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This study was designed to determine the effectiveness of short-term child-centered play
therapy training with school counselor and teachersin Israel. A short-term child-centered play
therapy course is an intervention that focuses on changing trainees attitudes and beliefs towards
children while teaching them child-centered play therapy theory and skills.

The experimental group, consisting of 18 volunteer school counselors and teachersin
Israel received atotal of 15 hours of child-centered play therapy didactic training with a variety
of learning experiences. The control group consisted of 15 volunteer school counselors and
teachersin Isragl. The control group did not receive any training. All participants completed the
Play Therapy Attitude-Knowledge-Skill Survey (PTAKSS) before and after the training as a
means of measuring change in attitude, knowledge and skill. A second purpose of this study was
to compare the effectiveness of short-term child-centered play therapy training with a
comparison group semester long child-centered play therapy training course at the University of
North Texas.

An analysis of covariance revealed statistically significant positive increasein
Knowledge subscale as compared to the control group. However the differences between the
experimental and the control group were not significant on the participant’ s total score on the
PTAKSS, their attitudes and beliefs towards children or their skill level.

A t-test revealed no significant difference between the experimental and comparison

groups on the skill subscale of the PTKASS. Results indicated that there was a significant



difference between the experimental and the comparison groups on the Total score, Attitude and
Knowledge subscales of the PTAKSS.

This study supports the use of short-term play therapy training as an effective training
model for increasing the trainee’ s knowledge of child-centered play therapy. It does not support
the use of short-term play therapy training as an effective training model for increasing the

trainee’ s attitudes towards children or increasing their confidence in applying play therapy skills.
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CHAPTERI
INTRODUCTION

Johnson (1994) reported that many children all over the world are in need of mental
health services, but because children are powerless, other groups typically receive more attention
and the mental health services needed. Children experience multiple stressors during their
growth and development, which may increase their need for mental health services (Wagner,
1994). Tuma (cited in Wagner, 1994) stated that approximately 15 to 19 % of U.S children and
youth need mental health treatment. Although there has been an increase in professional
awareness of children’s needs in the past two decades and a corresponding increase in mental
health programs available to children (Cohen, 1995; Lovacs & Lohr, 1995; Stern & Newland,
1994; Wagner, 1994), most children with emotional and/or behavioral problems still do not
receive the appropriate treatment to fit their needs, and some do not receive any kind of mental
health treatment (Collins & Collins, 1994).

In addition to normal stressors, e.g., separation from parents, potty training, age
appropriate anxieties, etc., today’s children are exposed to war, terror, poverty, and other family
disruptions. In the last 20 years, play therapy has become one of the most important therapeutic
methods practiced by avariety of mental health professionalsin the USA (Kranz, Lund, &
Kottman, 1996; Kranz, Kottman, & Lund, 1998; Landreth, Homeyer, Bratton, & Kale, 1995;
Phillips & Landreth, 1995, 1998). There is a growing body of professionals who are interested in
play therapy and see it as an important and crucial therapeutic method for helping children (Frey,
1994; Schaefer & Carey, 1994; Schaefer & O’ Connor, 1983). A 1999 survey by the Center for
Play Therapy at the University of North Texas found that 83 universitiesin the US offer one or

more courses in play therapy as a component of counselor education or educational psychology



programs (Center for Play Therapy, 2000). However, according to Tanner and Mathis (1995)
and Bratton, Landreth and Homeyer (1993), there are not enough trained play therapists to meet
the increasing demand.

Child-centered play therapy is the most widely practiced play therapy model with
children under the age of ten, and it has al'so been shown to be successful with children between
the ages of ten and fourteen (Landreth & Sweeney, 1997). Phillips and Landreth (1995)
conducted a national survey of play therapists and reported that 25 % of play therapists that
responded to the survey use the child-centered play therapy approach.

Working with children in a professional setting requires the practitioner to
obtain specia knowledge, skills, and beliefs about children (Guerney, 1983; Kaczmarek &
Wagner, 1994; Kranz & Lund, 1994; Landreth, 2002). According to Phillips and Landreth
(1995), there are few play therapists that are trained in play therapy on a graduate level. Kranz,
Lund & Kottman (1996) recognized the importance of advanced training and supervised
experiences for those who practice play therapy. The Association for Play Therapy, an
international organization, has published specific criteriafor becoming both a registered play
therapist and a play therapy supervisor (APT Newsletter, 1992). Play therapy training and
supervision which meet these criteria enable the play therapist to be a better mental health
provider for children while ensuring the play therapist’s professional and personal growth (Kranz
& Lund, 1994; Landreth, 2002).

Israel, one of the smallest countriesin the Middle East, is surrounded by hostile
neighboring countries and constantly faces the horrors of war and terrorism. The population in

Israel is 6 million and 2.7 million are children under the age of 12. (Isragl census, 2000) Since



the founding of the country in 1948, children in Isragl have experienced a prolonged state of fear
and anxiety as aresult of war, the threat of war, and terrorism.

The population in Israel currently faces constant attacks from suicidal bombers who carry
out their actions in shopping malls, restaurants, buses, and even in schools. The population in
Isragl is constantly preparing for the possibility of an attack by one or more of the Arab countries
around them. This situation causes anxiety and fear in children who may feel that they or their
family members are in danger.

While adults may express their experiences and reactions to events such as bombings via
conscious thoughts and speech, it is much more difficult for young children to express their
feelingsin words. Children may experience more anxiety than adults in an insecure environment
produced by war. Therefore, it isimportant to provide children the opportunity to express
feelingsin the midst of a sense of danger. Intimes of high stress, asin the case of war, anxious
children who do not feel safe to express feelings in words may use play to clarify the situation
and explore feelings. Children often use play to act out what both their inner world of self and
the outer world of people and things mean to them.

Asisthe case for other parents, Israeli parentstypically play with their children. They
may spend hours each days taking care of their child's needs. However, in stressful times of war,
they may be focused on their own issues of fear and sorrow and may not be available to attend to
their child’s emotional needs. In many cases, the school system is the only available resource to
meet children’s emotional needs. Unfortunately, very few professionals in schools and agencies
in Israel aretrained in utilizing play therapy methods of treatment to help children and their
families. In Isragl there are only three universities, which offer play therapy information as a

small component of their psychology courses. Therefore, the Isragli elementary school system



has yet to encourage school counselorsto obtain play therapy training and provide play therapy
sessions to the children they serve.
Purpose of the Study

This study was designed to determine the effects of child-centered play therapy training
on school counselors and teachers who work with children in Israel. The purpose of this study
was to determine the effects of child-centered play therapy training in (a) improving positive
attitudes and beliefs toward children, (b) improving child-centered play therapy knowledge, and
(c) improving confidence in applying child centered play therapy skills.

A second purpose of this study was to compare the effectiveness of child-centered play
therapy training with trainees at the University of North Texas (Kao and Landreth 1996) and the
effectiveness of child-centered play therapy training with school counselors who work with
childrenin Israel.

A third purpose of this study was to document the effectiveness of play therapy in
elementary schoolsin Isradl.

Review of Related Literature
The Purpose of Play

Play isuniversal. It occursin the absence of anxiety and after the child has become
familiar with an object through exploration. Play is an inherent way in which achild
communicates with the world (Axline, 1969). It is the core, natural activity during childhood and
may take place at al timesin all places (Landreth, 2002).

Garvey (1977) stated that play is pleasurable and enjoyable. Play isinternally motivated,
not externally motivated. Play is concerned with generating stimulation and is governed by the

needs and wishes of the child. Erikson (1940) stated that children use play “to make up for



defeats, suffering and frustrations’ (pp.45). Specific play episodes have specific meaning to the
child.

“Language, as valuable and helpful asit can be, is still of paltry use to children who have
neither the ability nor the vocabulary to put feelings into words. Children play out past
experiences and present problems. They put problems outside of themselves and are able to see
more of their anxieties and tensions' (Cass, 1973). During and after war, the anxious child who
does not feel safe to express feelings in words might use play to clarify the situation and explore
feelings. Thus, play assumes a critical role in the child' slife. The child would not otherwise
achieve release, since an attempt at emotional release in reality would most likely produce
intense anxiety (Hartley, Frank & Goldenson, 1952).

Play reflects the child' s need to experience and express feelings related to external
events. Through the use of dolls, for example, anxiety or conflicts can be played out in away
that helps the child deal with emotions. Clay can help children gain mastery over their world as
the child pounds, stamps, and integrates his or her own reactions and emotions through this
process. The play therapy setting provides a secure, predictable and safe environment for the
child to express feelings, reduce anxiety, to show fear, and to play out his or her needs. The child
may not be able to find places other than the playroom where traumatic experiences are handled
with total empathy, sympathy, and acceptance from an adult. There are no suggestions,
criticisms, instructions, or questions by the therapist regarding the play of the child (Axline,
1969).

Since children under the age of 12 find it difficult to express their feelings in words, they
use play to process and deal with their experiences. Unlike adults who can think and reason

abstractly, children rely on play to work through their feelings and problems rather than talking



(Axline, 1969; Landreth 2002; Piaget, 1962). Play may become fantasy and/or a wish-fulfilling
situation that allows instinctual discharge that normally would not be allowed within the
framework of reality (Sandler & Nagera, 1963, Schaefer & O’ Connor, 1983). Play creates an
outlet for children’ s feelings, expends their energy, allows for the reduction of their frustrations,
and facilitates the realization of their goals (Landreth, 2002).
Symbolic Play

Play alows children the opportunity to symbolically “work through” situations that are
unmanageable or threatening in reality. The meaning is derived from a child’s personal history,
the situation that confronts the child, and the child’ sindividual ways of reacting and expressing
oneself. The child uses play to trandate impul ses, feelings and fantasies into action (Hartley,
Frank, & Goldenson, 1952). Through self-directed play experiences, the child can explore
feelings and thoughts. Each child may choose to use the different objects in the playroom and
engage them in a personal, self-healing process and with different symbolism (Gable, Oster, &
Pfeffer, 1988; Landreth, 2002). The child-centered play therapist accepts the child’s play
symbolism asit is. The play therapist represses his or her own need to fit the child’ s play into the
society’s labeling system (Moustakas, 1953), and, thus, frees the child to express feelings and
ideas (Ross, 1972). Regarding the effectiveness of symbolic play, Axline (1969) wrote, “ 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, realize self-
hood" (p.16). The child, when provided with a secure relationship that includes the freedom to

express hisor her own thoughts, feelings and experiences, will create a personal path. When that



choiceisrespected and the child is allowed to work through chosen feelings and experiences, the
child will be able to achieve insight (Axline, 1969; Landreth, 2002; Moustakas, 1953; Schaefer
& O’ Connor, 1983).
Child-Centered Play Therapy

Person-centered therapy, atherapeutic approach developed by Carl Rogers (1951), is now
referred to as child-centered play therapy when working with children (Landreth, 1993). Virginia
Axline saw the Rogerian approach as one that would work with children as well as adults. She
translated Roger’ s philosophy and approach and modified it to the specific needs of children
(Guerney, 2001). Child-centered play therapy “is based upon the assumption that the individual
has within himself, not only the ability to solve his own problems satisfactorily, but also this
growth impulse that makes mature behavior more satisfying than immature behavior” (Axline,
1947, p. 15). In this approach, the therapist is concerned more about the child than the problem.
The focus of the therapist is on building arelationship with the child in order to help the child
generate the process of change. In child-centered play therapy, the therapist does not interpret the
child’ s behavior, but, instead, focuses on the relationship with the child as the catalyst of growth
(Landreth, 1993).

Child-centered play therapy is a unique way of being with children. It is based on a
philosophy and not on a series of techniques (Landreth & Sweeny, 1997). It is a complete
therapeutic system based on the therapist’ s deep beliefs about children and their innate ability to
change and to grow (Landreth, 1993). Axline's (1947) eight basic principles serve as aguide for
therapeutic contract between the child and the therapist. These principles, in revised and

extended form by Landreth (2002), are:



. The play therapist is genuinely interested in the child and develops a warm, caring
relationship.

. The play therapist experiences unqualified acceptance of the child and does not wish that
the child were different in some way.

. The play therapist creates afeeling of safety and permissivenessin the relationship so the
child feels free to explore and express him-or herself completely.

. The play therapist is always sensitive to the child’ s feelings and gently reflects those
feelings in such a manner that the child develops self-understanding.

. The play therapist believes deeply in the child’' s capacity to act responsibly,
unwaveringly respects the child’ s ability to solve personal problems, and alows the child
to do so.

. The play therapist trusts the child's inner direction, allows the child to lead in all areas of
the relationship, and resists any urge to direct the child’s play or conversation.

. The play therapist appreciates the gradual nature of the therapeutic process and does not
attempt to hurry the process.

. The play therapist establishes only those therapeutic limits that help the child accept

personal and appropriate relationship responsibility. (pp. 73-74)

The child-therapist relationship is the main component in the therapeutic process. The therapist

provides the child with a safe place and a sense of complete acceptance, granting the child

permission to feel and to behave within the limits of the playroom (Axline, 1947; Gerney, 1983;

Landreth, 2002).

The Child-Centered Play Therapist

The play therapist works as a direct therapeutic service provider to children. Entering the



playroom, the play therapist immediately begins to establish a therapeutic relationship with the
child. In child-centered play therapy the child-therapist relationship playsasignificant role. It
“...Isthe deciding factor in the success or failure of the therapy” (Axline, 1947, p. 74). Therefore,
the development of relationship-building skills by the therapist isacrucia responsibility.
Without appropriate skills, the therapist may be unaware of the impact of the relationship on the
child, and may damage the therapeutic process or the child (Kranz, 1978). These relationship
skills include basic attitude, empathic responses, and structuring skills (Kao, 1996).

“The three basic attitudes in child-centered play therapy are faith acceptance, and
respect” (Moustakas, 1953, p. 2). Faith in the child is based on feelings rather than on the
therapist’ s cognitions. The therapist should feel and express a sincere belief in the child. By
conveying faith, the child may experience the same feeling and as aresult, may begin to believe
in him/herself. Acceptance of the child occurs when the therapist accepts the child as the child is,
without any conditions. The therapist should accept the child' s feelings, individual meaning, and
perceptions. Respect is conveyed to the child by the way the therapist greets the child, follows
the child’'s lead during play, and shows understanding of the child’ s feelings (Moustakas, 1953).

Empathic responses require active listening and are the key element in conveying to the
child four important messages. 1) that the therapist is here in the playroom with the child; 2) that
the therapist hears what the child says; 3) that the therapist understands; and 4) that the therapist
cares for the child (Landreth, 2002). As the child receives these messages, the child becomes
more open to the relationship with the therapist, feels safe enough to explore self, and can choose
to change and grow.

In child-centered play therapy, structuring islimited to therapeutic limit setting and to the

“providing of information or the arranging of the environment to facilitate situation-appropriate



responses from the child” (Guerney, 1983, p. 37). For example, structuring may include how
long the session will last, when the session will end, how often the child and therapist will meet,
what the child can do in the playroom, and what the therapist will do during the session
(Guerney, 1983).
Limit setting in the playroom serves different purposes, which Landreth and Sweeney
(1997) summarized asfollows. Limits
1. define the boundaries of the therapeutic relationship
2. provide security and safety for the child, both physically and emotionally
3. demonstrate the therapist’ s intent to provide safety for the child
4. anchor the session to reality
5. alow the therapist maintain a positive and accepting attitude toward the child
6. alow the child to express negative feelings without causing harm or subsequent fear of
retaliation
7. offer stability and consistency
8. promote and enhance the child's sense of self-responsibility and self-control
9. protect the play therapy room
10. provide for the maintenance of legal, ethical and professional
standards. (p. 24)
Limit setting is not introduced in the session until necessary. Landreth (2002)
recommended the following three-step format:
Step 1: A- acknowledge the child’ s feelings, wishes, and wants.
Step 2: C- communicate the limit.

Step 3: T- target acceptable alternatives (p. 261).

10



The play therapist needs to enter the playroom relaxed and able to leave personal issues
outside the playroom. After establishing the relationship with the child, the play therapist should
strive to maintain the relationship and convey sincere concern for the child' s growth. The play
therapist must really know children and must like them in order to work with them (Axline,
1947). The play therapist must also possess self-understanding and the ability to accept both the
strong and weak components of his or her personality (Landreth, 2002). Self-knowledge on the
part of the play therapist will enable the therapist to enter into a deeper relationship with the
child and fully utilize his or her professional and personal skills (Moustakas, 1959).

Training of Play Therapists

For the play therapist to be considered a competent mental health professional, it is crucial to
be properly trained and have a supervised clinical experience (Landreth & Wright, 1997).
According to Moustakas (1958), the first step in play therapy training is teaching the play
therapist the principles and the philosophy of play therapy. Landreth and Wright (1997)
indicated, “the best method of initial training is a didactic presentation, such asis used in most
introductory play therapy courses’ (p.45). Bratton, Landreth and Homeyer (1993) stated that
prior to being supervised in the play session, the play therapist should have a cognitive
understanding of play therapy principles. Before directly applying the play therapy principlesin
aclinical setting, the students must understand them both theoretically and experientially
(Landreth & Wright, 1997). Moustakas (1958) stated that the beginning play therapist should be
allowed to develop his or her own style, make mistakes, and progress at his or her own pace,
without being rushed by a supervisor or the play therapist over-enthusiasm.

The child-centered play therapist’s behaviors in the playroom include: tracking the

child’ s behavior, reflection of content, reflection of the child’ s feelings, returning responsibility
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to the child, and therapeutic limit setting (Landreth, 2002). Through supervised experiences, the
play therapy trainee learns to tranglate the unique factors of child-centered play therapy into
verbal and nonverbal responses in the playroom (Tanner & Mathis, 1995). The play therapy
trainee learns to speak and listen effectively, to cope with silent moments, and to focus on
significant themes (Kranz, 1978).

Kao (1996) investigated the effects of child-centered play therapy training on graduate
students majoring in child counseling. The experimental group consisted of 39 students enrolled
in semester long (15 weeks) Introduction to Play Therapy courses. The control group consisted
of 29 students. Using the Play Therapy Attitude, Knowledge Skill Survey (PTAKSS), Kao
measured three aspects of the child-centered play therapy training: (a) the attitudes regarding
essential beliefs and interaction patterns, (b) the knowledge of what should be known, and (c) the
level of confidence in applying play therapy skills (Kao, 1996, pp.37). She reported a significant
improvement in trainee’ s attitudes and beliefs toward children and an increase in child-centered
play therapy knowledge and skills as compared to the control group.

Homeyer and Rae (1998) also used the PTAKSS to study the effectiveness of the length
of play therapy training for master level graduate students. They compared the effectiveness of a
3-week mini session training (38 hours) with 12 participants; aregular 5-week summer session
training (40 hours) with 8 participants; and aregular 15-week semester training (45 hours) with 9
participants. All versions of the training were an Introduction to Play Therapy graduate course.
Homeyer and Rae (1998) reported that in all varied of course length there is a significant
improvement in trainee’ s attitudes and beliefs toward children and an increase in child-centered
play therapy knowledge and skills. Although studies have indicated that there are positive results

in using play therapy training to train graduate students or parents, the effect of different training
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Play Therapy models on trainees has received little attention.
Play Therapy Training Models

One of the earliest play therapy training models was described by Guerney in 1978.
Guerney taught masters and doctoral level students play therapy skillsin three consecutive
semesters. During the first semester, Guerney focused on child-centered theory and play therapy
skills utilizing peer supervision, experienced supervisors, and self-supervision. In the second
semester, play therapy trainees supervised undergraduate play therapy students. In the last
semester, the trainees led afilia therapy group.

Landreth’ s model (2002) provides trainees with a variety of learning experiences including:
didactic lectures comprised of play therapy principles, critiques of facilitative responses, self-
directed reading, writing exploration and research papers in related play therapy areas, role
playing with the instructor and with peers, discussions, instructor’s or other advanced students
video demonstrations, observation of experienced play therapists in the playroom through one
way mirror, arranged play sessions, and amicro play therapy practicum supervised by
experienced play therapy students. Landreth’s syllabus (2003) specifies the following course
objectives: (a) obtain an understanding of the major theories of play therapy, (b) develop a
philosophy of the approach to play therapy that is effective, (c) develop an awareness of the
child’sworld as viewed by the child, (d) help the student communicate effectively with children,
(e) help students understand children, and their behavior, (f) enhance the student’ s tolerance
level toward others, and (g) promote the student’ s self-exploration and self-understanding.

In 1992, Landreth established the Play Therapy Intensive Supervision/ Training Model
(PT-1STM). Thismodel consists of 27 hours of intensive play therapy training in three

consecutive days. The format is based on an intensive workshop and is designed to provide the

13



play therapist a unique experience under professional supervision. The play therapists are
divided into small groups with the ratio of one supervisor to three trainees. Bratton, Landreth,
and Homeyer (1994) studied Landreth’ s supervision model with 12 play therapists and 4 trained
play therapy supervisors. During the intensive training they provided play therapy trainees with a
variety of learning experiences, including live supervision of individual and group play therapy
sessions, observation and immediate feedback from supervisor and peers, critique of trainee's
videotaped sessions, and intensive training in play therapy skills. They found positive changesin
the play therapist’s self-awareness, growth in their play therapy skills, and understanding of the
play therapy process.

Homeyer and Rea (1998) stated that it is essential play therapy trainees take a university
introductory play therapy course in order to develop a strong cognitive and philosophical base.
Play Therapy in Elementary Schools

“The elementary school counselor uses play therapy with children because play isthe
child’s symbolic language of self expression, and for children to play out their experiences and
feelingsis the most natural, dynamic, and self-healing process in which children can engage’
(Landreth, 1993, p. 17). Landreth (1987) stated that the elementary school counselor uses play
as a counseling tool and as a mediato meet the child’ s different needs. Axline (1947) suggested
that teachers could learn to reflect a child's feelings and convey the message, “Hereis a person
who understands you and understand your feelings.” Ross (1972) believed that play therapy
provides a great opportunity for teachers to have a more meaningful relationship with children
and stated, “ Through adoption of therapeutic techniques the teacher may achieve an emotional
climate which encourages communication between adults and children” (p. 17). Landreth (1993)

recommends child-centered play therapy by school counselorsin the elementary schools for
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children experiencing different personal issues suc