


[image: The cover image for Cognitive Behavioral Play Therapy - Edited by Athena A. Drewes & Lisa J. Remey]




Cognitive Behavioral Play Therapy




This book is dedicated to Aaron T. Beck, M.D., who pioneered cognitive behavioral therapy, and to Susan M. Knell, whose creative inspiration, out of necessity, of cognitive behavioral play therapy has resulted in its worldwide use.

I dedicate this book to my son, Scott Richard Drewes Bridges, whose analytical mind, awareness of the interplay of thoughts and behaviors, and love of psychology have always inspired me.

Athena A. Drewes

I dedicate this book in loving memory of my parents, Charles and Nancy Quick, whose belief in me laid the foundation for this journey; your love still echoes in the heart of all I do.

For husband, Bob Remey, who believed in this book and in me, even on the days I didn’t. Thank you for every unseen sacrifice, patience, and for walking beside me on this journey in play therapy.

Lisa J. Remey





[image: The title image for Cognitive Behavioral Play Therapy - Edited by Athena A. Drewes & Lisa J. Remey]




Contents


List of Figures and Tables

List of Contributors

About the Editors

Foreword Dr. Judith Beck

Preface Athena A. Drewes and Lisa J. Remey

Part I Cognitive Behavioral Play Therapy

1 Foundations and Theory Lisa J. Remey and Athena A. Drewes

2 Developmental Considerations Lisa J. Remey

3 CBT/CBPT and Neuroscience Athena A. Drewes

4 CBPT Research Athena A. Drewes

Part II CBPT Skill Building

5 Playroom and Materials for CBPT Lisa J. Remey

6 Session Structure Lisa J. Remey

7 Directive and Nondirective Balancing Lisa J. Remey

8 Facilitating Responses Lisa J. Remey

9 Assessment Athena A. Drewes

10 Working with Parents Lisa J. Remey

11 Collaborative Treatment Planning Athena A. Drewes

12 Use of Psychoeducation Lisa J. Remey

13 Supervision Athena A. Drewes

Part III Clinical Applications: Settings

14 Clinical Applications of a Cognitive Behavioral Play Therapy Approach in the School Setting Laura Fazio-Griffith and Rebecca Gill

15 Outpatient Cognitive Behavioral Play Therapy: Separation Anxiety Domonique Messing

16 Play-Infused Cognitive Behavioral Play Therapy in Inpatient Psychiatric Units Robert D. Friedberg

17 Supporting Children Requiring Needle-Related Medical Procedures: A Cognitive Behavioral Approach to Medical Play Therapy Belinda J. Dean and Judi A. Parson

18 Telehealth Ann Meehan

19 Social Justice Florence Mueni and Nancy Nungari

Part IV Clinical Disorders

20 Cognitive Behavioral Play Therapy with Victims of Abusive and Traumatic Events Sueann Kenney-Noziska

21 Cognitive Behavioral Play Therapy: From Depression to Connection: A Family Affair Amy Romero

22 Cognitive Behavioral Play Therapy for Anxiety Meena Dasari and Shira Kafker

23 Emotional Regulation and Self-Harm Dana Wyss

24 Sleep Difficulties Karla K. Fehr, Jessica T. Hinojosa, and Monica M. Kruse

25 Cognitive Behavioral Play Therapy with Toileting Issues Susan M. Knell and Phuonguyen V. Chu

26 Selective Mutism Maria A. Geraci

27 Integrating Assessment, Treatment, and Prevention of Suicide with Cognitive Behavioral Play Therapy with Children Leslie W. Baker and Emily R. Keller

28 Eating Disorders Sara Cantu

Index




Figures and Tables

Figures

17.1 Stages of medical play therapy

18.1 Case example of created image of his amygdala

21.1 Family genogram

21.2 Initial sand tray

21.3 Sand tray by Ryan and mother

21.4 Sand tray by Ryan and mother

21.5 Sand tray by Ryan and father

21.6 Sand tray by Ryan and father

22.1 CBPT and anxiety disorders

26.1 Case conceptualization in CBPT

28.1 Transdiagnostic formulation

28.2 My Monitoring Record

Tables

2.1 Facilitative responses modeling Alisha’s cues

2.2 Modeling attunement and reflection of feeling to build self-awareness

2.3 Facilitative responses to build self-awareness, preferences, and feelings

2.4 Transcript example of puppet play to process changes due to moving

2.5 Transcript example of sand tray prompt and exploration of sand tray

2.6 Transcript example of using feeling bean activity during check-in

6.1 Transcript example of structuring a call with caregiver regarding services

6.2 Transcript example of providing structure at the beginning of an intake session

6.3 Transcript of example of introducing yourself and play therapy to client during their initial session

6.4 Client age four example

6.5 Client age eight example

6.6 Collaboratively planning session example

8.1 Example of facilitative responses returning responsibility and feeling identification

8.2 Examples of tracking actions and observations with some psychoeducation

8.3 Example of reflecting content with added meaning

8.4 Example of expanding tracking feelings

8.5 Examples of mirroring affect and feeling reflection

8.6 Example of using form of Socratic questioning during puppet play

8.7 Examples of returning responsibility

8.8 Example for limit setting at end of session

8.9 Examples of descriptive positive reinforcement

8.10 CBPT facilitative responses example during Bubble Pause Game

10.1 Case example: Metaphor kit for parent intake session

14.1 Case example addressing maladaptive thoughts and developing adaptive thoughts and behaviors utilizing bibliotherapy

15.1 Transcript example supporting a client with separation anxiety for initial session

15.2 Transcript example supporting client with separation anxiety using bibliotherapy

16.1 Transcript example of “Catching my fighting words” ball game

16.2 Danny’s Fighting Words Tip Sheet

16.3 Transcript example for “Shake It Off” activity

16.4 Maggie’s chart

16.5 Transcript example of developing a Socratic dialogue

16.6 Two resources for improvisational theater exercises

17.1 List of the therapeutic powers of play

17.2 Session transcript

17.3 Practice medical play therapy session

18.1 Example telehealth transcript playing virtual UNO

18.2 Graduated exposure hierarchy

19.1 Session transcript

19.2 Transcript example practicing mindfulness and relaxation techniques to enhance emotional regulation and sense of safety

19.3 Transcript example preparing for court testimony and developing coping self-talk

20.1 Sample case note beginning stage of treatment

20.2 Session transcript from the middle stage of treatment

21.1 Session transcript

21.2 Session transcript

21.3 Session transcript

22.1 Session transcript

23.1 Session four transcript

24.1 “Red Flags” that may indicate a nonbehavioral sleep difficulty

24.2 Session transcript

24.3 Session transcript

24.4 Session transcript

25.1 Session transcript

25.2 Session transcript

25.3 Session transcript

27.1 Session transcript

27.2 Session transcript

28.1 Session transcript

28.2 Session transcript

28.3 Session transcript



Contributors

Leslie Baker, MFT, NCC, RPT-S™

Owner/Executive Director of Therapy2Thrive® Marriage and Family Counseling Center, Inc., Pleasanton, California. A Suicide Bereavement Clinician since 2017, she utilizes play therapy with families, focusing on topics of loss and grief, trauma, suicide, and the integration of technology in play therapy. She provides treatment, consultation, supervision, and is an author and speaker.

Monica M. Kruse Burns, PhD, staff psychologist, Division of Behavioral Medicine and Clinical Psychology, Cincinnati Children’s Hospital Medical Center in Cincinnati, OH.

She is a clinical psychologist specializing in pediatric psychology and works with children with neurological conditions such as epilepsy and traumatic brain injury.

Sara Cantu, PhD, LPC-S, LMFT-S, CEDS-C, RPT-S™, CIMI

Licensed Professional Counselor Supervisor, Licensed Marriage and Family Therapist Supervisor, Registered Play Therapist Supervisor, Certified Eating Disorder Specialist Consultant, and Certified Infant Massage Instructor. Director of Certification and Education, International Association of Eating Disorder Professionals, Private Practice, Frisco, Texas.

Phuonguyen Vu Chu, MA, doctoral candidate in clinical psychology

Department of Psychological Sciences, Case Western Reserve University, Cleveland, OH

Meena Dasari, PhD, clinical psychologist, Meena Dasari & Associates, New York, NY

Adjunct Clinical Assistant Professor, Case Western Reserve University

Belinda Dean, BN, GCertHELT, MCPT, RND1, RPT-S™, Registered Nurse, Registered Play Therapy Supervisor™, Lecturer in Child Play Therapy (Industry Professional)

Deakin University, Melbourne, Australia.

She is a PhD candidate and is the founder and director of Light Heart Play Therapy.

Athena A. Drewes, PsyD, MA, MS Ed, RPT-S™

Licensed Clinical Psychologist, Certified School Psychologist, Registered Play Therapist-Supervisor, Private Practice, Ocala, FL

Laura Fazio-Griffith, PhD, LPC-S, LMFT, Registered Play Therapist-Supervisor™

Associate Professor and Program Coordinator, Master of Counseling Program, Southeastern Louisiana University, Hammond, Louisiana

She has presented nationally and internationally in the areas of supervision, play therapy, families and couples.

Karla K. Fehr, PhD, Assistant Professor, University of North Dakota, Grand Forks, North Dakota. She is a clinical psychologist who specializes in pediatric psychology, child psychology, and pediatric integrated behavioral health. She has developed targeted cognitive-behavioral play intervention (CBPI) protocols including for pediatric sleep, siblings of children with cancer, and siblings of children with autism spectrum disorder.

Robert D. Friedberg, PhD, ABPP

Independent Training Consultant in CBT, California, USA

Maria A. Geraci, PTP (APT-Italy); Psychologist and CBT Psychotherapist; Founder and CEO of CBPT Research Center, Rome, Italy. Specialized in Psychological Assessment (Sapienza University of Rome). Lecturer: LUMSA University, Rome; Author of Cognitive Behavioral Play Therapy: Evolution of the Theoretical Model and Development Perspectives (2024)

Rebecca Mayeux Gill, LPC, NCC

Doctoral candidate in Counselor Education and Supervision, University of the Cumberlands; Practicing counselor in Mandeville, Louisiana. She has presented at state and national conferences on counselor wellness, play therapy in supervision, ecotherapy, and creative curriculum design. Her co-authored publications focus on creative approaches to supervision and the development of clinical identity.

Jessica T. Hinojosa, MS, doctoral student in clinical child and pediatric psychology, Southern Illinois University–Carbondale, Carbondale, Illinois.

Her research involves sleep intervention development and identification of barriers to health care for youth with neurodevelopmental disorders and chronic health conditions.

Shira Kafker, PsyD, licensed clinical psychologist; Certified PCIT Therapist and Within Agency Trainer; Certified PC-CARE Therapist and Trainer; Meena Dasari & Associates, New York, NY

Emily Keller, PhD, LPCC, LCMHC-Supervisor, Registered Play Therapist-Supervisor™ and Registered Sand Therapist Consultant/Trainer.

Bay Area Play Therapy Training, Private Practice, California

She lives with her husband and four sons, where she is the clinical director of a group practice specializing in family and play therapy.

Sueann Kenney-Noziska, MSW, LCSW, RPT-S™

Private Practice, Las Cruces, NM

Susan M. Knell, PhD, clinical psychologist; Adjunct Assistant Professor, Department of Psychological Sciences, Case Western Reserve University, Cleveland, OH

Ann Meehan, MS, LPCC, Registered Play Therapist-Supervisor™ and EMDRIA Consultant.

She is the owner of Create Wellness Center for Child and Adolescent Therapy and currently serves as President of the Minnesota Association for Play Therapy. Ann has authored clinical interventions in several play therapy texts and provides national training and consultation in Play Therapy and EMDR.

Domonique Messing, LCSW, RPT-S™ Licensed Clinical Social Worker and Registered Play Therapist Supervisor; Private Practice, Poughkeepsie, New York.

Domonique is committed to creating a supportive and nurturing environment for clients, empowering them to thrive through the art of play. She has a passion for helping children and families, utilizing creative techniques to foster emotional growth and resilience.

Florence Mueni, PsyD, clinical psychologist and child therapist.

Florence is a co-founder and current chairperson of the Association of Play Therapy Kenya (APTK). She has been a child justice practitioner for thirty-one years and has published several articles on the mental health needs of justice-involved children.

Nancy Nungari, PhD, clinical psychologist and criminal justice practitioner, Nairobi, Kenya.

She specializes in trauma-informed care and has more than fifteen years of experience advancing evidence-based practice and reforms within the criminal justice system.

Judi Parson, PhD, MA Play Therapy, M.Hlth Sc, G.D. Paed, G.C.HE, BN, RN, APPTA RPT-S™ Associate Professor and Discipline Leader of the Play Therapy program, Deakin University, Victoria, Australia

Honorary Professor at Hong Kong Shue Yan University; founding member of the International Consortium of Play Therapy Associations; international member of the British Association of Play Therapists (BAPT) and the Association for Play Therapy (APT, USA).

Lisa J. Remey, MEd, LPC-S, RPT-S™ (add trademark if used with others listed above), NCC, Licensed Professional Counselor-Supervisor Registered Play Therapist-Supervisor, Certified FirstPlay Practitioner; Registered Sand Therapist—Consultant/Trainer.

Private Practice, Bluebonnet Center for Play Therapy, New Braunfels, Texas

Amy Romero, LPC-S, NCC

Private practice, Lafayette, Louisiana

Dana Wyss, PhD, LMFT, ATR-BC, RPT™, licensed marriage and family therapist, board-certified clinical art therapist, registered play therapist, and co-author of The Invisible String Workbook and Hope and The Winds of Grief Workbook.

An artist specializing in photography, mixed media, and oil painting, she uses her creativity for her own healing as well as to support others.



About the Editors

Athena A. Drewes, PsyD, MA, MS Ed, RPT-S™ (add trade mark if used), is a licensed psychologist, certified school psychologist, registered play therapist and play therapist supervisor, noted author and co-editor of more than sixteen books on play therapy, including The Therapeutic Powers of Play: Comparing Theories and Practice (with Edward Franc Hudspeth, 2025, Bloomsbury), The Therapeutic Powers of Play: 20 Core Agents of Change (with Charles Schaefer, 2014, Wiley & Sons), Supervision Can Be Playful. Second Edition (with Jodi A. Mullen, 2024, Rowman and Littlefield), and Blending Play Therapy with Cognitive Behavioral Play Therapy: Evidence-based and Other Effective Treatments and Techniques (2009, Wiley). She has produced a video demonstrating her Prescriptive Integrative Play Therapy approach through the American Psychological Association Children and Adolescents Series IX. She has a long and prestigious career as a passionate play therapist with more than forty-five years of clinical experience in working with children and adolescents with complex trauma and sexual abuse in schools, residential treatment, and foster care settings. She has developed and promoted Integrative Play Therapy, blending play therapy with CBT and other theoretical approaches.

Dr. Drewes has supervised colleagues and doctoral psychology interns for more than forty years in play therapy, encouraging and assisting many in becoming registered play therapists and registered play therapist-supervisors. She was formerly Director of Clinical Training and the Director of the American Psychological Association Accredited Doctoral Psychology Internship Program at Astor Services for Children and Families, Rhinebeck, NY. She served sixteen years as President of the New York Association for Play Therapy and six years as Director of the Association for Play Therapy and has served, and continues to serve, in leadership roles on many APT committees. She was an adjunct professor of Play Therapy at the graduate level for fifteen years at Sage College, Western Connecticut University, and Marist College. She founded the New York Association for Play Therapy and was awarded the permanent honorary status of Founder and President Emeritus of the New York Association for Play Therapy.

Dr. Drewes was honored with the Lifetime Achievement Awards from the New York Association for Play Therapy and the National Association for Play Therapy (2024). She also received the American Red Cross of Greater NY Leadership Award for Disaster Mental Health Leadership and the Psi Chi Florence Denmark Graduate Research Award. She has been active with the Red Cross, the Disaster Mental Health Institute of SUNY New Paltz, USAID, and the United Nations and has been responsible for the creation of internationally used manuals and training devoted to helping children and families deal with post-disasters, wars, and trauma.

Dr. Drewes serves on the editorial boards of the Australian Journal of Rural Health, International Journal of Play Therapy, Journal of Child and Adolescent Trauma, Journal of Child Sexual Abuse, Journal of Family Violence, Journal of Religion and Spirituality, Psychology of Popular Media Culture, Psychological Services, Teaching and Education in Professional Psychology, and the Australian Journal of Rural Health.

Dr. Drewes received her Master’s in Clinical Psychology from New York University, New York, NY, in 1977; her Master’s in Education from Pace University, 1990, and her Doctor of Psychology, specializing in clinical and school psychology, from Pace University, New York, NY, in 1992. She received her Registered Play Therapist and Supervisor credentials in 1994.

She is currently semi-retired in Ocala, Florida, and is a volunteer Guardian ad Litem (court-appointed special advocate for foster care children) and received the Guardian ad Litem Volunteer of the Year Award, 2023. She has a private practice focusing on supervision on the national and international level, consultation, and national and international training. She continues to be actively involved in writing articles, book chapters, and edited books on play therapy along with being a much sought-after international (across four continents) and national presenter.

Books edited/co-edited by Dr. Drewes:

• Blending Play Therapy with Cognitive Behavioral Therapy: Evidence-Based and Other Effective Treatments and Techniques Drewes, 2009

• Contemporary Case Studies in Clinical Mental Health for Children and Adolescents Baggerly & Drewes, 2024

• Cultural Issues in Play Therapy Gil & Drewes, 2006

• Cultural Issues in Play Therapy. Second Edition Gil & Drewes, 2021

• Integrating Expressive Arts & Play Therapy Green & Drewes, 2013

• Integrative Play Therapy Drewes, Bratton & Schaefer, 2011

• Parapsychological Research with Children. An Annotated Bibliography Drewes & Drucker, 1991

• Play Therapy in Middle Childhood Drewes & Schaefer, 2015

• Play-based Interventions for Childhood Anxieties, Fears & Phobias Drewes & Schaefer, 2018

• Prescriptive Integrative Play Therapy (DVD demonstration) by Athena A. Drewes, American

• Psychological Association Series X, Children and Adolescents, 2017

• Puppet Play Therapy Drewes & Schaefer, 2017

• School-based Play Therapy Drewes, Carey & Schaefer, 2001

• School-based Play Therapy, Second Edition Drewes & Schaefer, 2010

• Supervision Can be Playful Drewes & Mullen, 2011

• Supervision Can be Playful. Second Edition Drewes & Mullen, 2024

• The Therapeutic Powers of Play: 20 Core Agents of Change Schaefer & Drewes, 2013

• The Therapeutic Powers of Play: Comparing Theories and Practice Drewes & Hudspeth, 2025

Lisa J. Remey, MEd, LPC-S, RPT-S™, NCC, is a Licensed Professional Counselor Supervisor, Registered Play Therapist Supervisor™, National Certified Counselor, Certified FirstPlay® Practitioner, and Registered Sand Therapist-Consultant/Trainer. She has over thirty years of experience in children’s mental health, specializing in Cognitive Behavioral Play Therapy (CBPT). Her clinical work has focused on combining cognitive-behavioral principles with play-based, developmentally appropriate interventions that promote healing, resilience, and growth.

Lisa earned her Bachelor of Social Work from the University of Texas at Arlington and a Master of Education from the University of Nevada, Las Vegas. Her broad professional background includes roles in Head Start programs, private practice, elementary schools, FEMA disaster outreach, and as a Child and Youth Behavioral Military Family Life Counselor. These diverse roles have given her a deep understanding of children’s complex needs across various settings.

As a military spouse of twenty-three years, Lisa has guided her family through the impacts of seven combat deployments and numerous relocations, each bringing challenges and opportunities for growth. She has taken on leadership roles supporting military families and local communities, helping others navigate transitions, loss, and reintegration. For example, she worked with USO to obtain deployment kits for children with a deployed parent at Davis-Monthan Air Force Base, served as a mentor mom at Mothers of Preschoolers (MOPS), and participated in deployment family events in collaboration with Airman and Readiness Programs, DoDDs schools, and the University of Arizona’s College of Agriculture and Life Sciences: Operation Military Kids. Her leadership and volunteer efforts have been recognized with the Joan Orr Military Spouse of the Year Award for the 23rd Wing in 2013, nominations for the 2013 Air Force Military Spouse of the Year, and the Volunteer of Excellence Award at Ramstein Air Force Base in 2016.

When licensing restrictions during military relocations limited her ability to provide direct services to children, she expanded her work to include training and education for organizations and individuals. Currently, she conducts workshops nationwide and internationally, equipping therapists with knowledge and skills in play therapy.

In 2013, Lisa’s then eight-year-old daughter, Grace Anne Remey, wrote and illustrated children’s books about coping with deployment and moving. Lisa offered advice for families within these books, providing guidance based on clinical insight and personal experience. “Lion’s Pride: A Tail of Deployment” received the Bronze Medal for Children’s Literature from the Military Writers Society of America in 2013.

These life experiences have influenced her clinical approach, leadership, and advocacy. She has served as President on the board of the Texas Association for Play Therapy (TxAPT), actively participates in committees with the Association for Play Therapy, and collaborates with the Cognitive Behavioral Play Therapy Institute based in Rome.

Currently, practicing in New Braunfels, Texas, through her Bluebonnet Center for Play Therapy, Lisa continues to promote innovative approaches that honor both the therapeutic power of play and the resilience of children and families.



Foreword

Before I became a psychologist, I was a classroom teacher in a school for children with significant learning differences. My first and second-grade students had experienced challenges when learning to read. Even at their young age, they had developed beliefs of incompetence, failure, and not measuring up, ideas that interfered with their motivation, persistence, and willingness to take risks. Conceptualizing their difficulties, individualizing instruction, breaking down tasks into small parts, lots of repetition, and plenty of positive reinforcement for small gains allowed them to succeed and ultimately thrive.

When I later became a psychologist, I worked exclusively with older teens and adults. I had some knowledge about how Cognitive Behavior Therapy (CBT) could be adapted for youth, especially after reading Susan Knell’s seminal book on Cognitive Behavioral Play Therapy (CBPT). But I didn’t know enough, especially when it came to younger children. That’s why I was so delighted to pore over the manuscript for Cognitive Behavioral Play Therapy: A Comprehensive Guide to Theory and Practice, the first comprehensive text on this topic in over thirty years.

After reading this book, I have a much greater grasp of CBPT, including its theory, developmental considerations, evidence-based interventions, and research. It describes many essential skills: setting up a suitable environment, working with parents, structuring sessions, and using innovative techniques to assess, engage, and foster cognitive, emotional, and behavioral change with youth.

The authors describe how to use CBPT in a variety of settings, including schools, outpatient clinics, medical offices, and telehealth—and address a wide range of clinical disorders, including depression, anxiety, trauma, sleep difficulties, toileting issues, selective mutism, eating disorders, and suicidal behaviors. Real-world clinical examples and case studies bring the material to life and demonstrate how to connect theory and practice.

Using CBPT with children necessitates creative, flexible approaches, while remaining faithful to the cornerstone principles of CBT. The authors’ collective expertise and experience across cultures, populations, and professional disciplines make this handbook valuable for both beginning therapists and experienced clinicians who seek to bring play-based approaches into their work.

Judith S. Beck, PhD

President, Beck Institute for Cognitive Behavior Therapy

Clinical Professor of Psychology in Psychiatry, University of Pennsylvania



Preface

While Cognitive Behavioral Therapy has become a well-researched, evidence-based treatment approach effectively used for many disorders, it has its limitations for use with children, especially younger than ten years of age, but also for older children and teenagers. CBT requires a lot of talking and a developed abstract cognitive ability to understand the principles and tasks. The need for a CBT treatment approach that could be utilized with younger children, and even with older children and teens, resulted in the creation of Cognitive Behavioral Play Therapy by Susan Knell in 1993. Since then, CBPT has mushroomed into a treatment modality utilized worldwide and not just with developmentally younger children, but also with older children and teens due to the integration of play-based activities making it more fun and relevant.

Due to the growing amounts of complex trauma cases resulting from the rise in sexual abuse, parental drug and alcohol abuse, partner violence, and community violence and injustice, clinicians have begun to search for effective ways to work with their clients of various ages. We have also seen the growing integration of CBPT with other theoretical approaches and modalities. However, it was also apparent to us that many play therapists and child therapists lacked a solid theoretical foundation in CBPT, as well as practical knowledge of how to apply and integrate it.

I (AAD) personally had a similar experience when I began working with sexually abused children in residential treatment back in the 1990s. What I was doing with child-led treatment was not effective in ameliorating the sexual abuse trauma, and I needed to find a way to address the trauma and its subsequent behaviors that the children did not want to deal with or face. I was initially trained in child-led psychodynamic play therapy by Eva Landauer, who was trained by Anna Freud. For almost ten years, that nondirective child-led approach was my go-to treatment modality, “one size fits all,” for working with children, regardless of their diagnosis and symptomology. However, children who had been sexually abused did not want to deal with their abuse and the strong emotions that were part of their trauma that they tried to suppress. They did not want to talk about it, nor play it out metaphorically in their child-led play (although their behaviors often were the result of these feelings and thoughts), afraid they would open a Pandora’s box and explosively let out the pent-up feelings and not be able to contain them and become overwhelmed. And, if you did not “go there” in exploring their abuse, they were more than happy not to bring it up, and figured since I did not “go there” that I was not able to or afraid to handle their issues. In 1992, at my first Association for Play Therapy conference, in Nashua, New Hampshire, I attended a workshop by Beverly James, who wrote Treating Traumatized Children. New Insights and Creative Interventions (1989, 2009). It was an eye-opener. She clearly stated that you needed to become directive in order to get into the sexual abuse issues, and you also needed to approach the work in a developmentally sequenced manner. I realized that I needed to learn how to not only be trauma-focused in my treatment approach, but that I had to find a way to blend in and integrate CBPT, as well as other theoretical approaches (such as attachment and systemic theories) into a nondirective and directive treatment approach. The rest is history in creating integrative play therapy! Subsequently, I received training with Esther Deblinger in Trauma-Focused CBT and also became trained in using DBT: Dialectical Behavior Therapy (Marsha Linehan) for working with children and teens having experienced complex trauma and sexual abuse. I was also fortunate in 2013 to be invited to contribute two chapters (Chapters 4 and 5) dealing with using play-based techniques for play application specifically for TF-CBT skills components and trauma-specific components in Trauma-Focused CBT for Children and Adolescents. Treatment Applications by Judith A. Cohen, Tony Mannarino, and Esther Deblinger, as well as present with them on the use of TF-CBT with children and adolescents at the American Psychological Association national conference.

I found that using CBPT worked well with a directive portion for the first part of the treatment session (usually around the first fifteen to twenty minutes), using a check-in, review of treatment assignments, and CBT play-based techniques that focused on the emotional impact of trauma and its behavioral ramifications. This initial section was then followed by a longer period of nondirective, child-led play (usually thirty minutes), which offered an opportunity for metaphorical, fantasy play that offered release and further clinician insight into the client’s emotional issues and worldview. The final section (usually the last ten minutes) ended the session with practice of various deep breathing and affect regulation techniques and an assignment to try what was learned outside of the therapy (home, school, etc.). There was noticeable progress in my clients, and this way of working could be extended to older children and teens. This has remained my Integrative Play Therapy model for over forty years that I continue to teach and supervise with and one that has been highly successful and adaptable (see a demonstration DVD: Prescriptive Integrative Play Therapy by Athena A. Drewes, American Psychological Association Series X, Children and Adolescents, 2017). I have also been fortunate in having been invited several times to train at the Albert Ellis Institute in New York and to continue to this day to be invited to many parts of the United States and world-wide to train at a variety of settings helping CBT clinicians learn how to blend play therapy and play-based techniques into their treatment (especially with trauma work) with children and teens, which led originally to my creating the first book on how to blend play therapy with CBT (Blending Play Therapy with Cognitive Behavioral Play Therapy: Evidence-based and other effective treatments and techniques, 2009), with a foreword written by Dr. Donald Meichenbaum.

I (LR) was first introduced to play therapy when my undergraduate supervisor invited me to a training led by Dr. Garry Landreth in 1993, marking the start of my journey in the field. The next summer, I attended UNT’s Summer Institute, where Susan Knell was one of the speakers and presented on CBPT. As I continued working in play therapy, people often assumed I was child-centered because of my child-focused approach. Over time, I became comfortable with this view and didn’t spend much time identifying specific theories of my practice. It wasn’t until I started supervising that I explored theory more deeply and reflected on my earliest work, realizing that I had always practiced CBPT and that my graduate assignments also focused on it. This insight prompted me to pursue foundational training on CBT at the Beck Institute, ensuring my CBPT approach aligned not only with Susan Knell’s core development of CBPT but also with current CBT practices. Through this process, I recognized the importance of clarifying how CBPT is often misunderstood or misrepresented as a rigid, directive method instead of being seen as a flexible, integrative, play-based approach.

Lisa and I saw that many play therapists did not have the basic theoretical understanding or the tools or skills to utilize CBPT effectively. There are a few books that offer the nuts and bolts of the theory of CBPT and how to put it into practice, as well as having case studies from a variety of treatment settings. The concept for this book was born! Lisa and I felt the need to create a comprehensive handbook of Cognitive Behavioral Play Therapy with all the nuts and bolts to learn about the basic underlying theory, how sessions should be set up, along with practical skills and tools to begin utilizing a CBPT approach. We also wanted a book that offered a variety of clinical settings for clinicians to see how CBPT is utilized along with a variety of diagnoses that are typically treated using CBPT and how that treatment looks. We realized that the first half of the book would need to be written by both of us, giving voice to the basics as well as skill building for the reader through our wealth and depth of clinical experience. The second half would be comprised of chapters from invited authors sharing clinical applications of CBPT in a variety of settings and with a variety of clinical disorders. It is our hope that this will be a much-used “go to” volume offering nuts and bolts for not only beginning CBPT therapists but also for seasoned therapists looking to expand their treatment effectiveness in using and integrating CBPT as well as use by researchers to help further empirical evidence for the effectiveness of CBPT with all ages.

This book is divided into four parts. Part I deals with the theoretical basis of CBPT, with four chapters focusing on Foundations and Theory by Lisa and Athena, Developmental Considerations by Lisa, CBT/CBPT and Neuroscience and CBPT Research, both by Athena. Part II offers nine chapters: Playroom and Materials for CBPT, Session Structure and Facilitating Responses by Lisa, CBPT Assessment by Athena, Working with Parents by Lisa, Collaborative Treatment Planning by Athena, Use of Psychoeducation by Lisa, and CBPT Supervision by Athena.

Part III, Clinical Applications: Settings, has six chapters that focus on School by Laura Fazio-Griffith and Rebecca Gill, Outpatient by Domonique Messing, Psychiatric Inpatient by Robert Friedberg, Medical Play Therapy by Belinda J. Dean and Judi A. Parson, Tele-health by Ann Meehan, and Social Justice by Florence Meuni and Nancy Nugari.

Part IV deals with Clinical Disorders and has nine chapters: Abusive and Traumatic Events by Sueann Kenney-Noziska, Depression by Amy Romero, Anxiety by Meena Dasari and Shira Kafker, Emotional Regulation: Self-Harm by Dana Wyss; Sleep Difficulties by Karla K. Fehr, Jessica T. Hinojosa and Monica M. Kruse, Toileting Issues by Susan M. Knell and Phuonguyen V. Chu; Selective Mutism by Maria A. Geraci, Assessment, Treatment and Prevention of Suicide by Leslie W. Baker and Emily R. Keller, and Eating Disorders by Sara Cantu.

It is our hope that by the time you finish reading this book, you will have gained a solid grounding in the theoretical understanding of CBPT as well as skill development in implementing treatment sessions and practical applications for the use of CBPT with your clients. We also hope that this book will help to spur much-needed empirical and evidence-based research supporting the use of CBPT with children, teens, and families, and to further spread the benefits and effectiveness of using Cognitive Behavioral Play Therapy. Enjoy!

Athena A. Drewes

Lisa J. Remey
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Foundations and Theory

Lisa J. Remey and Athena A. Drewes

Introduction

Cognitive Behavior Therapy (CBT) is regarded as the most evidence-based and empirically supported psychotherapy (Chand, Kuckel & Huecker, 2023). CBT is widely used around the globe and focuses on negative thoughts, cognitive distortions, and dysfunctional behaviors to help clients manage challenges and achieve desired outcomes. Research backs the application of CBT for a broad range of mental health challenges and disorders in children, adolescents, adults, couples, and families (Dobson and Dozois, 2019). Susan Knell developed Cognitive Behavioral Play Therapy (CBPT) in 1993, applying CBT concepts to address the developmental needs of working with children. This chapter reviews the foundational principles of cognitive and behavioral therapy, examining their integration into CBPT while highlighting its benefits, limitations, and unique strengths.

Foundations of Cognitive and Behavioral Therapy

Before exploring theoretical concepts, it is important to first understand the role and purpose of having a theoretical foundation. While some may view theory as something that shifts based on the client, this perspective overlooks its primary function. A theoretical orientation offers a consistent framework through which the therapist conceptualizes clients, understands presenting concerns, and identifies the mechanisms of change. In essence, theory provides the theoretical lens and a roadmap that guides the therapeutic process. Although the theory itself remains consistent across clients, the way it is applied within sessions is tailored to meet each client’s unique developmental level, strengths, and needs.

With this in mind, this section outlines the development and theoretical framework of Cognitive Behavior Therapy (CBT). What is known as CBT today began with the merging of theoretical concepts from pioneers in the field, such as John B. Watson, B. F. Skinner, Albert Ellis, and Aaron Beck. Consider the behavioral roots of learning theory, specifically the principles of classical and operant conditioning, as underlying influences of CBT (Blackwell & Heidenreich, 2021). Many behavior strategies designed initially for adults have also proven effective with children to help modify their behavior appropriately as well as identify what factors reinforce and maintain their problematic behaviors. Although these approaches focused on the systematic application of reinforcement, punishment, and exposure techniques to modify maladaptive behaviors (Skinner, 1953; Watson, 1924), they did not consider internal processes such as thoughts and feelings. However, these behavioral roots and approaches are still utilized today, such as in focusing on phobias, desensitization, and behavioral modification in children and teens.

In the 1960s and ’70s, Albert Ellis and Aaron T. Beck became dissatisfied with their current psychoanalytic approach (Blackwell & Heidenreich, 2021). Around the same time, they each developed new insights considering the role of internal thought patterns on emotional well-being. Albert Ellis (1962) introduced Rational Emotive Behavior Therapy (REBT), highlighting how irrational beliefs lead to distress. Whereas Aaron Beck (1970) proposed that maladaptive, irrational and illogical, automatic thoughts and core beliefs contribute to emotional disorders. As these cognitive models evolved, they were integrated with behavioral strategies, giving rise to modern CBT. By the 1980s, CBT had evolved into a structured, logically and rationally sequenced, evidence-based approach grounded in collaborative empiricism, skill-building, and the identification and restructuring of maladaptive cognitions and behaviors. It requires the ability to differentiate between rational and irrational, logical and illogical thinking on an abstract level. Intervention strategies used with adults were increasingly adapted for successful use with children and adolescents. However, early child-focused CBT models often relied on verbal instruction, which limited their effectiveness with younger, preoperational, cognitively immature children. These children tend to have self-centered, concrete thinking and impulsive, action-oriented behavior, often preceding their thoughts.

Beck is credited as the father of CBT as we know it today (Rosner, 2022). He began developing the concept while working with his patients who experienced depression, realizing that their negative thoughts seemed to occur automatically and did not always reflect the reality of their circumstances, and grew into “cognitive distortions” (Chand, Kuckel & Huecker, 2023). He later coined the term “automatic thoughts” to reflect the thoughts that are often habitual or even unconscious, which in turn impact emotions and behaviors. These internal thoughts are then linked to beliefs about ourselves, others, and the world around us. Thus began the formation of the cognitive model, building on the idea that an individual’s interpretation of events influences their emotional and behavioral responses more than the situation itself (Beck & Fleming, 2021). Thus the cognitive model of psychopathology hypothesized that people’s emotions, body responses, and behaviors are influenced by their perception of events (Sokol & Fox, 2019). Situations do not inherently determine what people feel or how they behave, but rather it is how people perceive and interpret these situations that determine how they react and respond and drive the distress.

There are many common elements across different clinical theories, and this is also true for CBT and CBPT. Foundational counseling skills, such as reflecting, cultural responsiveness, unconditional positive regard, reflective listening, and building a therapeutic relationship, play a crucial role in the therapeutic process and are equally essential within the CBT and CBPT frameworks. The therapist’s use of empathy, genuineness, and sensitivity to nonverbal cues helps clients feel seen, valued, and supported. This fosters a sense of confidence in the therapeutic process and a belief that meaningful progress can be made (Beck, 2021). The therapy room/setting as well as toy selection for metaphorical and fantasy play is similar to that of other theoretical play-based approaches. While the therapist in nondirective play therapy is a neutral observer, the CBT/CBPT therapist works with the child and family in a much more directive and involved way introducing themes, selecting materials and activities, modeling and role-playing and helping make connections between words and behaviors in order to help bring the child’s conflicts and problems into awareness and verbal expression (Knell, 2011). While some may assume that CBT/CBPT places less emphasis on these foundational therapeutic alliance-building elements, this is a misconception. Since Aaron Beck’s early writings in 1979, the importance of building positive rapport and a strong therapeutic alliance has been emphasized as a central component of CBT (Beck, 2021). This misunderstanding may stem from the structured, short-term nature of CBT and its focus on treatment goals. However, the heart of CBT lies in the intentional use of core counseling skills to build a relationship that is attuned to each client’s unique needs, personality, and cultural context.

A key feature of CBT is collaboration between the client and therapist. This partnership begins in the first session and highlights the idea of embarking on a journey together in collaboration. To collaborate effectively, a positive relationship is essential. The nature of this relationship and collaboration may vary with different clients. For instance, some clients may benefit more from reflective listening, while others may feel more supported by psychoeducational content. Therapists are attentive to these differing needs by eliciting feedback, monitoring emotional responses, and engaging in ongoing discussions about session structure, goal setting, problem-solving, and action plan development (Beck, 2021).

As we shift to other components of CBT, it’s essential to remember that both the therapist and the client are active participants. They monitor progress together and collaboratively create and adjust treatment goals as new insights emerge, guided by the evolving cognitive conceptualization of the client’s concerns. These shifts not only inform the focus of sessions but also shape the development of Action Plans, tasks directed by the therapist that the client tries out and practices between sessions to help solidify change and generalize application.

In addition to identifying and modifying maladaptive patterns, CBT emphasizes recognizing and reinforcing positive emotions and adaptive cognitions. When attending to the positive aspects, clients begin to foster hope, improve mood, develop adaptive thinking, and experience a shift in their worldview (Beck, 2021). This process is deepened as the client’s personal values and aspirations are explored, which helps clarify their goals and enhance engagement in the work.

Although CBT is primarily focused on the present and on building skills, a client’s past or developmental history is not disregarded. Instead, past experiences are explored at intake for case conceptualization and throughout treatment when relevant, such as when requested by the client, when treatment progress stalls, or when understanding the roots of maladaptive patterns can inform the therapeutic work.

Finally, CBT incorporates education and a variety of techniques to support client change. These include core CBT methods, such as behavioral experiments and guided discovery, as well as approaches like storytelling, metaphors, role-playing, imagery, and experiential learning (Beck, 2021). Techniques from other theoretical models may also be incorporated as appropriate, provided they are used through a CBT lens to support the development of more adaptive thoughts, emotions, and behaviors.

Integration of CBT into the CBPT Framework

Recognizing the developmental limitations of traditional CBT with young children, Susan M. Knell advanced the use of CBT with younger, preoperational, concrete thinkers, primarily preschoolers, through her development of Cognitive Behavioral Play Therapy (CBPT) in 1993. Knell observed that while CBT was effective for older children, eight to ten years and older, and adolescents, younger children (ages 2½ to 8) lacked the abstract reasoning and verbal capacity required to engage in conventional cognitive techniques. CBPT emerged as a model that preserved the theoretical foundation, structure, and goals of CBT while modifying its methodologies by integrating the relational and symbolic strengths of children’s natural language of play. CBPT is based on cognitive and behavioral theoretical views of emotional development and psychopathology. As children need to feel a sense of mastery and control, behavioral interventions aim to reinforce adaptive behaviors, consolidate them, and reduce unwanted ones. The therapist identifies factors that reinforce and maintain the problematic behaviors so they can be altered. Many interventions are based on classical conditioning (e.g., systematic desensitization) and operant conditioning (e.g., contingency management, shaping, positive reinforcement, and differential reinforcement of other behavior conditioning). Interventions based on social learning theory have also placed emphasis on observational learning and more cognitive aspects of behavior. Behavior management techniques can be taught directly to parents or significant adults, as well as directly to the child, along with positive reinforcement and repetition, new adaptive behaviors can be learned and utilized across settings. With the integration of the cognitive components, the child has an active role in the treatment and acquires a sense of control, mastery, and responsibility in the process of understanding change. The combined effect of the two approaches, focusing on modification of actions (behavioral) and thought changes (cognitive), becomes most efficacious for lasting positive change because maladaptive thoughts generate maladaptive behaviors. Thus, changes in thinking should produce changes in behavior, and through cognitive intervention, children learn to identify maladaptive thoughts, replacing them with more adaptive thoughts and ultimately changing maladaptive behaviors (Knell, 2011).

In CBPT, the therapist uses play, such as storytelling, puppets, books, games, and expressive arts, to introduce and reinforce cognitive-behavioral concepts, role play and model cognitive strategies, and help problem-solve concerns and behaviors in a developmentally appropriate manner (Knell, 1993). Modeling is a fundamental component of the play because it allows the child to transfer adaptive coping skills through a toy or object that acts out the behavior that the therapist wants the child to learn. Modeling can also be presented through books, movies, or TV show examples. Through role-play, the child practices skills learned with the therapist and can also be observed and learned by watching models, such as the therapist using puppets to act out scenarios or even watching relevant movie clips (Knell, 2011).

Through these playful modalities, children are guided to recognize and modify unhelpful thought patterns, learn new coping skills, and develop more adaptive behavioral responses. Knell’s work led to CBPT being recognized by the Association for Play Therapy (APT) as one of the seminal theories in play therapy (Association for Play Therapy, 2022). While Knell’s approach was initially focused on preschool children, particularly those under the age of eight who were in the preoperational concrete cognitive phase of development, it has since expanded beyond this younger age group. CBPT has begun to be an “umbrella” treatment approach, utilizing sand tray, play, expressive arts, puppets, and storytelling, with older children and teenagers especially because of its playful approach and ability to address complex trauma and difficult issues in a play-based manner.

To understand the concept of CBT integrated into play therapy, we will look at the six characteristics of CBPT, as established by Knell (1993). To begin, the child client is an active participant, engaging through play to address problematic areas and identify goals. This aligns with the collaboration of CBT, which incorporates the added aspect of collaboration between the therapist and client, in this case the child, as well as their caregivers (Remey, 2025). Similar to CBT, the foundational elements of CBPT focus on the client’s thoughts, feelings, experiences, and fantasies related to their presenting concerns. In the field of play therapy, a core belief is that play is the natural form of communication for children (Landreth, 2023). This holds true within CBPT sessions, in which both directive and nondirective play are key to the treatment process. Through play, clinicians and clients gain insight into experiences, perspectives, thoughts, and feelings, giving psychological distance without the push to directly verbalize difficult issues.

The play therapist needs to focus on the child’s strengths and abilities rather than on their weaknesses and to facilitate and encourage development of a feelings vocabulary and awareness of the association of behaviors with feelings and their expression in more adaptive ways. Thus, the emphasis on strategies for developing adaptive thoughts and behaviors is yet another core characteristic. Play provides a means for expressing thoughts, beliefs, behaviors, and emotions. It also emphasizes and teaches new strategies, adaptive thinking, and coping self-talk through various methods, such as games, puppetry, bibliotherapy, modeling, positive reinforcement, and role-playing. These elements are communicated both verbally and nonverbally, facilitating change and integration. The child is directly involved in the therapy through the play, which helps limit resistance and lack of compliance. The use of play-based techniques helps focus on the child’s thoughts, feelings, behaviors, and environment so that the child will be able to replace maladaptive behaviors to cope with events in a more adaptive way. Another important feature of CBPT is the concept of structure and its goal-oriented nature, as opposed to an open-ended approach. This method, which employs feedback and collaboration during sessions, maintains a focus on the identified treatment goals. Throughout the book, you will see this concept presented with a client-focused approach and flexibility in various settings and with a variety of diagnoses. CBPT treatment has several phases: introductory, assessment/case conceptualization and treatment planning, middle active treatment process, and termination. In the introductory phase, a therapeutic relationship is established with both the client and family, helping to understand their worldview, past contributing events, and current concerns. Both the client and family are helped to understand the treatment process and expectations in a developmentally and culturally sensitive way. The assessment stage helps gather developmental history and measures of psychopathology and strengths, both formally and informally. Through this data, the specific targets for treatment planning emerge, as well as the best treatment techniques and tools. Treatment goals are continually assessed and adjusted collaboratively between the therapist, the client, and the family as needed. Families, children, and individuals face ever-changing circumstances and daily events, which are taken into account within the CBPT framework; therefore, goals and even individual sessions may be modified accordingly. However, when this happens, shifts are recognized and connected back to treatment goals, reflecting the structure and directness of CBPT. The middle phase is the active treatment process, working on the treatment goals with a focus on increasing and reinforcing the child’s self-control, sense of accomplishment, and learning more adaptable responses to deal with the various problematic situations. The final, termination phase helps the child and family prepare for the end of treatment, reinforcing coping strategies and skill development for generalization across various settings.

The last two characteristics identified by Knell (1993) highlight how CBPT emphasizes empirical techniques and the systematic examination of treatment outcomes. It is crucial to maintain awareness of ongoing research, use of culturally sensitive assessment tools, and effective theory-based strategies. In CBPT, there is a balance between structured and goal-oriented activities and unstructured activities in which the child’s spontaneity can emerge, allowing the clinician to obtain clinical information about the child’s feelings, experiences, and worldview in a safe context. Through the clinician’s reflective responses, the child can feel validated, accepted, and have authentic communication. As mentioned earlier, while CBPT incorporates techniques from various methods, its primary focus remains on the individual client’s needs and is adapted to the developmental age of the child. Therapists must be attuned to the client to support them on their therapeutic journey, using age-appropriate, evidence-based techniques.

Therapeutic Powers of Play

Within the CBPT framework, the therapeutic powers of play (TPoP) are strategically utilized to support cognitive and behavioral change. Schaefer and Drewes (2014) identify twenty core agents of change as the key healing mechanisms of play. The four main categories of TPoP are facilitating communication, fostering emotional wellness, enhancing social relationships, and increasing personal strengths, all of which are activated within CBPT through both directive and nondirective play. The therapist enhances aspects of TPoP through verbal and nonverbal communication, such as when introducing an intervention, providing facilitative responses, or tracking play (Remey, 2025). While CBPT is a more directive model, it honors the child’s natural mode of communication by using symbolic play, metaphor, and experiential learning to make cognitive-behavioral concepts developmentally accessible. For example, storytelling can externalize negative self-talk, and role-playing can facilitate the rehearsal of adaptive behaviors. In this way, the intrinsic therapeutic benefits of play are interwoven throughout sessions while maintaining a structured cognitive-behavioral foundation focused on symptom reduction, skill acquisition, and adaptive thought patterns.

Clinical Benefits of CBPT

CBPT offers clinical benefits by helping children develop positive core beliefs, adaptive self-talk, and effective coping strategies that support emotional and behavioral regulation (Drewes, 2009). Through developmentally appropriate play, both directive and nondirective, children learn to recognize and shift unhelpful thoughts, replacing them with empowering, adaptive self-statements. These skills reduce the likelihood that maladaptive thoughts will become ingrained during critical developmental stages (Remey, 2024). Psychoeducation and caregiver involvement further strengthen these internal skills, reinforcing adaptive beliefs and coping mechanisms beyond the therapy setting (Knell and Dasari, 2010). Together, these elements contribute to long-term resilience, emotional growth, and improved functioning across settings.

Unique Strengths

Generalization and response prevention are integrated into the middle and end of treatment. The goal is to help clients apply new skills and adaptive behaviors in their natural environments, ensuring they remain effective after sessions end. Modeling and role-playing learned skills support learning, generalization, and ongoing progress beyond sessions, and are a key part of CBPT. Over time, CBPT has evolved to include insights from neuroscience, attachment theory, and trauma-informed care, while also emphasizing the therapeutic relationship and the importance of attunement. Contemporary applications of CBPT span a wide range of concerns, including anxiety, behavior challenges, emotional regulation difficulties, and trauma. Knell’s continued contributions (e.g., Knell, 2022) reinforce the flexibility of CBPT and the therapist’s role in artfully interweaving cognitive strategies within the child’s play to foster meaningful and lasting change.

Limitations of CBPT

The limitations of CBT stem from its core requirement for language and communication skills in children, which can serve as a barrier for younger kids with limited cognitive and linguistic abilities and verbal reasoning, as required for CBT (Hadler & Mahato, 2019). CBT also depends on recognizing one’s own emotions and differentiating thoughts, feelings, and behaviors. The ability to identify automatic thoughts, distinguish different emotional states, and connect thoughts and beliefs to events is central to CBT. CBPT and the CBPT therapist address these concerns and limitations, as they help prevent maladaptive thoughts from taking hold in young, developmentally still-maturing children. A CBPT framework supports the development of coping thoughts, strategies, and behaviors (Halder & Mahato, 2019).

Conclusion

CBPT maintains CBT’s focus on treatment goals, skill development, and symptom improvement, while also respecting the child’s primary and most natural form of communication, play. At its core, CBPT believes that even young children, despite limited abstract reasoning, benefit from cognitive and behavioral strategies when these are delivered in developmentally appropriate, symbolic, and experiential ways (Knell, 1993). Theory functions as the therapist’s lens for understanding change; that lens does not shift based on the client’s age. What does change is how CBPT unfolds in session. CBPT preserves the theoretical framework of traditional CBT through both directive and nondirective play, such as storytelling, puppets, role-playing, modeling, and metaphors, to make these concepts accessible and developmentally appropriate for children of all ages. The therapist takes a more directive role than in traditional nondirective play therapy, while still emphasizing collaboration, therapeutic rapport, and individualized pacing. The core of CBT treatment is based on the understanding that thoughts, feelings, and actions are interconnected and directly affect a client’s core beliefs and behavioral patterns. In practice, clinicians and clients work together to discover and define these cognitive structures, which are unique to each person and define their presenting concern. This personalized case conceptualization guides the therapy process, providing a consistent map for reaching treatment goals. In short, while the therapeutic activities become playful and concrete, the consistency of theoretical formulation anchors the work, allowing CBPT to honor the child’s world without compromising the scientific rigor and clarity of CBT.
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Developmental Considerations

Lisa J. Remey

Introduction

Therapeutic theory is not based on the age of the client you are seeing. On the contrary, a therapist’s theory remains constant regardless of the client’s age. Theory provides the framework for understanding how people change and a way of seeing, filtering, and understanding clients and their problems through conceptualization. As previously discussed, the lens of Cognitive Behavioral Play Therapy (CBPT) is how you, the therapist, view the client’s thoughts, feelings, and behaviors, serving as a map to navigate and reach treatment goals. However, sessions will vary in approach based on client age, with the potential of initially appearing as a different theoretical approach. This chapter will delve into how CBPT is implemented across childhood.

Theory and Development

CBPT sessions are individualized and will look different based on several factors, including the client’s chronological age, cognitive and emotional development, and the specific treatment goals identified. Developmentally informed practice ensures that interventions are appropriate, effective, and engaging. For example, sessions will likely include more nondirective play and symbolic expression when working with a preschool-aged child, as younger children often communicate and process through free, imaginative play. In contrast, sessions with pre-teens typically incorporate more structured, directive activities such as CBT-based games, guided journaling, sand tray therapy, and problem-solving exercises, which align with the increasing cognitive and emotional capabilities of children in this age group.

Trauma history further complicates this developmental picture. Children who have experienced trauma may present with arrested development, in which aspects of their social, emotional, or psychological functioning are delayed or temporarily frozen at the time of the traumatic experience (Drewes, 1999). As a result, their play may not align with their chronological age. For instance, a ten-year-old survivor of early childhood trauma may engage in play more characteristic of a much younger child, reflecting the age at which the trauma occurred. Alternatively, some children may demonstrate regressive behaviors in play during periods of emotional distress or when navigating trauma-related material in therapy. In these cases, it is important for the therapist to meet the child where they are developmentally, using play as a bridge between the child’s internal experience and their emerging capacity for insight, regulation, and healing.

The primary principle is that CBPT serves as the foundational theory for the therapist, regardless of the client’s age. Observing a session may look very different based on client factors, with theory supporting the therapist’s conceptualization of the client and guiding the approach to reaching treatment goals. For example, when observing a session with a four-year-old, it may initially seem like child-centered play therapy. However, a closer look reveals similarities of having a client focus with differences in facilitative responses and prompts.

CBPT considers past experiences to shape viewpoints, responses, and feelings about current experiences. When considering how previous experiences affect an individual, it is important to understand the interplay between age, stage, and the experiences themselves. For example, the play of an older child who was traumatized when younger may look like that of a younger child (the age at which the trauma occurred) and not their current chronological age. Children who have experienced trauma can have difficulty moving through developmental levels, becoming “stuck” in a stage or regressing to earlier stages of development (Drewes, 1999). Understanding child development is crucial for grasping how childhood experiences influence emotional and social development, affecting the perception of the world, others, internalization, self-talk, and behaviors (Ray, 2015).

Throughout our lifespans, individual thought patterns and perceptions of self and others continue to develop and shift (Beck, 2021). A key part of a therapist’s role is supporting clients by helping them shift maladaptive behaviors and thought patterns while preventing more unhelpful patterns from forming. Recognizing that core beliefs and cognitions begin to form in childhood highlights the cognitive behavioral play therapist’s role in preventing unhealthy patterns from developing and taking hold (Pradhan & Sahoo, 2023; Razak et al., 2018).

Self-Talk

Historically, there have been differing theoretical viewpoints regarding developmental aspects of cognition and speech. Piaget (1954, 1962) identifies intellectual growth unfolding during infancy, including speech development through interactive experiences. Vygotsky (1978) also describes self-talk as developing early in childhood and how it relates to cognitive development. Both Piaget and Vygotsky agree that children initially acquire overt self-talk, in which verbalizations reflect their perceptions of the world, themselves, and others (Murphy, 1999). As children progress beyond the egocentric developmental stage, self-talk shifts into internal dialogue. Examining the development of self-talk and internal beliefs reveals that thought patterns and worldviews form as early as infancy. Cognitive Behavioral Play Therapy (CBPT) aims to prevent the emergence and embeddedness of negative self-perceptions and self-talk. However, clients seek services at various ages and stages of development, during which these negative beliefs may have already formed or become ingrained.

Understanding that self-talk begins in infancy during early language acquisition is essential (Vissers et al., 2020). As children’s language abilities develop, they start to utilize private speech. Beginning at ages three to four, children often talk to themselves quietly, imitating the dialogues they hear from adults (Winsler et al., 2000). By learning about the development of private speech, CBPT therapists can better assist clients and their families in developing coping self-talk through modeling and reflecting. This knowledge enables CBPT therapists to better understand their client’s experiences and create more effective case conceptualizations. For example, when working with a preschooler, cognition and self-talk are still in the early stages of development. In this case, the therapist and the caregivers can assist the child in developing coping self-talk through their verbalizations, such as “I feel mad; I can take a calm breath.” On the other hand, when working with a ten-year-old client, internal dialogue has already begun to take shape. It is essential to explore the child’s thoughts and self-talk to understand their influence on worldview, especially in relation to identified treatment goals.

Developmentally Sequenced Therapy

When working with children, it is crucial to support them according to their developmental stage. For example, certain treatment interventions may be delayed until a more advanced stage of development. For a four-year-old, the focus might be on recognizing choices when feeling angry and developing the ability to pause and think before responding, addressing maladaptive behaviors. However, by age seven, the same child may return for sessions that delve deeper into understanding and learning additional coping strategies to regulate their emotions. It is essential to consider progress in sessions as related to developmental milestones and the child’s trajectory within their age group (Drewes, 1999).

A developmentally sequenced approach recognizes that not all aspects can be addressed at the client’s current developmental level (James, 1989). This is especially relevant when considering experienced trauma, as it affects all levels of development, including intellectual, physical, emotional, and social aspects (Drewes, 1999). Trauma can be perceived differently at various developmental stages. Returning to therapy at a different stage of development is a normal part of the healing process. As children grow, their perspectives shift, and their ability to process and manage thoughts, feelings, and experiences evolves. They begin to view the world through a different developmental lens. For example, a preschooler coping with their parents’ divorce will experience different thoughts and feelings compared to a teenager facing the same situation. A preschooler may struggle with the absence of having both parents in the same household, adjustments to their daily routine, and understanding their emotions. In contrast, a teenager will not only process their parents’ divorce but will also view it through the developmental lens of developing their own romantic relationships and attachments, which can lead to additional questions and concerns. As children progress through later stages of development, previously addressed concerns may reemerge in new forms, reflecting their evolving cognitive, emotional, and relational capacities; this often necessitates a return to therapy in order to process these issues with greater developmental insight (Núñez et al., 2022; Pradhan & Sahoo, 2023). By helping caregivers understand this possibility, we can alleviate their concerns if this happens to their child and increase the likelihood of them returning to therapy for support.

Developmental Stages

When conceptualizing how to support a family or individual client within the CBPT model, many things are considered, such as past and current life experiences, difficulties and struggles, family values, culture, strengths, and developmental stage. In sessions and when the therapist works with caregivers through parent sessions, skills are taught, practiced, and applied to help create adaptive thought patterns and behaviors to cope with feelings and experiences.

Two Cases Through the Lens of Development

Two cases are presented and followed through different developmental stages to show how CBPT is applied at these stages. The first case begins in infancy and explores working with the same client throughout their development. The second case will be examined from a broader perspective, focusing on the same client seeking services at different ages. It will discuss how a CBPT play therapist begins to work with the client and their caregivers, taking into account both the client’s age and developmental stage.

Infancy and Toddlers

Infants up to age two primarily explore and experience their world through their senses. Piaget’s (1954, 1962) sensorimotor stage of development involves understanding the world through the senses, movements, and manipulation of objects. During this developmental stage, infants learn about object permanence, develop a sense of themselves as separate from their caregivers, and identify that their actions produce outcomes. These skills emerge through a combination of exploration, observation, and interaction with their environment. During this stage, there is significant cognitive and physical growth and development, including language development and mobility. Erikson (1963) focuses on psychosocial development and characterizes the period from birth to eighteen months as a critical time for trust versus mistrust. During this stage, infants develop a sense of security and learn to trust caregivers to meet their needs. If these foundational needs are not met consistently, mistrust develops, along with a belief that the world is unpredictable. Erikson defines the next stage as autonomy versus shame and doubt, occurring between eighteen months and three years of age. During this stage of development, toddlers build a sense of independence when supported in exploration, which assists in the ability to make choices. However, when this does not occur, such as being overly restricted or criticized, then a sense of powerlessness and inadequacy develops in place of building confidence and independence. When working with young clients such as infants and toddlers, it is common for parents to work on treatment goals together in session with the therapist and child.

When applying CBPT with infants, the approach shifts to also focusing on working with caregivers to support their infants. This includes increased psychoeducation, modeling, skill building, and attunement to the infants’ nonverbal cues.

Case 1

We will start with Alisha to understand the application of CBPT in working with caregivers and infants. Alisha, one year old, was sexually abused by her father during infancy, beginning at five months old, with a duration of six months. Significant family changes occurred, including the death of a relative and relocation to a new state. Alisha’s mother contacted authorities and sought therapy services after discovering the abuse. During the intake, Alisha’s mother shared that Alisha no longer sleeps through the night, waking frequently while fearfully crying out. There has also been a regression in her eating habits, as she now refuses solid foods and will only accept bottles. Additionally, Alisha is unable to be separated from her mother for any length of time. This includes when her mom walks into a different room of their home. After moving to a new area, the family lacks a support system, leading to increased isolation for Mom and Alisha.

Treatment goals focused on developing healthy emotional relationships, parent support, and psychoeducation. Other focus areas include attunement and verbal reflections on Alisha’s nonverbal feeling expressions, as well as developing emotional awareness. Supporting Alisha’s mom in affect regulation skills to enhance feelings of safety and control while modeling coping strategies. Considering the importance of establishing healthy attachments and the development of trust versus mistrust during infancy, we can infer that experiencing sexual abuse at five months old disrupts the formation of attachment and trust. The trauma Alisha experienced likely results in preverbal memories being encoded in the brain, leading to lasting effects on emotional development. Attention is given to promoting trust and self-efficacy through responsive caregiving. CBPT is particularly beneficial for Alisha and her mother, as it emphasizes early intervention aimed at preventing negative experiences from solidifying into maladaptive core beliefs and persistent emotional distress. In Alisha’s case, where early experiences involved violations of safety and trust, CBPT supports the rebuilding of a sense of emotional security and the development of healthy attachment patterns. By addressing cognitive distortions, emotional regulation, and relational dynamics within a safe therapeutic environment, CBPT helps interrupt the formation of unhelpful thinking and behavioral cycles while promoting developmental recovery. This approach not only enhances Alisha’s psychological resilience but also empowers her mother to reinforce consistent, nurturing responses that support secure attachment and long-term emotional well-being.

Within the CBPT framework, treatment goals are addressed not only in parent sessions but also within the play therapy sessions themselves. One of the advantages of CBPT is its use of interventions and techniques from various theoretical approaches. When working with Alisha, this aligns with bringing Theraplay® activities and FirstPlay© into sessions. One treatment goal is to share ways to respond to Alisha’s cues with her mom, strengthening Alisha’s understanding that her actions affect her environment. Reflective statements, cue recognition, and reciprocal interactions are modeled and practiced.


Table 2.1 Facilitative responses modeling Alisha’s cues




	Transcript

	Analysis






	A: [Sees spider puppet and moves backwards with widened eyes.]

	Exploring room expressing nonverbally dislike of item.




	T: “I see you moved away, that tells me you don’t like that. You can choose not to play with that.”

	Tracking response to reflect and increase attunement to emotions and ability to choose to increase self-efficacy.




	A: [Takes a big breath and picks up a cow miniature.]

	Explores room demonstrating sense of comfort in ability to choose.




	T: “You took a big breath. Your body is calm and your choosing a different toy.”

	Reflecting and identifying coping strategy and bridging to feeling calm.









Table 2.2 Modeling attunement and reflection of feeling to build self-awareness




	Transcript

	Analysis






	A: [Mom singing “Itsy Bitsy Spider” with Alisha. Alisha with big smile and laughter.]

	FirstPlay© activity for attunement and varied levels of touch to promote safe touch experiences and reflect client likes and dislikes to build self-awareness and agency.




	T: “Your smile tells me you like that. Would you like to do it again?”

	Reflecting feeling and providing choice. In addition, modeling attunement for the mother.








The therapy sessions supported Alisha’s mother and helped Alisha rebuild trust through her experiences in the playroom. This process allowed Alisha to formulate and internalize a sense of mastery, reestablishing her core belief in her innate ability to influence the world around her. The sessions were concluded as Alisha returned to her developmental trajectory, with plans for sequenced therapy in the future as she reaches new developmental stages.

Case 2

Dillon’s parents sought play therapy services after relocating to a new state and noticing a regression in their ten-month-old infant in behaviors and interests, along with heightened negative emotions and difficulty coping. They reported that he was no longer sleeping through the night, having trouble separating when taken to daycare, and crying more than usual.

Parent sessions were scheduled with a focus on psychoeducation. The aim is to support the family in developing and maintaining consistent routines that provide security and comfort as they support Dillon in transitioning to his new home and environment. A key parenting strategy discussed is verbally reflecting on Dillon’s feelings and identifying his needs. This approach fosters understanding, encourages coping self-talk, confidence, and independence.

Toddler/Preschool

The subsequent phases of child development span between toddler and preschool ages, with pre-operational development continuing until early elementary. Piaget (1954, 1962) describes cognitive development between ages two and seven years as pre-operational, in which the emergence of language is the focus. Children at this stage begin to develop symbolic thinking and processing, primarily egocentric, which makes it difficult for them to grasp the perspective of others. During this stage of development, pretend play is evolving, and learning occurs through one’s thoughts, feelings, and actions based on their perception of the world. Erikson (1963) identifies this psychosocial stage as autonomy vs. shame and doubt and moving into initiative vs. guilt between the ages of three to five years. The goals of this stage of development consist of discovering the balance between spontaneity and restraint and learning to think independently.

Case 1

Let us consider Alisha returning to play therapy sessions at age three. Alisha’s challenges include difficulty accepting limits, boundaries with peers, and understanding and expressing feelings. Therapy sessions include structured activities led by the therapist, while most of the time is spent in unstructured play. Interventions consist of sorting feeling cards and providing psychoeducation on emotions and boundaries with peers through bibliotherapy. During unstructured portions of sessions, facilitative responses aim to build an understanding of feelings and reflect on healthy boundaries and choices. For example, reflecting on observed likes and dislikes expressed during play helps to bring awareness to the choices and decisions made.


Table 2.3 Facilitative responses to build self-awareness, preferences, and feelings




	Transcript

	Analysis






	T: “[while Alisha is exploring shelves] I noticed you stopped and took a quick breath when you saw the snakes. That tells me you do not like those. There may be things in here you decide not to play with.”

	Reflecting likes, dislikes, and choices.




	T: “[reading book on sharing] Sometimes sharing is hard. It looks like they [pointing to the character in the book] feel mad.”

	Validating and reflecting on developmental challenges and feelings.




	T: “I wonder if there are toys they [referring to book character] do not have to share?”

	Bringing into awareness that there are things people are asked to share and others are not.




	A: “A lovey!”

	Client engaged and relating to a personal item.




	T: “Oh, special things like a lovey are just for them. I imagine that makes them feel happy.”

	Reflecting and reinforcing personal items, boundaries, and feelings.








During pretend play, Alisha engages in baby doll play using the doctor kit. In tracking her play, facilitative responses wonder aloud how the baby feels as the doctor administers a shot, acknowledging how the baby may cry or feel scared. As the baby is cared for and given a Band-Aid, reflecting how the shot was not a choice but needed to help the baby feel better, as well as reflecting on the nurturing provided. These types of facilitative responses help differentiate types of boundaries, such as undesired actions that are necessary (like a doctor’s visit) and the undesired actions of others. The goal is to address potential pre-verbal memories of sexual abuse that she was unable to stop, along with doctor visits needed for physical concerns, while emphasizing the care and support received. To support Alisha’s developmental stage, it is essential to foster her self-efficacy and help her learn to articulate her personal desires. Additionally, it is important to balance the common challenge of accepting limits at this age. A key focus is reflecting upon and distinguishing between rules and boundaries while also encouraging Alisha to express her personal preferences.

Case 2

Dillon’s parents sought play therapy at age four after a recent move, prompted by increased anger outbursts at home and intensified noncompliance. Intake was conducted with both parents, learning about family history, changes in family routine, and identifying differences for Dillon. Parent strategies discussed include reflecting on feelings and skills to communicate an understanding of the changes Dillon has experienced. Psychoeducation was provided, discussing developmental aspects and how they impact coping with a significant transition, such as a relocation, while also identifying ways to validate Dillon’s feelings and perspectives.

Play therapy sessions consist of both structured and unstructured play. During this developmental phase, initial sessions focus on directed interventions and play prompts to explore feelings associated with moving and recent changes. This approach provides opportunities to explore similarities and differences between locations. One intervention is using puppets for a puppet interview, where the therapist’s puppet interacts with Dillon’s puppet to discuss changes experienced. This intervention is based on developing children’s ability to engage in pretend play and play scripts at Dillon’s age.


Table 2.4 Transcript example of puppet play to process changes due to moving




	Transcript

	Analysis






	T: “[after reading a book on moving] Let’s choose puppets to learn more about moving and changes. One puppet who just moved and another who will ask them questions, like if they were on the news.”

	Structured activity to apply psychoeducation from the book.




	D: “Ok [explores puppets and selects lion who moved and owl for interviewer]”

	Engaged in activity.




	T: “[toy microphone used for interview] Hi, welcome to our town. I know you just moved here. What are some good and not-so-good things about moving?”

	Opening discussion for client to lead in sharing experiences with therapist reflecting feelings, experiences, similarities/differences, and resiliency.




	D: “[as lion puppet] I like my backyard. It is big. I miss the park and friends.”

	Sharing differences.




	T: [as owl puppet] “Moving has many changes. Some you like and some you don’t.”

	Reflecting and accepting changes and likes/dislikes.




	D: “[as lion puppet] My parents don’t play with me and make me sleep in my room.”

	Client sharing changes within family and expectations.




	T: “[as owl puppet] Sounds like your parents changed some, and there are new rules.”

	Expanding on not being played with in transition and reflecting rules to bridge in future sessions.




	D: “[as lion puppet] Yeah, I don’t like it.”

	Sharing differences and personal struggles.








As therapy progresses, future sessions will focus on emotions and coping strategies related to rules and expectations in order to address treatment goals related to non-compliance and anger outbursts. Within play sessions, coping strategies are identified through play, bibliotherapy, and role play. Sessions also contain client-led play in which facilitative responses focus on feelings, coping skills, resiliency, choices, and navigating change. Parent sessions focus on reviewing the content of Dillon’s therapy sessions, with particular attention to his current struggles and the coping strategies being introduced. These meetings serve as a collaborative space to explore changes in family routines and environmental factors. Together, we work to develop a daily structure that thoughtfully integrates familiar elements from Dillon’s past with his present circumstances, promoting a sense of consistency, emotional security, and continuity.

Latency/School Age

During the ages of seven to eleven, Piaget identifies cognitive development as concrete operational, in which children continue to be concrete learners with literal thinking emerging during this developmental phase. Their thinking becomes more organized and rule-based, though it is still grounded in tangible, literal experiences (Piaget, 1962). Children begin relating and viewing how others perceive situations, allowing them to broaden their perspectives. They can recognize that their thoughts are unique and that others may have different thoughts, feelings, and opinions. As skills develop, they can become inflexible due to the incomplete development of abstract thinking. As a CBPT therapist, selecting interventions in sessions is beneficial for supporting the development of flexible thinking and encouraging different perspectives, which helps prevent rigidity from internalizing. Another important aspect of development to consider is Erikson’s stage of industry versus inferiority, which occurs in children aged six to eleven. During this stage, children develop a sense of self, competence, and mastery through social and academic tasks (Erikson, 1963). This growth stage involves gaining confidence and identifying individual abilities. As children meet milestones, they develop a sense of belonging and believe they have a valuable place in their environment.

Case 1

During this development phase, Alisha, who is eight years old, begins questioning her father’s absence in her life. Parent consultation sessions help the mom identify options for discussing the sexual abuse by Alisha’s father in an age-appropriate manner. A psychoeducational approach is used to collaboratively explore how to share information with Alisha, focusing on Mom’s parenting style, desires, and goals. Together, a plan was built for sharing and communicating with Alisha on her developmental level. Mom decided to hold off on discussing the sexual abuse that occurred in infancy. Instead, she explained that people can sometimes do bad things, particularly in this situation, which prevented her father from being part of their lives.

Alisha’s play therapy sessions focus on exploring different types of families and the duality of emotions. It can be challenging for children to understand that contradictory feelings can exist simultaneously. This understanding of emotional duality varies across developmental stages. Initially, children learn to recognize that feelings can occur sequentially, and as they grow, they begin to appreciate that these feelings can coexist (Drewes, 1999). O’Connor and colleagues (2016) state that one of the most challenging concepts for children to grasp is the simultaneous experience of two opposing emotions, such as love and anger toward a person. For Alisha, recognizing that her father’s choices led to his absence in her life is part of her therapy. Session interventions and facilitative responses focus on helping her develop the concept of contradictory feelings existing together in various situations. The sessions incorporate both structured and unstructured play to facilitate this exploration.

Case 2

Dillon’s parents sought help when they moved to a new area when he was eight years old. At that time, Dillon was in third grade. His parents reported that he showed increased defiance toward household expectations, experienced a decline in his school grades, and had lost interest in extracurricular activities.

Transferring schools, particularly across districts or states, can present academic and emotional challenges. School curricula often vary in content, sequencing, and instructional approaches, leading to disparities that can leave students academically behind or repeating previously covered material (Schwartz, Stiefel & Cordes, 2017). These inconsistencies can disrupt learning continuity and contribute to frustration, disengagement, or lowered self-esteem (Dupéré et al., 2015). Assessing and addressing these challenges in therapy involves supporting the move’s emotional impact and helping the client develop coping strategies for adapting to academic transitions and building confidence in a new school environment.

During this developmental stage, peer relationships and interests develop based on loyalty, trust, and emotional intimacy. These relationships are often grounded in shared interests and everyday activities, which help to foster deeper social bonds and provide a sense of stability and belonging (LaFontana & Cillessen, 2010). Relocating and forming new friendships during this developmental stage can be particularly challenging, as it often disrupts existing peer connections and requires navigating unfamiliar social environments. Erikson’s psychosocial theory identifies adolescence as the stage of identity vs. role confusion, during which the desire to fit in and be accepted by peers plays a central role in shaping personal identity (Erikson, 1980). Relocating during this time can impact academic and social experiences, as it introduces changes in social and cultural norms and variations in available extracurricular activities.

Client sessions focus on building a therapeutic relationship and gaining insight and understanding from Dillon’s perspective of changes experienced due to the move. Dillon reported aspects of school as a struggle, such as math as challenging and reading as “boring,” repeating work from his previous school year. Sessions consist of structured and unstructured portions with facilitative responses reflecting on navigating change, mastery, feeling reflection and normalization, reinforcing positive aspects of self, and building relationships.

One of Dillon’s treatment goals is to support Dillon in navigating changes. A sand tray prompt is given to assess and understand the changes experienced.


Table 2.5 Transcript example of sand tray prompt and exploration of sand tray




	Transcript

	Analysis






	T: [sand tray introduced in previous sessions] “Let’s explore the differences between your life now and where you lived before by dividing the tray into two parts to create a world on each side to show about your life.”

	Open prompt for client to lead on how to approach building his sand tray and focus areas.




	D: [created world on both sides and began sharing] “These are all my friends. I put the basketball in because I played on the same team since first grade. The people outside eating is my family who always came over.”

	Sharing insight into his perspective and experiences.




	T: “Sounds like you miss your team, friends you know, and spending time with family.”

	Reflecting feelings and changes.




	D: “Yes, I miss them.”

	 




	T: “Tell me about this other side of the tray.”

	Continue processing sand tray to increase understanding of Dillon’s perspective on changes experienced.




	D: [pointing to house and fenced-in yard] “This is our new house; we have a large backyard to play in, but no friends yet.”

	Sharing life at the moment.




	T: “Sounds like you like your new backyard but really miss friends with the hope of making new ones.”

	Reflecting on both the positives and negatives. Understanding areas of sadness and struggle is essential to supporting Dillon and working together to meet his goals in adjusting to the new location. In future sessions, we will explore friendships and extracurricular opportunities together while continuing to explore similarities and differences.








Adolescence

Pre-adolescence and adolescence are generally thought of as two phases. However, from a developmental perspective, they are typically considered part of a continuous stage, beginning at age twelve. While the onset and progression of adolescence vary among individuals, this stage is generally marked by the onset of puberty and a period of rapid physical, emotional, and cognitive growth (Piaget, 1962). During adolescence, young people begin to demonstrate an increased capacity for abstract reasoning, logical thought, and deductive problem-solving, which Piaget described as the formal operational stage of cognitive development.

In parallel, Erikson’s psychosocial theory identifies this period as the stage of identity versus role confusion, wherein adolescents work to establish a coherent and stable sense of self (Erikson, 1968). This process involves the integration of prior experiences, social influences, and developing beliefs, which can make this stage particularly complex and emotionally charged. Successful navigation of this phase contributes to a strong sense of identity and direction, while difficulty may confuse one’s role in the world and instability in self-concept. In addition to developing a personal identity, a sexual identity is also being formed. Adolescents experience increased awareness of emotions, relationship shifts, a desire for increased dependence, and an exploration of social roles (such as jobs or leadership roles). This transition to adulthood has rapid changes as adolescents experience physical, cognitive, and social-emotional changes.

Case 1

Alisha returns to counseling at fifteen years of age with difficulty navigating close relationships with peers, setting boundaries, and struggling with self-concept. Her sessions focus on these goals while offering the flexibility to meet her where she is in each session. Adolescents with a history of trauma, particularly sexual abuse, often experience disruptions in peer relationships, difficulty trusting others, and a heightened sensitivity to perceived rejection. These relational struggles can emerge in subtle ways, including emotional withdrawal, social avoidance, or anger toward peers in response to feeling excluded or misunderstood (Cederbaum et al., 2020). This is also the case with Alisha. In one session, Alisha discussed her feelings about a friend who attended a party with another peer group to which she was not invited. Alicia shared feelings of anger at her friend and stated, “If she were a real friend, she would not have gone without me.” She stopped responding to her friend, removing herself from the relationship. We explored her feelings of being left out of plans and not being invited to social events, as well as her anger and hurt. Sand tray therapy was introduced with prompt of creating a world of feelings and friendship. Alisha struggles with trust in her close friendships due to the mistaken belief that “if I am left out, I do not matter” and “If someone really cares about me, they will never hurt me.” In future sessions, we explored types of friendships and role-played varied scenarios, perspectives, and responses. Our sessions examine all-or-nothing thinking and different perspectives while identifying alternative thoughts about navigating friendships and trust. As we explore her experiences and emotions, we emphasize the importance of healthy boundaries and recognize the natural vulnerability that comes with relationships.

Case 2

Dillon’s parents reached out for sessions after moving to a new location. Dillon is fourteen years old and a sophomore in high school. His parents report that he is withdrawn, argumentative, struggling with grades, and is resisting participating in extracurricular activities in which he was previously involved. Sessions with Dillon focused on navigating changes associated with moving during this development phase, where academics fluctuate alongside the challenges of forming relationships and establishing an individual sense of self.

Sessions start with a check-in, exploring experiences and feelings, and collaboratively planning the session. This collaboration allows Dillon to lead the conversation toward his current challenges. I remain focused on the overall treatment goals, using facilitative responses to enhance coping skills, normalize feelings, build resiliency, and help identify a sense of self and personal interests. We also explore his difficulties coping with moving, school transitions, and forming new relationships. Conversations focus on his current challenges. I keep in mind the overall treatment goals with facilitative responses on building on coping skills, normalizing feelings, resiliency, and identifying a sense of self and personal interests while exploring difficulties coping with moving, school, and forming new relationships.


Table 2.6 Transcript example of using feeling bean activity during check-in




	Transcript

	Analysis






	T: “Today, let’s check in using a feeling activity. Using the feeling cards, you will read each one, and if something is experienced this week, place it in front of you and place the number of beans that reflect the size of the feeling. If the feeling was not experienced, you place it back in the basket. How does that sound?”

	Introduction of Feeling Bean Activity to explore and normalize ranges of emotions and opportunity to explore experiences, thoughts, and feelings since the last session.




	D: “Okay, I’ll try.”

	Adolescents often feel awkward in general trying activities, yet he is willing to try it.




	[completes activity sharing various experiences and feelings]

	During the process, reflective and clarifying responses are made.




	T: [looking at the range and size of feelings from activity] “Many feelings were experienced this week, with ups and downs. There were experiences of sadness and some loneliness. However, there were also some fun and new things experienced. Sometimes that can be hard to remember when we struggle with hard things.”

	Reflecting on a range of emotions to bring awareness to both positive and negative experiences, the goal is to broaden awareness and opportunities to accept both.




	D: “Yes, I see that. This week was really lonely, but I did enjoy the new club I joined.”

	Shifting focus to include positives and negatives.








In future sessions, the feeling bean activity will be utilized to continue exploring experiences and to reflect on resiliency and the changing dynamics of transitioning to a new location. Incorporating music and movies into sessions can be similar to how bibliotherapy is used. Dillon was receptive to exploring movie characters and their responses to challenges and changes. This approach helps normalize the difficulties that arise and allows for exploring coping strategies, resilience, and navigating shifting relationships. Exploring these areas through the lens of movie characters provided opportunities to explore from a third-person perspective rather than solely focusing on himself. As our therapeutic relationship built, Dillon was open to exploring difficulties with academics, exploring actions to build friendships, and trying new extracurricular activities in which he was previously interested.

Conclusion

A theoretical approach is consistently applied to clients of all ages, making Cognitive Behavioral Play Therapy (CBPT) a valuable orientation for working with individuals from infancy through adolescence.
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