39031LN0Y

PLAY THERAPY
TREATMENT PLANNING
WITH CHILDREN

AND FAMILIES

A Guide for Mental Health Professionals
Edited by Lynn Louise Wonders and Mary L. Affee

» i




“This book on treatment planning stands out for its holistic approach. The co-editors selected

some of the best scholars and practitioners in the play therapy field. I love the emphasis on
the wide array of contributing factors and wider systems.”

David A. Crenshaw, PiD, ABPE

author and board-certified clinical psychologist

“Play Therapy Treatment Planning with Children and Families delivers just what the title describes
and much more. The editors provide a thoughtful rationale for the importance of treatment
planning, one that extends the plan to be a dynamic process, encompassing relevant
contextual factors in the child’s life. The editors have assembled seasoned practitioners to
offer guidance and practical applications for treatment planning, ensuring that the book
is useful across various presenting issues and theoretical orientations. The book will help
practitioners craft holistic and high-quality plans to support the well-being of children and
families!”
Anne Stewart, PhD, Professor, Department of
Graduate Psychology, James Madison University

“This is a book play therapists will keep handy for many years.”
Richard Gaskill, £dD, LPC, RPT-S
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Play Therapy Treatment Planning with Children and Families is a comprehensive guide that provides
an integrative and prescriptive approach to creating customized treatment plans. It’s an
excellent textbook for graduate programs in social work, counseling, and family therapy and
an invaluable guide for practicing clinicians in all settings.

After exploring and explaining the many modalities for treating children and adolescents,
this book provides sample treatment plans using a variety of case vignettes. Chapters also take
readers through a road map for case conceptualization, meeting with caregivers, problem
identification, goal development, diagnosis determination, determination of interventions
and termination, and much more.

Lynn Louise Wonders is a licensed professional counselor (LPC), certified professional
counselor (CPCS), and registered play therapist-supervisor (RPT-S). She has provided

clinical supervision, consultation, and training since 2010.

Mary L. Affee is a licensed clinical social worker (LCSW), a registered play therapist-
supervisor (RPT-S), and holds a doctorate in education. She is the founder and clinical
director of Horizon Integrated Wellness Group, a private practice in North Carolina.
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FOREWORD

How do we know whether or not we have arrived somewhere if we don’t know where we
are going or what the end point is, or even have a road map to help get us there? We wouldn’t
think of getting into our car and just heading out in any direction for that long-desired and
hoped-for transformative trip without taking along our GPS system (be it on our phone or
through another means). This is very true for working with children and families in therapy.

Our clients generally want exactly the same things in life as ALL people: they want to be
able to thrive and not just survive. A high-quality treatment plan is an essential tool that can
help in this process. And it is important that individuals have the ability to design their own
road maps and yet have the knowledge of and feeling that there is a supportive and invested
therapist who is walking beside them while they are on their journey and helping them to
develop, facilitate, and keep track of their individualized road map.

In order for treatment to be successful, there needs to be the creation of an allied stance
with families, and most importantly, to move beyond emphasizing problems to emphasizing
competence; moving out of the role of expert and into the role of accountable ally; moving
off of our professional “land” and onto the family’s “turf,” and out of the stance of teaching
and into that of learning wuth. If we ever hope to help our clients change, in a meaningful
way, we need to think about what works in therapy with regard to the working relationship.
In The Heart and Soul of Change. What Works in Therapy, editors Hubble, Duncan, and Miller
(1999) report four common factors for positive behavior change: Client Factors: 40% which
included resources and influences such as persistence, faith, or a supportive relative; Hope
and Expectancy: 15% which includes expecting to get better and do better; Model and
Technique: 15% which included staff procedures, techniques, and beliefs; and most impor-
tantly, Relationship Factors: 30%, which was the strength of the alliance. To make therapy
effective, we need to join with families in treatment planning and partner with them, giving
the family a voice and choice and opportunities for involvement.

By bringing in the family and client into becoming involved in the treatment planning,
it demonstrates a culture of respect, being listened to, and having their input valued and
considered in treatment planning. Planning needs also to consider the family’s readiness for
involvement and their ability to assume tasks on behalf of their child. We must also include
the child/teen client as an expert resource, respecting their voice and treating them as equal
partners in creating a system of change. They need to be included in all meetings concerning
them, and no idea is a “bad” idea, should they offer it, along with helping the child/teen
become educated about all their choices, and most importantly, having transparent conver-
sations with them. It becomes a “partnership,” making decisions together, which leads to
investment in the treatment process and in initiating their own treatment through their goals,
objectives, and interventions.

Treatment plans need not only have a goal, an endpoint, but also the strengths related
to the goal and the barriers to the goal, along with measurable objectives, interventions, ser-
vices, and supports. The goals are the broader endpoint and help to express the hopes and
dreams of the individual expressed in the child/teen’s or parent/guardian’s own words. The
goals identify the hoped-for-destination to be arrived at through the services being offered.
Goal development becomes a critical component in engagement and in creating a collabo-
rative working relationship.
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A lot goes into thinking about the goal and the more specific objectives of how to get
there. For example, strengths, abilities, competencies, values and traditions, interests, hopes,
dreams, motivation, resources, and assets, unique individual attributes, things that have
worked well in the past, “natural supports” (e.g., family members, relatives, friends, com-
munity resources), and cultural influences are all woven into the tapestry of the treatment
plan. But it is not complete if there is no consideration of what factors keep the person from
their goals. Barriers such as skill development, environmental and familial factors, lack of
resources, self-defeating strategies, threats to health and safety, and cultural factors need also
to be spotlighted and addressed for a successful outcome.

And lastly, but far from the least, objectives must be stated in behaviorally measurable
language, be time-limited, and clear for when we know the client has achieved the estab-
lished objectives and the end has been reached. Objectives should capture the positive alter-
native to the current needs and challenges and work to remove barriers, build on strengths
and address cultural issues. Objectives are like stepping stones along the path, bringing the
client closer to attaining the broad goal. Objectives can be changed and updated as the plan
is reviewed, and when all the necessary objectives have been achieved, then we have arrived
at our destination, and the goal has been successfully met.

Writing treatment plans and conceptualizing them from a theoretical framework is not
an easy task, and it requires nuance and takes practice, support, and guidance. How fortu-
nate we are that there is now a volume exclusively devoted to the broad topic of treatment
planning, illuminating the topic from a myriad of angles and lenses. Edited by Lynn Louise
Wonders and Mary Affee, Treatment Planning with Children and Families: A Guide for Mental Health
Professionals is the one resource all clinicians should have at their side and in their professional
library. It is comprehensive, offering a rich variety that succeeds in meeting the need for an
inclusive how-to book on writing detailed and relevant treatment plans with measurable
objectives that will lead to effective outcomes. The book is divided into three sections: Foun-
dations of Treatment Planning; Treatment Plans from Theoretical Models and Approaches;
and Special Topics, Samples, and Resources. The editors have gathered an impressive array
of chapter authors, experts on their topics and fields of interest, who openly share their wis-
dom and time-honored approaches to treatment planning with us.

Readers, you will delight in reading this well-crafted, comprehensive and contempo-
rary volume. It will help guide you toward a richer treatment practice with more effective
outcomes.

—Athena A. Drewes

REFERENCE

Hubble, M. A., Duncan, B. L., & Miller, S. D. (1999). The heart and soul of change: What works in
therapy. American Psychological Association.



PREFACE

This is a contemporary treatment planning book that provides perspectives on how
clinicians may conceptualize and develop plans for therapy through various lenses and with
attunement to various special considerations. The book provides essential resources for men-
tal health clinicians working with children and their families. After the editors’ encountered
repeated challenges of having to access multiple books for treatment planning resources,
encountering gaps in treatment planning, training opportunities, and through years of pro-
viding clinical services, teaching master’s level students, and training clinicians through con-
tinuing education about treatment planning, this book was conceived. The editors observed
that many practicing clinicians did not receive thorough training on the topic of treatment
planning specific to child clients and families in graduate school or in continuing education.
This book is designed to represent a diversity of perspectives on the topic of planning for
therapy by including contributing chapter authors who are experts on theories, models, and
important points of view. The vision for this book was to provide a comprehensive text
for clinicians in training as well as practicing therapists in the field of child and play ther-
apy on the process of case conceptualization with an evolving road map for the course of
therapy. The editors have sought to straddle the medical model and the growing need for
more sensitivity, inclusivity, cultural humility, and avoidance of over-pathologizing children’s
mental health challenges. The book will help clinicians organize and formulate information
collected and observed with clients to develop effective and measurable treatment goals and
objectives that lead to effective outcomes. For all theoretical orientations from which clini-
cians provide services, this guide provides a golden thread of goal-directed treatment plan-
ning that is substantive and purposeful so that clinicians can be accountable to the efficacy
and quality of the psychotherapy services being provided.

—Lynn Louise Wonders and Mary Affee



AN OVERVIEW OF THE TEXT

This book is organized into three parts.

Part 1 takes the reader through a thorough overview of contemporary, purposeful
goal-directed treatment planning, including reasons for having a plan, a case for goals and
objectives regardless of theoretical orientation, phases of therapy, the process of case con-
ceptualization, human development, systemic and cultural considerations, and an introduc-
tion to the use of an integrative and prescriptive model for treatment planning,

Part 2 includes chapters authored by expert and revered therapists and trainers in the
field of child and play therapy. The theories, models, and approaches were intentionally
chosen as most closely representing the canon of theoretically based approaches to provid-
ing play therapy services for children and their families but also have gone beyond theories
alone, considering that theories are not the only lens through which we approach therapy.
Some particular models and approaches offer their own unique and important filter through
which clinicians can shape the way therapy is delivered that may or may not be based upon
a particular theoretical orientation. Each author’s perspective and voice were honored and
preserved while keeping this book section aligned with a sense of continuity. There are 17
chapters, each providing an overview of the theory, model, or approach and a fictional
case study demonstrating the treatment planning process through the lens of the chapter’s
orientation.

Part 3 provides chapters that address special considerations during the treatment plan-
ning process, including special populations and circumstances. There are sample forms, doc-
uments, and resources included in this section of the book as well.

VOICES AND TONES

It’s important to note that many voices contribute to this book, and each author’s voice
is their own. Some contributing authors have chosen to use the first person and some
the third person when providing a narrative of their case studies. Some voices are more
formal, and some more casual. The editors hope this lends to the spirit of representing
variety and diversity of perspectives without removing the intention of flow and easy
structure of the book. Due to variations in terminology and methods in the theory and
method chapters, it was necessary to shift some of the original wording and organization
to facilitate synthesis.

A WORD OF CARE AND CAUTION

It is always advisable to seek formal training, supervision, and consultation as the pro-
cess of treatment planning can be complex, given every client and their presenting chal-
lenges and their biopsychosocial factors are unique. This book is not intended to be a
stand-alone source but rather one that compliments further training, supervision, and
consultation.
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CHAPTER 1

PURPOSEFUL AND EFFECTIVE TREATMENT
PLANNING FOR CHILDREN AND FAMILIES

Lynn Louise Wonders

INTRODUCTION

The process of planning for therapy begins the moment therapists meet a child’s caregivers and
continues throughout the child’s and family’s time in therapy. The treatment plan is not only
a step in the required clinical record documentation; it is a multifaceted, ongoing process. To
gain a complete understanding of a client’s presenting circumstances, concerns, and challenges,
a thorough intake is needed. As all the data is gathered, the therapist pieces the information
together, formulating and conceptualizing the presenting case. Collaborating with the child and
caregivers, the therapist develops an itinerary for the journey of therapy to include identification
of the destination (goals), milestones to track progress toward the destination (objectives), and
selection of vehicles and routes (interventions). Therapists learn these skills conceptually in grad-
uate school, but it is not until working directly with clients that they can apply that knowledge
meaningfully (Fairburn, 2011; Sperry & Sperry, 2020). Even with the most client-centered theo-
retical approach, the therapist needs to conceptualize what the client is experiencing, expressing,
and needing for the most appropriate course of therapy (Sperry & Sperry, 2020).

Effective psychotherapy with children and their caregivers is built on a foundation of a
therapeutic alliance rooted in the therapist’s warm, welcoming, attentive, and reflective pres-
ence (Axline,1981; Halbur, 2011; Landreth, 2012; Ray, 2021). The therapeutic alliance is a
trans-theoretical construct (Koole & Tschacher, 2016) and, therefore, the relationship between
therapist and client(s) is believed to be essential and necessary for effective psychotherapy out-
comes regardless of theoretical orientation or approach (Tschacher et al., 2015). While random-
1ized controlled trials about the therapeutic alliance have yet to show that the relationship is the
basis for effective therapy, research has demonstrated that the therapeutic alliance is strongly
correlated with positive outcomes (Koole & Tschacher, 2016). This foundation of rapport, trust,
and connection is optimal for working collaboratively with the child and caregivers (Treichler
et al., 2021) to develop a therapy plan based on what the child and family are presenting (Stew-
art et al., 2022). Treatment planning is, ideally, a dynamic and fluid process that allows for
collaborative adjustments as progress is tracked and as new information and needs may arise.

PHASES OF THERAPY

While various therapy models may differ, there are typically three phases of psychotherapy.

Phase 1: Connect, Gather, and Develop

In the first phase, caregivers and the therapist come together to begin forming the thera-
peutic alliance through authentic connection during the intake session and the first several
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sessions to follow. Clinicians build rapport with the child and caregivers, gather information,
assess, develop a case conceptualization, establish goals and objectives collaboratively, deter-
mine the approach to use, and choose interventions with the initial therapy plan.

Phase 2: Maintaining, Observing, and Adjusting

Here, the therapist’s role is to maintain the therapeutic alliance and assess for progress,
regression, and new needs that may arise as indicated by the nature of the child’s play or
by the client or caregiver report. In addition, the therapist consults closely with caregivers
and may adjust the therapy plan to offer new interventions to meet the presenting needs of
the child and the family system as needed. This phase continues until all needs have been
addressed, objectives achieved, and goals are met.

Phase 3: Closure of Therapy

As objectives and goals are reached, the clinician, caregivers, and the child together bring the
therapy to a close. In this phase, the therapist ensures ethical and appropriate termination so
that the child and caregivers feel a sense of satisfactory completion, healthy goodbyes, and
an easeful transition from therapy.

THE INTERSECTION OF RELATIONAL PSYCHOTHERAPY
AND THE MEDICAL MODEL

The belief in the therapeutic alliance as essential and foundational for desired treatment
outcomes in psychotherapy seems to conflict with the standard medical model (Koole &
Tschacher, 2016). All theoretical orientations in the field of child mental health are ide-
ally rooted in a strong therapeutic relationship (Landreth, 2012; Ray, 2021). This relational
emphasis creates distinct differences between psychotherapy and medical services. In child
and family counseling, those coming for therapy are referred to as clients, whereas in the
medical field, the term is patient. In the medical field, a patient receives a treatment believed
to cure the patient’s problem with no need for a relationship between the patient and the med-
ical practitioner (Koole & Tschacher, 2016). Contrarily, therapists providing mental health
services rely upon the therapeutic alliance to create the necessary connection, rapport, and
trust for the therapy to be most effective.

The standard medical model does not fit the broader case conceptualization process
unique to psychotherapy (Gehart, 2015). A mental health professional needs to conduct a full
intake that considers the context of the child client’s multiple systems and lived experience
for case conceptualization, but there is no need for a medical doctor to have a complete
biopsychosocial understanding of the patient’s life to treat the patient’s medical problem.

Many mental health professionals find it challenging to operate from the medical model
while honoring the therapeutic alliance. And yet assigning a diagnosis and maintaining a clin-
ical record is a necessary reality for most therapists (Ray, 2021). Mental health professionals
are required by third-party payers to establish medical necessity for the client’s participation in
psychotherapy (Stockton & Sharma, 2019). Medical necessity must be documented with par-
ticular language in the clinical record. To meet the requirement of medical necessity, services
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must be evidence-based and appropriate for diagnosing and treating a disorder (Wiger,
2020). While some clinicians have the privilege of providing services outside of the medical
model and can, therefore, avoid diagnosis and goal setting, most families in the United States
need to use their health insurance to participate in psychotherapy. As a result, mental health
professionals paneled as providers with insurance companies and Medicaid must have one
foot in the medical model and the other in their chosen theoretical orientation(s).

The concept of treatment planning was born out of the medical model, not from the
original psychotherapy theorists (Gehart, 2015). According to Luepker (2022), the medical
model has advantages:

1. The medical model provides a clear structure and legitimizes mental health services
in the eyes of the managed healthcare system.

2. Competent recordkeeping can be a framework for supporting the therapeutic alli-
ance from the start of therapy.

3. Recordkeeping can ensure continuity of care if the client is referred for other
services.

4. Recordkeeping protects clinicians from accusations of poor quality of care or lack
of professionalism.

PLAY THERAPY AND THE MEDICAL MODEL

Play therapy is considered the most appropriate modality for supporting children with
mental and emotional health challenges (Ray, 2021; Wonders, 2021a). Just as in the greater
field of psychotherapy, play therapy includes a variety of seminal and historical theoretical
orientations (Wonders, 2021a). Establishing the medical necessity of play therapy during
treatment planning and documentation may initially seem daunting, given the relational
emphasis of all play therapy seminal theories and models. But play therapy can be supported
as medically necessary because one of the many benefits of play therapy is that it supports
children’s acquisition of developmental milestones. According to the American Academy
of Pediatrics, this meets the requirement of medical necessity (Giardino et al., 2022). Play
is the natural way children access and explore their inner and outer worlds, make meaning
of experiences, process perceptions and emotions, meeting physical, cognitive, and emo-
tional milestones (Hancock, 2021; Rathnakumar, 2020). Play therapy provides children with
a designated space and time to playfully explore, express thoughts and feelings, and gain a
sense of empowerment through play (Landreth, 2012; Ray, 2011; Schaefer, 1993). Given
the literature about the powers of play as children’s natural means of growth, healing, and
change (Bratton et al., 2005; Hughes, 2021; Schaefer & Drewes, 2013), therapists providing
play therapy can feel confident that with proper documentation the use of play therapy can
both satisty theoretical orientation guidelines and medical model requirements.

While child therapists working within the required parameters of third-party-payers
need to have one foot in the medical model, it is important, at the same time, to avoid
pathologizing or stigmatizing children (Kohrt et al., 2020; Suhr & Johnson, 2022). When
a child receives a potentially stigmatizing diagnosis, it may negatively color the child’s self-
view or influence negative perceptions of the child by those aware of the diagnosis in the
family, school, or community. It is important to utilize the medical model’s necessary aspects
while discerning when assigning diagnoses. Additionally, therapists need to be aware of
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the pathologizing risks of using certain medical model terminology. Being sensitive and
informed about various populations can inspire therapists to seek more inclusive terminol-
ogy. One example of using inclusive terminology is to refer to the adults bringing the child to
therapy as caregivers rather than parents because not all caregivers are parents. Often children
are in foster care or raised by an aunt, uncle, grandparents, adult cousin, or older sibling.
Additional inclusive terminology can help to avoid unnecessary pathologizing of the pre-
senting challenges that many children face resulting from traumatic events, neurodivergence,
or systemic barriers such as racism, antisemitism, and ableism. Traditional terminology is
often used, such as parent, treatment plan, and presenting problem in this book but also may use
more inclusive terms, such as caregivers, therapy plan, and presenting challenges. While the spirit of
this book secks to provide a broad and inclusive process of conceptualizing and planning for
therapy with children and families, the terminology and perspectives contained herein are
purposefully varied to harmonize requirements of managed healthcare documentation with
efforts to avoid pathologizing children.

While some clinicians can work outside of the medical model to avoid diagnosing chil-
dren altogether, it is more common that mental health providers participate as paneled
insurance providers. Knowing how to use DSM-5-TR criteria to direct therapy without
stigmatizing or unnecessarily pathologizing children is essential (Kohrt et al., 2020; Suhr &
Johnson, 2022). While children’s behaviors may seem to align with items on the symptom
lists for various disorders in the DSM-5-TR, therapists might first consider the underlying
reasons for the behavior and the context for an individual child through a non-pathological
perspective (Probst, 2006).

DIAGNOSTIC IMPRESSION AS A GUIDE

At the beginning of therapy services, there is a presenting concern or challenge, often
referred to, in traditional medical terminology, as the presenting problem. Rather than seeing
it as a problem to be solved, however, a more inclusive way to frame this concept is to see it
as a challenge through which the client can learn and grow in therapy. The presenting chal-
lenge most often motivates caregivers to seek therapy for the child. Identifying the presenting
challenge will be one stepping stone on the path to determining a diagnostic impression,
which provides a launch toward case conceptualization and the therapy planning processes
(Schwitzer & Rubin, 2012; Wonders, 2021b). The root of diagnosis is the Greek word dia-
gignoskein, which means to distinguish or discern. While the term diagnosis has since become
associated with the scientific determination of pathology, it may be worth revisiting the root
meaning to use the diagnostic process as a directional sign for the therapeutic journey toward
the most optimal route to take rather than a fixed determinant. Doing so will aid in the effort
to avoid pathologizing children and instead lead to seeking to understand underlying causes
for behaviors and develop a plan to support the resolution of those underlying causes.
While listening for concerns and challenges, the clinician identifies symptomatic patterns
that align with the diagnostic criteria outlined in the DSM-5-TR. While there has been dis-
cussion about perceived problems with the DSM-5 (Clark et al., 2017; Michelini et al., 2020;
Wakefield, 2016; Yager, 2017; Ross & Margolis, 2019), we can mindfully employ symptomol-
ogy and the diagnostic criteria as a starting point for conceptualization and therapy planning
(Jongsma et al., 2014; Wonders, 2021b). The initial working diagnosis can be established early
during therapy, pointing the clinician toward a path to gain a greater understanding of what
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the client is experiencing and needing through case conceptualization (Schwitzer & Rubin,
2012). Ideally, the child, caregiver(s), and therapist will work together to determine the pre-
senting challenge on which the therapy will first focus (Hawley & Weisz, 2003; Zubernis et al.,
2017). As the case conceptualization process unfolds, fluidity is important as often the present-
ing challenge can be merely a directional sign pointing to a bigger or deeper challenge (Won-
ders, 2021b). The initial diagnosis will sometimes change during case conceptualization and
through treatment based on new information gained. The diagnosis, therefore, need not limit
the course of therapy to one direction but rather serve as an initial cue guiding the therapist to
begin shaping the course of therapy and the plan for best supporting a child’s challenges while
remaining flexible as needed if new information is presented.

CASE CONCEPTUALIZATION

Sperry and Sperry (2020) assert that case conceptualization is the one competency counsel-
ors most need subsequent to forming the therapeutic alliance. The authors define concep-
tualization as a process for developing a map that guides counselors in understanding and
addressing the reasons for a client’s presenting concerns. Case conceptualizations provide
the landscape from which interventions can be chosen and applied to achieve therapy goals.
According to Sperry & Sperry (2020), there are eight elements they call “the eight P’s” that
illustrate the elements of case conceptualization:

Presentation: symptoms, expressed concerns, therapist’s observations

Predisposition: biological, psychological, and social factors

Precipitants: causative or coinciding stressors such as pain and trauma

Protective Factors and Strengths: secure attachment, coping skills, positive sup-
port systems

Pattern: predictable and persistent personality tendencies

Perpetuates: processes through which patterns are processed and perpetuated

Plan: goals, objectives, clinical decision-making, and ethical considerations

Prognosis: forecast for client’s expected response to therapy

The case conceptualization or formulation process begins when caregivers first initiate
therapy, and this process continues throughout the phases of therapy. The initial step occurs
in the first phase of therapy and, more specifically, in the intake session. From there, the
lion’s share of the work happens in the intake process. The intake provides the opportunity
for the therapist to gather multifaceted information that will evolve into a holistic framework
of understanding what the child is experiencing currently, what has contributed to these
experiences in the past, and how therapy can best support growth, development, relief, and
healing (Thomassin & Hunsely, 2019).

THE INTAKE

As the therapist is meeting with caregivers, there are three processes practiced simultaneously:
(1) building trust and rapport between the therapist and caregivers, (2) collecting information



