sub-steps:  

a. Considered each phrase/statement identified during bracketing (prior step) 
with respect to its significance for a description of the experience under 
investigation. 

b. Recorded all relevant statements. 

c. Listed each non-repetitive, nonoverlapping statement. These represented 
the meaning units of the experience under investigation. 

d. Related, combined, and clustered the meaning units into themes. 

e. Synthesized the meaning units and themes into a description of the 
experience under investigation, making sure to include verbatim examples 
from the interview transcripts. 

f. Reflected on the textual descriptions. Through imaginative variation, 
constructed a description of the structures of the experience. 

g. Constructed a textual-structural description of the meanings and essences 
of the experience under investigation 

3. From the individual textual-structural descriptions of all coding team 

members, constructed a composite textual-structural description of the meanings and 

essences of the experience integrating all individual textual-structural descriptions into a 

universal description of the experience representing the participant group as a whole. 

4. Developed a preliminary coding manual - Creswell (2013) noted the 

importance of reducing the data to eliminate redundancy.  Therefore, coding team 

members continued to merge categories and reformulate category headings.  From this, 

coding team members developed preliminary themes based on the data (Miles, 

Huberman, & Saldaña, 2014).   
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5. Conducted initial coding- coding team members established inter-coder 

agreement (Marques & McCall, 2005) by independently applying the preliminary coding 

manual to a subset of the data (four out of five interviews).  During weekly coding 

meetings, the coding team discussed discrepancies and points of agreement, adjusted 

the preliminary coding manual, and re-applied it to the data subset.  The coding team 

continued this process until they reached a mean agreement that approached or 

exceeded 90% (Miles, Huberman, & Saldaña, 2014) and finalized the coding manual.  

The mean agreement for this study was 90%. 

6. Conduct final coding- coding team members applied the final coding manual 

to each of the interviews.  During weekly coding meetings, the coding team continued to 

discuss discrepancies and coder drift (Marques & McCall, 2005).   
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APPENDIX D  

EXTENDED RESULTS
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Themes 

A team of three coders created a coding manual of themes that was then 

reapplied to the verbatim transcripts and reflections of all participants.  Inter-coder 

reliability of the final coding manual was 90%.  Table D.1 lists all themes found by the 

coding team with corresponding definitions of each theme.  

Table D.1 

Themes Derived from the Phenomenological Data Analysis 

Theme Name Definition 

1. Perceptions and 
experiences of session length 

Participants’ views on the benefits and drawbacks of shortened 
session lengths, ways to utilize the extra time shortened 
sessions may provide, and how the developmental level of the 
child affects the amount of time each child needs in play therapy 

2. Perceptions of the clinic 
versus school setting Participants’ comparisons of the two settings. 

3. Child Participants’ perceptions of the child and the child’s experience 
of sessions. 

3.a. Individual Differences Participants’ perceptions of what may fit for one child may not fit 
for another. 

3.b. Adaptability of Child 
Participants experienced the ability of the child to adapt to 
changes, meet their needs, and surmount obstacles in the 
shortened session. 

4. Therapist Participants’ experiences and perceptions of themselves, their 
process. 

4.a. Participants Feel Inner 
Turmoil 

Participants’ experiences and perceptions of their inner turmoil 
and accompanying feelings of guilt, frustration, and 
ambivalence. 

4.b. Participants Feel a Lack 
of Autonomy and Freedom 

Participants’ perceptions regarding their level of freedom and 
autonomy in the process of their experience 

4.c. Participants Feel 
Pressure 

Participants’ feelings of pressure stemming from shortened 
session lengths that lead to either a positive or negative view of 
shortened sessions. 

5. Therapeutic Relationship Participants’ experience of the therapeutic relationship between 
the therapist, child, and parent. 

5.a. Six Necessary & 
Sufficient Conditions 

Participants’ perceptions regarding Carl Rogers’ conditions for 
personality growth in shortened sessions. 

 (table continues) 
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Theme Name Definition 

5.b. Session Consistency Participants’ perceptions of the impact of consistency and/or 
inconsistency of sessions on the therapeutic relationship. 

5.c. Parents 
Participants’ experiences and perceptions of parent 
consultations, parent expectations, and the parent-therapist 
relationship. 

 

Theme 1: Perceptions and Experiences of Session Length 

Therapists had opinions and perceptions of session length throughout their 

experience.  This theme included the participants’ views on the benefits and drawbacks 

of shortened session lengths, ways to utilize the extra time shortened sessions may 

provide, and how the developmental level of the child affects the amount of time each 

child needs in play therapy.  The latter aspect of this theme will be discussed first. 

Every participant, when reporting their perceptions of session length prior to 

seeing the child for the first time, stated that the child’s developmental level dictates 

when a child is appropriate for shortened sessions.  For example, Mitra said, 

I'll do shorter sessions with younger children, because I feel like they can connect 
better across that time. As they develop they're able to sustain that involvement 
within the relationship for longer periods, so I probably start doing the standard 
45 minutes maybe around five or six, depending on where they are at. But, 
younger than that I'll usually probably go down to 30. Especially starting with 
three. That would be like a 30 minute. A lot of it I think I let the client’s level of 
development determine kind of what I go to, but standard I just fall back on the 
45. 
 

Participants consistently believed that the default session length was 45 minutes and 

could only go shorter if the developmental level of the child was young enough to 

warrant a shorter session length.   

Another aspect of this theme is the participant’s beliefs in the more pragmatic 

clinical utility of having 30 minutes rather than 45-minute sessions – less time in session 
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means more time to do other things.  Three participants believed that having shorter 

session lengths would be beneficial in many ways.  For instance, Aquila stated, “If 30 

minutes makes the difference between seeing more kids or collaborating more 

effectively with [parents] then do it.”  Similarly, Bala said: 

You have to weigh the pros and the cons. And the pros of it is how many more 
kiddos can you see when you're doing half hour sessions verses 45? Like how 
much bigger of an impact community wise can you have? Is it, you know, easier 
for parents to come more consistently? Like those kinds of things, I think, are 
important factors to consider. 
 
During the post-interview, three participants shared their experiences of what 

they did with the extra time that they had after their shortened sessions.  For example, 

Mitra reflected, 

I really like having extra time at the end of the session, because then I don't feel 
as rushed to clean the room. And so cleaning the room becomes more of almost 
a process, or like a time to reflect…so it's not just like "let me put all the toys back 
real quick for the next client coming in." It's a, "Okay, let me put this away and 
kind of remember, oh this is how the child used this. And, oh I wonder how like 
this was really significant." And just being almost a more mindful process. Which 
helps later on in just like the conceptualization of what's going on for this kid. And 
even just like note writing, because I had that time to really reflect. 
 
The final aspect of this theme was the participants’ opinions of shortened session 

lengths.  All participants shared these opinions during the post interview, such as 

Aquila’s: 

Overall, my experience of doing 30-minute sessions is that it's, that I appreciate 
it, that it's effective, that it gets more kids in the door, and that I don't leave 
feeling like there's unfinished business or anything like that. I feel like there's a 
sense of closure that can come in that 30-minute time and that it's beneficial. 
 

However, Aquila felt overall her child really struggled with shortened sessions, due to 

his aggression.  She reflected in one of her weekly journals: 

I have found myself wanting more time with the client, especially as he has 
become more aggressive. It seems like more time would enable us to work 
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through challenges together, which seem to get cut off when the play session 
ends. 
 
Three participants felt similarly to Aquila that children who come in with more 

complex issues such as physical aggression may need a longer play session.  

However, they also all agreed that 30-minutes of CCPT was better than none.  They 

based this assumption on their experience providing 30-minute CCPT sessions in the 

school, which I report next. 

 

Theme 2: Perceptions of the Clinic vs. School Setting 

Four participants shared their perceived comparisons related to holding 

shortened sessions in the clinic and school setting.  Three of those participants shared 

that they felt more freedom in the clinic setting versus the school setting.  Kamala had 

this experience.  She explained how her experience in the school was hurried. 

It's interesting, because the school, I think, feels maybe a little bit more rushed, 
just because…it would be 30 minutes, go drop the kid off, come back, clean, and 
then go get the next kid.  So, it was really rushed…the beginning of the 30 
minutes, I was just 'ahh okay', just trying to ground myself, calm myself, because 
I had just been moving, and then by the time I was involved and into it, it was 10 
minute warning. 
 
The clinic setting, according to these three participants, did not have the same 

hurried feeling.  The clinics where shortened sessions were taking place still operated 

on an hourly schedule, which meant that a child only took up 30-minutes of a one-hour 

block of time.  The participants were able to decide what to do with that time surplus.  

Kamala further conveyed that this left her feeling more relaxed in the clinic setting. 

I think in the clinic I was able to come in relaxed and stay relaxed and stay 
attuned. Whereas, with the school, the back to back it was kind of like I still had 
some of the last client, so I had to clear that out, focus. It took a little bit more 
time for me to settle for each session with the school, just because of the back to 
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back…I'm able to get the case note done in those 30 minutes and have closure 
on that client. 
 

The nature of the clinic setting allowed these participants to take the time to experience 

closure and a gave them time to reflect on their session. 

The clinic setting also affected two participants’ views of the pressure to conform 

to certain session lengths.  For instance, Mitra shared her perceptions regarding the 

session length norms for each setting.  She had experience delivering 30-minute 

sessions in the schools, which she believed was the standard session length in that 

setting.  On the other hand, she felt 45-minute sessions were the standard in the clinic 

setting where she was seeing her 30-minute child.   

That felt different. I think it comes back to that idea of what are the norms here? 
What are the norms in this setting? Because in the school it's so standard to 
have those 30-minute sessions, so they neither feel rushed nor slower. It just is 
the norm. Versus in the 30 minutes in the agency setting felt very different from 
the 45 because it wasn't the norm. 
 
A little later, she connected her experience of guilt to the clinic setting.  “Yeah, I 

didn't carry the guilt with the school that I had in the agency one.  I think that was 

because I didn't feel the need to compensate at the school, because I wasn't taking 

something away.”  In other words, Mitra experienced guilt from, “taking something 

away” from the child.  However, in the school setting, where children are routinely seen 

for 30-minute play therapy sessions, Mitra was not taking something away, and thus 

had not felt guilt while conducting play therapy in school settings.  We will come back to 

participants’ experience of guilt when we discuss another theme in this study.  Next, I 

share how participants perceived the child experienced shortened sessions.    
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Theme 3: Child 

Participants had a wide range of experiences with their children.  However, their 

experiences did not seem to coalesce into a theme that represented this experiencing.  

This was due to the differing nature of each child.  Aquila, for instance, experienced an 

aggressive child while Padma experienced power and control themes with her child.  

Each therapist seemed to have a different experience.   However, two subthemes did 

converge into representative subthemes for therapists’ perceptions of the child and the 

child’s experience of sessions.  First, participants perceived each of their child clients as 

adaptable and shared their experiences and stories of how their child adapted to the 

shortened sessions.  Second, and where I will begin to explain this theme, therapists 

perceived that individual differences between children could account for whether a child 

would be just as successful with a 30-minute play session as in a 45-minute play 

session. 

 

Subtheme 3.a: Individual Differences  

All therapists perceived that what may fit for one child may not fit for another.  

Every participant in the study had this view throughout their experience.  Prior to seeing 

their client, this theme was mainly reflected in participants’ belief in which children were 

appropriate for shortened sessions.  This usually presented as younger children were 

more built for shortened sessions and older children were better for longer sessions.  

For instance, Kamala reflected, 

I don't think a three-year-old can necessarily be as effective with 45 minutes or 
50 minutes in a room with somebody. Maybe like a shorter session, that would 
be more appropriate for a three-year-old, their attention or just their ability to be 
in one spot for that long. 
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On the other hand, three participants believed each individual child needed to be 

assessed for their needs.  Aquila, for instance, provided an example of a child that she 

believed would be better served by 45-minutes sessions:     

I can think of one little guy who I worked with and he needed to spend the first 15 
or 20 minutes just squishing the Play Doh in his hands and spend lots of time 
getting the lid off of the Play Doh container and lots of just sitting with him while 
he worked to get the lid off and then playing with it which was an important part 
of the process, but would then go play out the cycle of violence or would go like 
do things that were very evidently relational in terms of his family. Then it was 
always really, really difficult to get out of the playroom. He was regularly very 
dysregulated at the end of the play and it was really tough. 
 

Aquila provided another example of a child better served by 30-minutes 

I can think of another kiddo that would come in and kind of get down to business 
and it was almost like there was one corner of the room where he would do what 
felt like processing play. Then when he was done with that, he would move as far 
away as possible, and really be like I could tell he wanted to get out of there. 
Almost like this is where I come and do the dirty work and after I've done the dirty 
work I don't want to be in this space anymore. 
 
These participants shared that they felt some children would do well with 

shortened sessions while others would not.  Although the exact child conditions would 

vary between participants, they all seemed to share the sentiment that not every child 

would be as successful with 30-minute sessions as they would be with 45-minute 

sessions.  It is important to note that no participants viewed shortened sessions as 

harmful to children.  On the contrary, they unanimously perceived that the child would 

adapt to the shortened session, as I will explain below.  However, three participants 

perceived that some children would do even better with an extra 15 minutes of session 

length. 
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Subtheme 3.b: Adaptability of Child 

All participants experienced the ability of the child to adapt to changes, meet their 

needs, and surmount obstacles in the shortened session.  Aquila, for instance, reflected 

on the adaptability of the child during her pre-interview. 

I find that people get really good at learning to function within whatever limitations 
that they have so if they come in and they're used to only having 30 minutes, 
then I believe that people will adapt to making the most of that 30 minutes. If 
that's what a kid knows they're working with, they'll have even just an internal 
sense of the flow of session and relationship with a counselor so I think that's 
good. 
 
After Session 3, Mitra shared: 

I get frustrated when our session gets cut shorter and it’s neither mine or my 
client's fault. However, I can trust that my client will still be able to use our time 
together in a way that is most helpful to them. 
 
When participants reflected on their child’s process during the post-interviews, 

four shared their beliefs regarding the child’s ability to adapt.  Mitra shared how the 

child’s ability to adapt led that child to use all his time to the best of his ability.  She felt 

that this may have made their relationship stronger. 

I felt very connected to my 30 minute client. And I think it was reciprocal. And I do 
wonder if a part of that was because I felt like every moment was really used. 
Like the child really took advantage of all of the time in the playroom. But I mean, 
I would be invited into play pretty often, it just seemed like a strong relationship 
with that kid. 
 
Padma reported that she struggled with ambivalence over whether her child was 

appropriate for shortened sessions.  However, eventually her child seemed to settle in 

and do the work he came there to do. 

Initially, I felt like I didn't have enough time because of some of the presenting 
problems that the kiddo was going through. The mom had a lot of anxiety around 
him getting his needs met. But, I would say around Session 4 or five, it didn't 
seem to make much of a difference. Like he knew he was going to be in there for 
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30 minutes, and so he was spending half of his time warming up to the session. 
The last half of the session was him doing his work.  
 
Eventually Padma came to not only believe in the child’s ability to adapt, but to 

also see that the shortened session became a direct way for her client to work through 

feelings of sibling rivalry and him not getting what he wanted.  Her child’s sibling also 

attended play therapy at the same time but was getting 45-minute sessions.  Initially, 

this created a rift in Padma’s relationship with her child.  In Session 2 Padma shared. 

“He said to me, ‘Uh, I only get 30 minutes in here.’ And I reflected to him, ‘yes,’ and he 

shut down. And that impacted the relationship.”  I asked Padma in her post-interview if 

she thought her child knew his sibling was getting more session time. 

He knew. I think this, well, the rocky part was about in the first four, five sessions 
was because he knew his sister was getting to be in play sessions longer, and he 
had to wait in the waiting room with him mom till his sister got out. 
 
Padma disclosed her tenuous feelings about the issue: 

It didn't feel good [for me] either. Mainly because I was like, well, if they're going 
to be in the same family, it would be helpful if they started and ended at the same 
time, just for the sake of feelings. But I got to learn a lot about him, and how he 
handles not getting what he wants. 
 
Eventually Padma realized that even outside of the session the child made the 

most of his time.  When the child came out of the session early he would have to wait 

15 minutes for his sibling. Padma realized the child would spend that time having one-

on-one time with his mother, which is something he did not normally get to have. 

She had 45 minutes, and he had 30, and so he had an entire 15 minutes with his 
mom to himself…I mean, I'm talking simple one on one time – sitting eating 
goldfish together, and talking about things that were, they saw another kid in the 
clinic, or [talk about] school. 
 
Wide agreement existed among the participants that children will adapt to the 

shortened sessions.  It was also apparent that a parallel growth process also existed for 
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the participants.  They also had to adapt to the change in session length, which brought 

up many feelings and pushed them to grow.  I discuss this in the next section. 

 

Theme 4: Therapist  

Participants had a lot of feelings regarding shortened sessions.  Some were 

perceived positively and others negatively.  This theme was defined by the coding team 

as participants’ experiences and perceptions of themselves and their process.  This 

theme is further broken down into 4 subthemes.  Each subtheme corresponds to a 

separate internal process that occurred for participants throughout this experience.   

 

Subtheme 4.a: Participants Feel Inner Turmoil 

The first subtheme corresponds to participants’ feelings of inner turmoil and 

accompanying feelings of guilt, frustration, and ambivalence.  Guilt was often felt 

because of the pressure to be therapeutic while having a perceived reduced amount of 

time with the child.  Frustration often occurred when the participants’ freedom and 

autonomy was perceived to be in threat because of them having to follow the CCPT 

protocol.  And finally, ambivalence was experienced by participants because it was 

difficult for many of them to trust the adaptability of the child and the child’s ability to 

self-actualize and grow.  This inner struggle with ambivalence appeared when they 

were struck by the questions: are shortened sessions working with my child?  Are they 

getting the best care they can receive from me?  The answer was often mixed for 

participants. 
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During the pre-interview process, three participants used positive self-talk to 

convince themselves into feeling better about their anxiety of having less time with their 

child.  This was most apparent with Kamala, who consistently went back and forth about 

her comfortability with shortened sessions. 

I think that that is my internal process, and i think going in…I don't know. I think 
it's kinda like a mindset thing, like I have to like accept that like okay, this is 30 
minutes. That's okay. Like this is like what they're gonna get and it's still gonna 
be effective and there's still gonna be a relationship, and so I think on my 
experience side that could be maybe a factor, but I also think it's not gonna 
necessarily effect effectiveness. 
 
The timidity of being thrown into shortened sessions with clients was a feeling 

amongst participants in the beginning of the experience.  Four participants’ weekly 

reflections showed the unfolding process of ambivalence and guilt.  Padma, for 

example, went back and forth in her view of the acceptability of shortened sessions with 

her client.  In Week 1, she wrote, "I believe this client needed more time."; Session 2, 

"This week seemed less rushed. I believe that our use of time was good."; Session 3, "I 

wish that we had more time due to the alleged abuse situation."; by session seven she 

began feeling better, "I believe the time this week was good. It was well spent in 

session. He appeared to go with the flow of things."; this pattern continued for Padma, 

where she felt some of the inner turmoil settle. 

Bala made it clear that she felt her client would have done better with more time.  

Unlike Padma, her inner turmoil did not resolve until the end of the study, when she was 

able to increase her client’s session length.  She described feeling frustrated during her 

experience; that her autonomy to give the client what she thought the client needed had 

been taken away due to constraints from the study.   
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I think the reason I hesitate to answer is, because like the thing that I think is like 
... I don't know that I was less effective, I feel like I was just as effective as I 
would have been if you stopped a tape at 15 minutes or at 30 minutes, you 
know? Like, me in the session was the same but not having the additional time in 
the working phase made the process different. 
 
Bala believed that her child needed more time to experience the six necessary 

and sufficient conditions in order to have the maximum benefit.  Mitra also struggled 

with this same question: does experiencing the six conditions inherently cause change 

or does the amount of personality change correspond to the amount of time a child 

experiences the six conditions? Mitra reflected on this question during her post-

interview. 

I think I'm fighting with myself because the philosophical part of me wants to say 
no, not at all. Having more time would not affect how I would perceive the client 
growing, but the practical part of me is leaning more towards yes, I do think it 
would be more effective and the client would potentially have more growth if we 
had more time together. Which is interesting because that really is this internal 
conflict right now that I'm having. Yeah, I don't know and it kind of feels icky to be 
like, "Yes, it does matter." But then philosophically I'm like, "No, it shouldn't." 
 
Four of the participants experienced these ‘icky’ feelings and the inner turmoil 

that ensued.  However, by the end of the experience it appeared that these participants 

were able to proscribe positive meaning to the experience for themselves and their 

client.   

 

Subtheme 4.b: Participants Feel a Lack of Autonomy and Freedom 

The coding team defined this theme as participants’ perceptions regarding their 

level of freedom and autonomy in the process of their experience.  Three participants 

experienced a lack of autonomy and freedom during the study.  Mitra, for instance, felt 

this lack of freedom during the parent consultation process due to the study protocol.  
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She reported that she was used to having extended parent consultations and felt limited 

in her ability to create parent change within the 15-minute timeframe.  “I needed more 

flexibility there, but I think we did the most we could with what we had. I feel like those 

consultations were still used in a productive way.”  Bala, on the other hand, felt her lack 

of freedom when working with the child.  She felt that she wanted to give the child more 

time but did not feel the freedom to do so.  

I think for me the frustration is about, not so much about the process, more about 
like clinical autonomy. Like feeling like this could really work for other kid's but 
when I see it not working for my kid and I'm not yet able to change it. 
 
For one participant, Mitra, freedom came up for her as she reflected on how she 

has grown because of this experience. 

I think just in my general development as a play therapist is a development 
towards more flexibility in my work and moving away from the black and white of 
the textbook learning that we start out with in training. I think that this particular 
experience has helped me see that that flexibility extends to things like very, like 
practical level of the session time being, "Oh, this is also more individually based 
than I have perceived in the past."  
 
Mitra felt that this experience gave her the freedom to view session length as 

something else that could be controlled to be more therapeutic for the client, instead of 

keeping it as a rigid boundary that is the same for everyone.  As I discuss next, this 

experience allowed her to develop as a more informed counselor. 

 

Subtheme 4.c: Participants Feel Pressure 

The coding team defined this subtheme as therapists’ feelings of pressure 

stemming from shortened session lengths that usually led to feelings of inner turmoil 

discussed earlier.  The coding team felt Padma’s experience from her post-interview 

captured the essence of participants’ perceptions in this study, “I felt more pressure to 
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be fully engaged and for the client to fully experience me so that I could fully experience 

them.”  The pressure that participants experienced came from having less time with the 

child while still feeling responsible to be as therapeutic as possible. 

Four participants mentioned pressure as a feeling that was present for them 

throughout the process.  Mitra, for example, discussed feelings of pressure in both 

interviews.  During her pre-interview, she reflected on knowing herself well enough that 

the pressure caused by the shortened session length may spur feelings of guilt: 

[I want to know] if in 30 minutes I feel more pressure on myself as a counselor, or 
if I feel sad at the end of the 30 minutes. I know sometimes even as a person 
sometimes I'm really into the session, or I really hope that we get to this thing. 
Especially if a kids brought in something significant the time before, and waiting 
for them to feel comfortable enough to bring it up again if they need to, but kind 
of feeling sad if we don't get to it. 
 
Her prediction came to fruition during her experience with the child.  However, 

instead of feeling guilt, by the time of the post-interview after she terminated with her 

client, there was positive meaning attributed to her perception of pressure: 

Knowing that there is this small [time] restriction I almost feel like I need to do 
more in the time that I do have. I do feel like there is a factor in the time piece, it's 
just that relationship held more weight in it. 
 
The relationship with the client, Mitra believed, was more influential in the child’s 

growth than any recompence she may have done to compensate for her guilt spurred 

on by feelings of pressure.  During the interview I asked Mitra if she believed the 

pressure she felt was a good thing or a bad thing.  She replied,  

I don't think it's really a bad thing. I just think it's something I'm conscious of. Kind 
of like, what am I giving to my client? How much can I give to this client? 
Knowing that I'm taking away in one area feeling like I need to give more in 
another. 
 
Mitra’s response was representative for three of the four participants who 
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experienced feelings of pressure.  The pressure acted as a motivation for these three 

participants to be as conscious as possible on their ability to provide the six necessary 

and sufficient conditions, which I discuss next. 

 

Theme 5: Therapeutic Relationship 

Therapeutic relationship was a broad theme that encompasses three other 

subthemes: the six necessary & sufficient conditions, the consistency of sessions and 

the effect on the therapeutic relationship, and the parent consultation process.  There 

was a large overall theme of participants’ experiences of the therapeutic relationship in 

30-minute sessions.  Some participant experiences of the therapeutic relationship were 

negative and some positive.   

 

Subtheme 5.a: Six Necessary & Sufficient Conditions 

All participants perceived that the six conditions were present, and that imparting 

the three “therapist provided” conditions was important to them.  Perceptions that fall 

into this subtheme show up in two ways.  First, there were moments when they reflect 

on how each of the conditions unfolded in the shortened sessions.  Second, they 

reflected on moments when they believed the six necessary and sufficient conditions 

were present.  As an example of the latter, Padma reflected on a moment when the six 

conditions were present for her client.  Padma reported that at one point the child 

accidentally hurt himself, and he had to face that he made a mistake. 

When he was using the hammer one day he hit himself, and so then he began to 
call himself stupid and it was a lot of negative self-talk and, "I'm stupid, and I'm so 
dumb, and how does somebody hit their self with a hammer?" I did something I 
wouldn't normally do, just because I felt he needed it and I really wanted to 
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communicate it, but I put my hands on his arms. I moved closer and put my 
hands on his arm and I said, "You know, sometimes people make a mistake, and 
that's okay." He started getting teary-eyed. But he turned away from me because 
it was like, oh no. I'm too much of a big boy .  I knew he felt it. I knew that he 
knew that I still accepted him, even though he had made a mistake by hitting. 
 

The child became dysregulated after he had hit himself, so Padma used gentle touch to 

bring the child back to the relationship.  She then used her words and tone of voice to 

convey empathy and unconditional positive regard.   

Aquila reflected on a moment when her child became angry and physically 

aggressive toward her.  The child grabbed the hammer and lifted it over his shoulder, 

ready to strike her with it.  In her post-interview she reflected on her experience:   

Things that were just really intense and pushing me against my, like ... "I need to 
communicate trust to this child," and also "Can I trust him and is it safe for us 
together?" I don't want to get hurt, but I also don't want him to have the 
experience of hurting me because he will internalize that at some level. I had to 
resist this urge to protect him from pain within himself and pain within our 
relationship. 
 
In that moment Aquila struggled with her congruence and unconditional positive 

regard for the client.  Similarly, Bala struggled with her congruence but for a different 

reason.  She felt that the shortened session affected her ability to stay present. 

I felt interrupted by my ability to be fully present. Felt interrupted probably in the 
last like 10 minutes. So when we would hit that 20 minute mark, I saw my eyes 
go to the clock and I would see him start to get … he did a lot of work in the 
sand. A lot of like really meaningful work and I would see him start to get in to his 
narrative and think, he's not gonna have time to finish this narrative the way that 
he wants to and he will not resume it next time either. Because that's like, not 
what's been happening. And never did he. I would find myself getting frustrated 
so that would take me out of the process a little bit. 
 
Bala lost her ability to stay present when she became disappointed that her child 

may not be able to finish his play within the 30-minute session.  Bala reported that she 

believed the more time a child experienced the six conditions, the more change that 
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would occur.  This belief made it clear for her that the longer the session, generally the 

better the outcomes.  Mitra, on the other hand, had a different view of how the six 

conditions created personality change. 

Yeah, because theoretically I believe that the child is experiencing this really 
meaningful relationship in an environment where they're accepted and they feel 
understood. And that no matter whether we have 30 minutes or 45, or any 
amount of time, that it's not the time factor. It's if they've experienced and had 
that to carry along with them. So, in that aspect, maybe not. Maybe it wouldn't 
matter. Yeah, maybe not.   
 

In other words, she believed that change was due to the child internalizing each 

experience of the six conditions, as a whole.  To Mitra, it did not matter as much how 

long that experience lasted.  I address this difference in more detail in the discussion. 

 

Subtheme 5.b: Session Consistency 

The coding team defined this theme as the participants’ perceptions of the impact 

of consistency and/or inconsistency of sessions on the therapeutic relationship.  Three 

participants called attention to the need for consistency when the child is receiving 

shortened play sessions.  Aquila, for instance, reflected 

Because I experienced so much disruption from his ability to come to the clinic, I 
don't know if it's just that it was 30 minutes or, if it's what in my gut feels like it 
was, is that his parents were inconsistent in bringing him for services.  But I 
always, always wanted more time with him . 
 
Aquila worried that her client was not getting the therapy she wanted him to 

have.  This caused her to want more time with him in the weeks he did show up for 

therapy.  Similarly, Mitra wondered the same: 

I think it became apparent that they needed more time around Session 3. And I 
do wonder if a part of it was connected to the consistency of that client. That 
client was way more inconsistent in coming weekly than my longer session 
kiddos. And so I think that could have been kind of like an extra factor. 
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Padma had a similar problem, except instead of not showing up for session, her 

child’s parents were always late.  In her post-interview she reflected on a moment when 

her child tried to blame his mother for the lost time in session. 

Then his mom, they showed up late frequently, and he came in one day and he 
was complaining to his mom, "I am only going to have this many minutes in the 
playroom because you were late." So just knowing that that was happening for 
him. 
 
These participants made it clear that consistency was key.  It may be interesting 

to note that Kamala reported that her child’s parents were very consistent, and she also 

did not experience that 30-minutes was not enough time for her client.  Although 

completely anecdotal, consistency of clients may help the therapist feel like shortened 

sessions are more therapeutic and acceptable. 

 

Subtheme 5.c: Parents 

The coding team defined this theme as participants’ experiences and perceptions 

of parent consultations, parent expectations, and the parent-therapist relationship.  

Three participants fall into this theme.  Participants only discussed parent consultations 

when they reported having a negative experience.  Padma, for example, felt that the 

mother of her client was in too much distress to be able to notice the gains her child had 

made.  Padma stated, 

She frequently told me that she didn't [see changes]. It took an act of saying, 
"Okay, here is where he was, here's where he is now. Here's A, here's B, here's 
C." Concrete, in a way that I haven't had to do with any other parent. But I don't 
think it's because what she was experiencing was…Not that it wasn't true, but 
because she had so many other things going on. And just kind of her way of 
being, it was hard to see that progress had been made. Because we went from 
him being the bully, because he was being bullied, to not being a bully at all. And, 
him being able to communicate ways that he was helping other children. Him 
going from having some suicidal ideation, to no suicidal ideation. Him going from 
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pushing his sister and hitting her, to working together. So those drastic changes 
happened over those 20 weeks. And mom would repeatedly say, "I don't see 
any. Oh, you're seeing this?" I'm like, "Yeah." 
 
Aquila also had concerns with her parents, often reporting in her weekly 

reflections that she wanted more time with them.  In the following statement Aquila 

reflected on her process of accepting the parents and process of play therapy: 

I think that, that's the power of CCPT, right, like I didn't have to put them 
(parents) in Filial. I didn't have to have 45-minute consults with them on a bi-
weekly basis, and somehow we're all still here and we're all still working on 
helping that child navigate his world more effectively. They're still here and 
they're still engaged, and I do see the child using coping skills that are more 
effective in his environment, that he's shifting away from aggressive behavior and 
becoming more collaborative and relational when he is experiencing distress and 
that he is more open to be in contact with me and all of those kinds of things. 
 
Aquila voiced concern that the parents did not respect play therapy and often 

ridiculed play therapy in front of their child.  This led to feelings of confusion with Aquila 

because even though parents appeared to be resistant to play therapy, they still 

attended twenty sessions with her.  Aquila used this process to grow in acceptance of 

her client’s parents. 

 

Member Checks 

Member checking is used as a method to validate the research findings in a 

qualitative study (Miles, Huberman, & Saldaña, 2014).  After the coding team created 

the final coding manual, I reached out to all participants for a phone interview to share 

the findings of the present study.  It is common for some participants to forego the 

member check process, but it is necessary to identify the transcripts that have not been 

checked (Vogt, Vogt, Gardner, & Haeffele, 2014).  Four participants agreed to the 
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recorded phone interview, while Bala was unable to be reached for checking.  The 

following section is a summary of the findings from the validation process. 

All four participants agreed with the overall premise and definition of each theme 

found by the coding team.  Concordantly, no participants felt there were any glaring 

omissions from their experience in the coding manual.  However, there were some 

clarifications to an experience that did occur for one participant.  Padma, for instance, 

agreed with the definition of Theme 2: perceptions of the clinic versus school 

environments, but did not agree that she felt more comfortable and freer in the clinic 

environment.  She felt that for her, the school environment was stable, with more 

consistent attendance, and more autonomous.  She also felt that she struggled with 

two-way mirrors, which were present in the clinic environment and not present in the 

school in which she practiced play therapy.  Because of these variables, she felt the 

school environment was more suitable for her. 

The coding team felt that no changes to the coding manual were warranted for 

Padma’s clarification.  However, I assured her experience was considered when sharing 

the results above and ensured that they were reflected in the discussion of those 

results.  I continue to discuss and clarify the results, while sharing implications for future 

research in the next section. 
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EXTENDED DISCUSSION
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Striving to Become 

In an interview with Bala, one of the participants in this study, she reminded me 

of one of Carl Rogers’ stories about the potato that is striving to become.  At the time of 

the interview I did not pay much attention to the story; I did not see how it fit within the 

context of this research.  Later, when I returned to Bala’s transcripts I realized the 

implications of the potato story for this study.  Many of the experiences and processes 

that participants shared as a part of this study were similarly explained by Rogers 

almost 40 years ago.  Here is the story, extricated from A Way of Being (1980): 

I remember that in my boyhood, the bin in which we stored our winter’s supply of 
potatoes was in the basement, several feet below a small window. The 
conditions were unfavorable, but the potatoes would begin to sprout — pale, 
white sprouts, so unlike the healthy green shoots they sent up when planted in 
the soil in the spring. But these sad, spindly sprouts would grow 2 or 3 feet in 
length as they reached toward the distant light of the window. The sprouts were, 
in their bizarre, futile growth, a sort of desperate expression of the directional 
tendency I have been describing. They would never become plants, never 
mature, never fulfil their real potential. But under the most adverse 
circumstances, they were striving to become. Life would not give up, even if it 
could not flourish. In dealing with clients whose lives have been terribly warped, 
in working with men and women on the back wards of state hospitals, I often 
think of those potato sprouts. So unfavorable have been the conditions in which 
these people have developed that their lives often seem abnormal, twisted, 
scarcely human. Yet, the directional tendency in them can be trusted. The clue to 
understanding their behavior is that they are striving, in the only ways that they 
perceive as available to them, to move toward growth, toward becoming. To 
healthy persons, the results may seem bizarre and futile, but they are life’s 
desperate attempt to become itself. (p. 118) 
 
Rogers makes the point that under any circumstance people will inevitably grow 

toward self-actualization.  The experiences of the play therapists in this study show that 

this ‘process of becoming’ occurred, even under the duress of less time with their 

clients.  Even through all the ‘inner turmoil’ of guilt, frustration, and ambivalence; 

through the pressure to perform and feeling a lack of freedom, they found a way to stay 



111 
 

congruent while empathizing and accepting their clients fully.  Empathy and congruence 

were the priority for these play therapists, even though the children brought a multitude 

of issues to challenge therapists’ acceptance.  Acts of physical aggression, tantrums, 

and moments of self-loathing that would challenge anyone’s ability to be-with.   

According to the therapists in this study, there was also a parallel process 

happening for the children.  While they acted out in incongruent ways, the children also 

still strove to actualize, even under the adverse condition of less time in session.  These 

children had less time to experience the core conditions, and yet all the play therapists 

in this study felt they received them and saw growth.  Did the children have enough time 

in the sunlight?  Some play therapists in this study thought not.  Perhaps only further 

quantitative research will be able to discern this with any authority.  Nevertheless, for all 

participants, the actualizing tendency of the child was witnessed. 

The rest of this discussion explains in more detail this process of striving to 

become.  I also discuss how some of the themes appeared to connect with one another.  

Finally, I will explore the limitations and implications of this study. 

 

Time Surplus 

As a part of the first theme, perceptions and experiences of session length, 

participants expressed some ways that they utilized the surplus of time when 

conducting 30-minute play sessions.  Although they were having shortened sessions, 

they were still scheduling a 60-minute block of time due to the nature of the clinics 

where these play therapists counseled.  They began their sessions at the beginning of 

the hour and thus had 30 minutes of surplus time after their 30-minute session.  Two 
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participants, during the pre-interviews, discussed interest in working with parents weekly 

during the time surplus.  However, due to constraints of the study, that was not an 

option for them.   

Although some of this time had to be used to write case notes and reset the 

playroom, the participants had utilized the extra time creatively.  Three participants used 

the time to conceptualize their clients and reflect on the session.  Two specifically 

referenced taking their time to clean the playroom to reflect on the session.  As they put 

toys away on the shelves, the unhurried nature of the cleaning allowed them to reflect 

on each toy as they put them away to remember how it had been used in session. 

Because of this experience, some play therapists in this study felt like they 

understood their clients more when they were able to reflect on the session.  

Furthermore, it also highlighted that the standard 45-minute session structure left some 

play therapists feeling like they could not take the time to process their play sessions.  

This has potential implications for better understanding client conceptualization 

strategies. 

 

Individual Differences amongst Children in Shortened Sessions 

As reported in the results, some participants in this study believed that what may 

work for one child may not work for another. Rogers’ (1957) believed that the essential 

conditions for change exist in a single configuration, specifically the six necessary and 

sufficient conditions; no matter the type of person, diagnosis, age, or any other 

differentiating factor.  He theorized that if those conditions existed in some form, 

personality change would occur (Rogers, 1957).  All participants felt that the six 
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conditions existed in their relationships with their clients.  However, they also perceived 

that some children are not best served by 30-minute play therapy sessions.  There 

appears to be a discrepancy between Rogers’ theory and the experiences of the play 

therapists.  As mentioned earlier, the play therapists in this study were doctoral 

students, and therefore were continuing to develop their guiding theory.  Therefore, it 

appears that this inconsistency could be from the play therapists’ process of developing 

and continuing to integrate the tenets of person-centered theory.  This highlights the 

need for additional research into the developmental process of child-centered play 

therapists.   

 

Lack of Autonomy and Freedom among Therapists 

Three participants felt like they lacked freedom and autonomy at times during this 

study.  It is interesting to note, however, that only one participant felt her lack of freedom 

was due to the shortened session. She felt that her child needed more time but could 

not give it to him.  On the other hand, the other two participants who reported a lack of 

autonomy blamed their feelings on the study protocol.  One felt limited in doing 15-

minute parent consultations, since she was used to having longer parent consultations 

with other clients outside of this study.  As mentioned previously, 15-minute parent 

consultations are not a common occurrence in the clinics where the study took place.  

They are generally 30-minutes or more every three to four weeks.   

Having only one participant feeling restricted by the shortened sessions could 

mean that feeling constrained may not be a common experience among play therapists 
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who conduct shortened sessions.  In this study it appeared that most of these feelings 

stemmed from the protocol of the study itself. 

 

Feelings of Pressure 

The origin of this perception for participants stemmed from their feeling of having 

less time in session.  Four participants felt as though they had to squeeze everything a 

child would experience in a 45-minute session, so it would fit inside of a 30-minute 

session.  These play therapists were adamant that they wanted to prevent the child from 

experiencing ‘less’ in session.  This often left them striving to overcompensate. 

Another facet of this theme was how these participants reacted to the pressure.  

A majority, three therapists, felt that the pressure was a good thing – motivating them 

towards providing the best therapy they could.  In other words, they appeared to ‘rise to 

the challenge’ of the pressure.  One participant, however, felt especially limited by the 

pressure.  She felt that this pressure affected her ability to remain genuine with the 

child.  This implies that some counselors can feel motivated by pressure while others 

may find it difficult to remain present with their client. 

 

Parents and Consistency of Sessions 

Three participants who experienced inconsistent attendance struggled with 

shortened session lengths.  They tended to feel that the client missed too much therapy 

when they did not attend.  This potentially increased these therapists’ feelings of 

frustration and pressure to perform.  These play therapists seemed to take on the 

responsibility for the child’s growth during the weeks when the child did attend 
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counseling.  On the other hand, the two participants that experienced consistent 

attendance with their children did not mention consistency as important.  It appears play 

therapists may not be conscious of client attendance until it becomes erratic and 

detrimental to the child’s progress in therapy.  Participants who experienced 

inconsistent attendance also tended to blame the parents, which appeared to make 

connecting with parents in consultations more difficult. 

 

School vs Clinic Setting 

Three participants perceived that they felt more relaxed in the clinic setting.  

These therapists considered the school environment more hectic with strict rules.  They 

believed this difference in setting allowed them to be more relaxed.  Participants also 

felt the children were freer since they were able to make more noise and run in the halls 

of the clinic.   

Three participants also felt the 30-minute session in the schools felt ‘normal’ 

whereas the same amount of time in the clinic seemed too short.  These participants 

were conscious of this discrepancy, so it caused feelings of ambivalence.  Especially 

with those participants that felt their 30-minute clinic client was not suitable for 

shortened sessions.  They often had thoughts such as: why am I feeling extra pressure 

and the need to compensate in the clinic setting when a shortened session feels 

‘normal’ in the school setting?  Interestingly, one client felt that if enough sessions had 

elapsed, their need to compensate may dissipate.  This implies that counselors who 

utilize shortened sessions may need some time, at least 20 sessions, for this format to 

gain a sense of normalcy. 
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The Six Conditions and the Child Change Process 

Four of five participants were unanimous in their perception that Rogers’ six 

conditions were present in their shortened sessions in the same way the conditions 

would be present in a standard 45-minute play therapy session.  One participant was 

the exception to this rule.  She felt pressure to perform due to the shortened sessions, 

which sometimes hindered her ability to remain congruent in the relationship.  However, 

she agreed that there were other times when all conditions for change were present.   

Perceiving the presence of the six conditions during their sessions seemed to 

provide feelings of hope that children were experiencing positive personality change 

from their experience.  All participants reported seeing these changes over the course 

of therapy.  On the other hand, at the same time participants experienced hope from 

their perception of the six conditions, some also experienced wanting to provide those 

conditions for more time.  This want was potentially exacerbated by other factors as 

well, such as inconsistent attendance and more difficult presenting concerns from the 

child.   

Four participants’ experiences in the study pushed them to better understand 

personality change from a deeper perspective: does personality change happen when 

the child internalizes and integrates each experience of the six conditions or does 

personality change happen by experiencing the conditions over a period of time?  Some 

participants believed the former was true for them and thus did not experience as much 

dissonance regarding client change in shortened sessions.  For example, Padma’s 

client experienced a lot of negative feelings towards himself when he accidentally hit 

himself with a hammer.  Padma felt in that moment of experiencing for the child she was 
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able to provide the core conditions to him and he perceived them.  The specifics on how 

the change process happened for the client differs between participants.  Three 

participants felt the client takes that entire experience of receiving the conditions and 

integrates it for personality change.  With this view, it does not matter if the entire 

experience takes 30 seconds or 30 minutes, the same amount of change will occur.  In 

the case of Padma’s client, he internalized and integrated his experiencing of the 

conditions and change occurred, regardless of the amount of time it took to experience 

those conditions. With this view, length of contact time is less important than providing 

the conditions during important experiences.  A differing view was held by one 

participant, who believed that the conditions are a general quality of the overall 

relationship.  This participant felt that the six conditions should be experienced in and 

outside of important experiences.  Thus, the mode of conveying those conditions should 

happen over a longer period of time for maximum change to occur.  These participants 

struggled with this experience due to the shortened session creating friction with their 

beliefs about the client change process.  This point may have important theoretical and 

research implications that will be discussed later in this section. 

 

Connecting Themes 

Some of the themes the coding team found are inextricably linked in a potential 

cause-effect relationship.  This section is an amalgamation of the average participant 

experience as I see it, and used to illustrate how these themes can connect in an overall 

experience.  All five participants began early in their experience with a felt sense of how 

they perceived the shortened sessions (theme 1).  Furthermore, initially some 
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participants had a feeling of whether their child was a good fit with shortened sessions 

(theme 3.a.).  If the child presented as difficult (theme 5.c.)  or parents struggled with 

consistent attendance (theme 5.b.), participants seemed to be more likely to feel that 

their child was not a good fit for shortened sessions (theme 1). 

 Additionally, some participants felt pressure to perform (theme 4.c.) and ensure 

the six conditions (theme 5.a.) were present while conforming to the time constraints of 

the shortened sessions.  They also potentially experienced a lack of freedom from the 

protocol (theme 4.b.).  Those burdens caused the potential for participants to then feel 

inner turmoil – feelings of guilt (theme 4.a.) for the child not getting as much time as 

other clients, frustration stemming from a lack of freedom (theme 4.b.), and 

ambivalence regarding their need to trust their negative feelings versus their need to 

trust the adaptability (theme 3.b.) and actualizing tendency of the child.  Feelings of 

ambivalence may also be reinforced by the play therapists’ past experiences in the 

school setting (theme 2), which was a setting they felt worked for clients, even though 

the setting seemed more rigid and inflexible than the clinic setting. 

 

Limitations 

Demographics served as a limiting factor of this study.  All participants identified 

as female, which limits the applicability of the findings of this study to female play 

therapists.  Because some of the themes involve typical human emotional reactions, 

and therefore could be said to cross gender boundaries, the results may not be 

representative of males and nonbinary individuals.  Participants also had a similar 

number of years of play therapy experience and all were doctoral level students in the 
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same counselor education program.  Therapists with differing levels of experience or 

different educational background may perceive things differently than the participants in 

this study. 

Another limitation is that the number of sessions that participants experienced 

sometimes varied.  One participant had only seven sessions, while another had ten.  

The other three participants had twenty sessions each.  This could have created a 

disparity of experience between participants that could influence the results of this 

study.  For instance, this limitation did affect the weekly reflections.  Some participants 

had 20 reflections, one for each session, while one participant had only seven 

reflections.  A disparity such as this may indicate that some participants did not have the 

richness of experience as other participants with more sessions. 

Although bracketing was used to minimize researcher influence in this study, 

there was the potential for researcher bias to enter as a limitation to this study.  The 

interviews were conducted by the primary investigator and therefore had the potential to 

influence participants’ responses to the interview questions.  Participants may have 

been more likely to disclose only the experiences they felt comfortable sharing with the 

researcher, and therefore may not have felt comfortable divulging their true feelings.  

Therefore, the results of this study may reflect only the themes that participants were 

comfortable sharing. 

The introduction of the CCPT and CCPC protocols may also be a limitation of 

this study.  Participants may have been influenced by the pressure to conform to the 

protocol rather than their experience being truly authentic.  I took steps to ensure that 

this was not the case.  For instance, I used member checks to ensure the themes 
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represented the participants’ experiences.  However, it appears that one theme, 

Participants Feel a Lack of Autonomy and Freedom, was influenced by the protocol.  

Two participants directly referred to the protocol as the source of their frustration and 

lack of autonomy.   

Researcher bias may also have limited the data collection of this study.  Although 

two members of the coding team are unaffiliated with the research, limiting potential 

bias, the primary investigator was also a member of the coding team.  Therefore, some 

bias may have influenced the results of the data coding.  I implemented steps to 

counteract this bias such as recruiting a member of the coding team that had no prior 

experience in counseling or play therapy.  However, this member of the coding team 

was also my spouse, which is another potential area for bias.   

Although this study called for participants to experience a minimum of seven 30-

minute sessions, it is difficult to completely understand if seven sessions was enough to 

fully describe their experience with an acceptable amount of depth.  For instance, some 

participants may have felt that the relationship with their child client was just beginning 

to develop after seven sessions, while others may have felt they were ready to 

terminate with their child client earlier than seven sessions.  This may have limited the 

consistency of their experiences and negatively affected thematic findings. 

 

Implications and Future Research 

As discussed earlier, in managed healthcare it has become an important 

endeavor to increase effectiveness while decreasing the overall cost of services.  

However, sometimes research can call into question the feasibility of such motives. This 
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study points to some of the challenges and successes that child-centered play 

therapists may face with shortened sessions in the clinic settings.  Future research 

could examine whether play therapists face similar perceptions and experiences with 

other forms of shortened counseling, such as a reduction in treatment length. 

The current study also highlights the potential need for support among play 

therapists who are transitioning to a new way of doing therapy.  They often face inner 

struggles, such as guilt, ambivalence, and pressure that keep them from feeling fully 

integrated and secure.  For instance, one play therapist struggled with her physically 

aggressive client.  After an exhaustive search, no research was found that explored play 

therapists’ experiences with aggressive clients.  More research is needed to better 

understand the support seeking behaviors and inner processes among play therapists 

who struggle with their clients.  This study took a specific look at play therapists who 

conducted shortened sessions, but there are many more examples of times when play 

therapists struggle.  

The struggles that participants experienced also have implications for training 

play therapists.  These struggles were the result of being thrown out of homeostasis by 

creating a new structure of delivering CCPT.  Furthermore, the ambivalence caused by 

the participants’ need to deliver the therapist-provided attitudinal conditions (Rogers, 

1961) in a shorter timeframe appeared to be another key factor of their experience.  

Similarly, Jayne and Ray (2015a) found that play therapists who struggled to provide 

the attitudinal conditions often criticized themselves.  In this study, the self-criticism 

appeared as self-responsibility to provide the attitudinal conditions under the pressure of 

less time.  On the other hand, under this layer of self-criticism that the participants 
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experienced was the pressure to develop as a play therapist in order to deliver the 

attitudinal conditions to the child.  This suggests that when play therapists are pushed 

out of homeostasis they strive to adapt by acquiring a more developed set of skills, 

which eventually allows them to acquire a new sense of homeostasis.   

This study has also raised concerns for the lack of research in play therapists’ 

perceptions and experiences in general.  There is a paucity of research on these 

experiences, including no published studies on therapists’ experiences delivering 

CCPT-as-usual.  The present study has brought to light some of the potential issues 

child-centered play therapists experience internally, externally, and theoretically.  This is 

a much-needed gap in the literature, as studies of this nature can inform the training 

and development of child-centered play therapists.  

Finally, there was a theoretical issue that this study also uncovered.  The nature 

of the change process for children in CCPT played a large role in this study.  Finding 

answers to the nature of personality change and its relationship to session length is 

necessary to develop Rogers’ theory of the six necessary and sufficient conditions. 

Theoretical questions were uncovered, such as: Does more time experiencing the 

conditions in a relationship equate to greater personality change?  Does the profundity 

of experiencing the six conditions correlate with greater personality change?  Although 

these questions would be difficult to answer in any definitive way, the direction these 

answers would provide can give rise to the nature of change in CCPT. 
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Pre-Intervention Interview Script 

What are your views regarding the role of session length in child-centered play therapy? 

What are your views regarding the effectiveness of session length in child-centered play 

therapy? 

What are your experiences in delivering shortened play sessions in a school setting? 

What do you feel are the potential benefits of conducting play sessions in 30 minutes in 

a clinic setting? 

What do you feel are the potential drawbacks of conducting play sessions in 30 minutes 

in a clinic setting? 

How do you feel parents will respond to the shortened play sessions? 

Based on what you know so far about play therapy, what is your guess as to the 

outcome of this study?  Will 30 minutes be enough time? 

How do you foresee the results of this study informing your way of working with 

children? 

What do you hope to gain from this experience? 
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Weekly Check-in Reflection 

Date: _______________  Session #_________ 
 
 

1. What did you learn about the client today? 
 
 

2. What did you learn about yourself today? 
 
 

3. What did you learn about being a play therapist today? 
 
 

4. How did you experience the amount of time you had today with your client? 
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Post-Intervention Interview Script 

1. What are your views as to the role of session time in child-centered play therapy? 

2. What are your experiences in delivering shortened play sessions in a clinic setting? 

3. What do you feel were the benefits of conducting play sessions in 30 minutes in a 
clinic setting? 

4. What do you feel were the drawbacks of conducting play sessions in 30 minutes in a 
clinic setting? 

5. How do you believe the therapeutic relationship was affected by the shortened play 
sessions? 

6. How do you feel the six conditions were affected by the shortened sessions? 

7. Based on your experience, what is your guess as to the outcome of this study?  Is 
30 minutes just as effective? 

8. How do you foresee the results of this study informing your way of working with 
children? 

9. What did you gain from this experience professionally? 

10. What did you gain from this experience personally? 
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Final Coding Manual 

1. Perceptions and experiences of session length: Participants’ views on the 
benefits and drawbacks of shortened session lengths, ways to utilize the extra 
time shortened sessions may provide, and how the developmental level of the 
child affects the amount of time each child needs in play therapy. 

 

2. Perceptions of the clinic versus school setting: Participants’ comparisons of the 
two settings. 

 

3. Child: Participants’ perceptions of the child and the child’s experience of 
sessions. 

 

a. Individual Differences: Participants’ perceptions of what may fit for one 
child may not fit for another. 

 

b. Adaptability of Child: Participants experienced the ability of the child to 
adapt to changes, meet their needs, and surmount obstacles in the 
shortened session. 

 

4. Therapist: Participants’ experiences and perceptions of themselves, their 
process. 

 

a. Participants Feel Inner Turmoil: Participants’ experiences and perceptions 
of their inner turmoil and accompanying feelings of guilt, frustration, and 
ambivalence. 

 

b. Participants Feel a Lack of Autonomy and Freedom: Participants’ 
perceptions regarding their level of freedom and autonomy in the process 
of their experience. 

 

c. Participants Feel Pressure: Participants’ feelings of pressure stemming 
from shortened session lengths that lead to either a positive or negative 
view of shortened sessions. 
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5. Therapeutic Relationship: Participants’ experience of the therapeutic relationship 
between the therapist, child, and parent. 

 

a. Six Necessary & Sufficient Conditions: Participants’ perceptions regarding 
Carl Rogers’ conditions for personality growth in shortened sessions. 

 

b. Session Consistency: Participants’ perceptions of the impact of 
consistency and/or inconsistency of sessions on the therapeutic 
relationship. 

 

c. Parents: Participants’ experiences and perceptions of parent 
consultations, parent expectations, and the parent-therapist relationship. 
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