







Play Therapy
Techniques

Second Edition


Play Therapy
Techniques

Second Edition

Edited by

Charles E. Schaefer
and Donna Cangelosi

[image: image]


This book was set in 11 pt. Cheltenham by Pageworks of Connecticut.

Copyright © 2002 by Jason Aronson Inc.

10   9   8   7   6   5   4   3   2   1

All rights reserved. No part of this book may be used or reproduced in any manner whatsoever without written permission from Jason Aronson Inc. except in the case of brief quotations in reviews for inclusion in a magazine, newspaper, or broadcast.

Library of Congress Cataloging-in-Publication Data

Play therapy techniques / edited by Charles E. Schaefer and Donna M. Cangelosi—2nd. ed.

p.  cm.

Includes bibliographical references and index.

ISBN: 978-0-7657-0360-6

1. Play therapy—Methodology.   I. Schaefer, Charles E.   II. Cangelosi, Donna M.

RJ505.P6 S27 2002

618.92'891653—dc21

2002018292

Printed in the United States of America on acid-free paper. For information and catalog write to Jason Aronson Inc., 230 Livingston Street, Northvale, NJ 07647-1726, or visit our website: www.aronson.com


To our children . . .
Karine and Eric Schaefer
and
Tara and Noël James
. . . for the countless joys they
have brought us.
DC & CS


Contents

Preface

1.  Introduction

Part I: Beginning and Ending Phases of Play Therapy

2.  Beginning Sessions of Child Therapy

Robert B. Brooks

3.  Using Play and Art Techniques During the Ending Phase of Treatment

Donna Cangelosi

Part II: Symbolic Play Techniques

4.  The Play-Interview

Jacob H. Conn

5.  Structured Play Therapy

Gove Hambridge, Jr.

6.  The Use of Two Houses in Play Therapy

Linda Kuhli

7.  Using Puppets for Assessment

Eleanor C. Irwin

8.  Finger Puppets and Mask Making

R. L. Jenkins and Erica Beckh

9.  Costume Play Therapy

Irwin M. Marcus

10.  Metaphoric Stories

Terry Kottman and Jeffrey Ashby

11.  Use of the Telephone in Play Therapy

Moshe H. Spero

12.  Block Play

Robert J. Resnick

Part III: Play Techniques Using Natural Media

13.  Sand Play

John Allan and Pat Berry

14.  Water Play*

Ruth E. Hartley, Lawrence K. Frank,

and Robert M. Goldenson

15.  The Use of Food in Therapy

Mary R. Haworth and Mary Jane Keller

16.  Mud and Clay

Adolf G. Woltmann

Part IV: Drawing and Art Techniques in Play Therapy

17.  Finger Painting

Jacob A. Arlow and Asja Kadis

18.  The Squiggle-Drawing Game

Lawrence Claman

19. The Emotional Barometer

Suzanne Elliott

Part V: Storytelling, Role Playing, and Other Techniques

20.  The Color-Your-Life Technique

Kevin O’Connor and Debra New

21.  Mutual Storytelling

Richard A. Gardner

22.  Creative Characters

Robert Brooks

23.  Role Playing

Richard L. Levenson, Jr. and Jack Herman

24.  Relaxation Training for Children

Arlene S. Koeppen

25.  Music Play Therapy

Karla Carmichael

26.  Use of Ball Play

Dave Hudak

27.  Tote-Bag Play Therapy

Barbara Hylton

Part VI: Board Games

28.  Checkers

Richard A. Gardner

29.  Chess

William H. Smith

Part VII: Electronic Games in Play Therapy

30.  Nintendo Games

James E. Gardner

31.  High-Tech Play Therapy

Richard G. Johnson

Credits

Index


CHILD THERAPY SERIES

A Series of Books Edited by Charles Schaefer

Cognitive-Behavioral Play Therapy

Susan M. Knell

Play Therapy in Action:

A Casebook for Practitioners
Terry Kottman and Charles Schaefer, Eds.

Family Play Therapy

Charles Schaefer and Lois Carey, Eds.

The Quotable Play Therapist

Charles Schaefer and
Heidi Gerard Kaduson, Eds.

Childhood Encopresis and Enuresis

Charles Schaefer

The Therapeutic Powers of Play

Charles Schaefer, Ed.

Play Therapy Techniques

Donna Cangelosi and Charles Schaefer, Eds.

Children in Residential Care:

Critical Issues in Treatment
Charles Schaefer and Arthur Swanson, Eds.

The Therapeutic Use of Child’s Play

Charles Schaefer, Ed.

Refusal to Speak:

Treatment of Selective Mutism in Children
Sheila Spasaro and Charles Schaefer, Eds.

Sandplay:

Therapy with Children and Families
Lois Carey

Helping Parents Solve Their Children’s Behavior Problems

Charles Schaefer and Andrew R. Eisen, Eds.

Clinical Handbook of Sleep Disorders in Children

Charles Schaefer, Ed.

Clinical Handbook of Anxiety Disorders in Children and Adolescents

Andrew R. Eisen, Christopher A. Kearney, and
Charles Schaefer, Eds.

Practitioner’s Guide to Treating Fear and Anxiety and Children and Adolescents:

A Cognitive-Behavioral Approach
Andrew R. Eisen and Christopher A. Kearney

Words of Wisdom for Parents:

Time-Tested Thoughts on How to Raise Kids
Charles Schaefer, Ed.

The Playing Cure:

Individualized Play Therapy for Specific Childhood Problems
Heidi Gerard Kaduson,
Donna Cangelosi,
and Charles Schaefer, Eds.

101 Favorite

Play Therapy Techniques

Heidi Gerard Kaduson and
Charles Schaefer, Eds.

Saying Goodbye in Child Psychotherapy:

Planned, Unplanned, and Premature Endings
Donna Cangelosi

Short-Term Psychotherapy Groups for Children:

Adapting Group Processes for Specific Problems

Charles Schaefer, Ed.


Preface

Play Therapy Techniques was one of the first books compiled of both classic and recent play strategies to be offered to child clinicians. It proved to be a valuable sourcebook of both useful and practical techniques for both novice and experienced play therapists because it included such a wide variety of play techniques. Among these are art, puppet, sand, dramatic, water, doll, costume, and game play.

In this second edition of Play Therapy Techniques, we have added seven new chapters to the twenty-four original chapters. The new chapters expand the comprehensive scope of the book by describing beginning and ending issues in play therapy, the use of metaphors, music and ball play, as well as the renowned Color-Your-Life Technique.

The vast selection of play approaches described in this book will add to the clinical repertoire of students and practitioners of child therapy and counseling. When used in combination with formal education and clinical supervision, Play Therapy Techniques can be especially useful for developing treatment plans to address the specific needs of various clinical populations. Students and practitioners of child therapy and counseling, including psychologists, psychiatrists, social workers, nurses, and child-life specialists, will find this second edition of Play Therapy Techniques informative and clinically useful.

We wish to thank the authors who contributed chapters, those who agreed to allow their writings to be reproduced, and the publishers for granting permission to do so.

CHARLES SCHAEFER
DONNA CANGELOSI

January 2002
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Introduction

The interest of psychologists in children and their play activities dates back to the latter part of the nineteenth century. Early studies were mainly concerned with the observation, categorization, and classification of play activities and their forms and structure.

Historically, the first author to attempt to understand the psychology of children through observations of play was Rousseau. Many years later, Sigmund Freud described child’s play as “poetic creation.” Freud theorized that play allows the child to transpose passive experiences into active ones, thereby allowing the child to gain mastery over conflictual experiences. At about the same time, Hertha von Hug-Hellmuth, an Austrian psychiatrist, observed and played with children in their homes in order to become familiar with their daily environment. Historically, she is credited as being the first clinician to use observations of play behavior as a method for treating children suffering from psychological difficulties.

The English School of Psychoanalysis, led by Melanie Klein, and the Vienna School of Psychoanalysis, led by Anna Freud, grew out of the work of Hug-Hellmuth. Both schools used the play technique as a partial substitution for the more verbal methods of child treatment. Since these beginnings in the second and third decades of this century, play investigation and play therapy have developed as important and by now indispensable methods in child psychiatry and psychology.

The first child guidance clinics opened in the early 1920s and beginning with them, the use of play in child psychotherapy has become widespread. This movement initiated the development and introduction of structured play techniques.

It was not until 1939, nearly twenty years after Hug-Hellmuth’s initial introduction of play as a treatment modality, that specific, structured play techniques were introduced. David Levy (1939) was among the first child clinicians to introduce a structured play therapy technique that he called Release Therapy. Levy believed that the therapist, aware of the child’s specific difficulty, could arrange dolls and play materials in a specific way to promote catharsis and insight through symbolic play. He believed that catharsis and subsequent relearning, vis-à-vis the therapist’s interventions, are important for restructuring areas of development that have been blocked.

Jacob Conn’s description of the Play Interview and Gove Hambridge’s Structured Play Therapy, which are included in this volume, are elaborations of Levy’s technique. Each of these procedures focuses on specific situations that are believed to be the cause of the child’s difficulty. Likewise, Linda Kuhli’s chapter describing the use of two houses in play therapy provides a specific application of the technique for use with children who have experienced loss, withdrawal, or rejection.

Levy’s introduction of Release Therapy in 1939 coincided with Margaret Lowenfeld’s introduction of what later became known as The World Technique. Buhler expanded and brought this projective sand technique to the United States in 1951. The technique uses a sandbox in which the child is asked to make a world from a wide variety of miniature toys. The toys chosen and the world created are seen as symbolic representations of the child’s inner world.

While Levy’s approach is much more structured and specific than Lowenfeld’s World Technique, the two have in common a focus on symbolic play. Through the years, many play therapy techniques using puppets, masks, costumes, and the like have been introduced with the same intent—to foster symbolic play, thereby allowing children to reveal their emotional lives through play materials.

In 1938, Shaw discovered that finger painting provided cathartic and therapeutic functions for her young students. Several years later, in 1946, Jacob Arlow and Asja Kadis elaborated Shaw’s ideas regarding the therapeutic properties of finger painting. They introduced this modality as a form of projective play and a vehicle for the expression of fantasies and free associations. Interestingly, Arlow and Kadis described finger painting as a socially sanctioned form of playing with mud. However, eight years later, Adolf Woltmann promoted the direct use of the more natural mediums of mud and clay as therapeutic materials for children involved in play therapy.

Woltmann noted that both mud and clay are neutral media through which the child can project meaning. In a 1954 paper, he credited Lauretta Bender for the insight that play therapy can be done with children of all countries by using sand, stones, palm leaves, snow, or pieces of ice—provided that such natural materials have meaning to the child. Consistent with this observation, the use of water, sand, and other natural media such as food have been cited over the years as having therapeutic value in the treatment of children.

Still another play therapy technique was introduced by D. W. Winnicott in 1968. This play procedure, which Winnicott called the squiggle game, was developed as a means for developing a relationship with his young patients and as a projective tool. Winnicott would draw a squiggle that the child could turn into something else. Following the child’s elaboration of the squiggle, the child would draw another squiggle that the therapist could turn into a drawing of something that could, in turn, foster the discussion of important issues.

Several years later, Richard Gardner introduced a storytelling technique to elicit concerns and conflicts. Gardner’s Mutual Storytelling technique involves asking the child to make up a story. The therapist, having interpreted the story psychodynamically, then takes a turn to tell a story using the child’s language as well and the same setting and characters. However, the therapist introduces healthier adaptations and resolutions to difficulties with the goal of imparting insight, values, and coping skills. It is believed that the use of the child’s language fosters the child’s understanding.

Variations of Gardner’s storytelling technique have been introduced over the years. For example, Robert Brooks (1981 this volume, Chapter 22) introduced a much more structured storytelling procedure that he calls Creative Characters. Like Levy, Brooks applies background information regarding the child’s presenting problem but instead of using dolls, creates a story using animals as main characters to reflect the child’s situation or difficulty. The child is then asked to elaborate on the story.

While storytelling techniques allow the therapist to steer the treatment and focus in on specific issues, other verbal play techniques, such as role-playing, allow for the child’s spontaneous expression vis-à-vis the taking on of another person’s role or identity. The idea of making believe, which is seen actively in doll play and other symbolic play procedures, is the basis of role-playing techniques that are used with children. Historically, role-playing techniques were used by adult therapists involved in psychodrama as well as Gestalt and behavioral therapies. Their application in the treatment of children has included both costume play and verbal role-playing approaches. Irwin Marcus (1966) noted that role-playing techniques are especially helpful in the treatment of latency age children who are often less willing to engage in doll play and other forms of imaginative play.

Unlike the young child who is primarily interested in symbolic games, the latency age child is interested in games with rules. This understanding of the needs of children at various developmental stages has led to the use of board games, which provide a vehicle for the latency child’s need to develop a sense of achievement, competence, mastery of the environment, and self-esteem. Gardner in 1969 was among the first child therapists to describe the use of checkers as a diagnostic and therapeutic instrument. The competitive component of this game is seen as having value in that it provides an opportunity for the child to gain a sense of mastery and competence and for the therapist to gain a better understanding of the child’s intrapsychic dynamics and interpersonal style.

Gardner’s development of the Talking, Feeling, and Doing Game several years later stirred what has now become an industry of noncompetitive therapeutic board games. Child therapists from a wide variety of theoretical backgrounds have developed games to promote communication, insight, and cognitive understandings, and to address the needs of specific populations such as abused children, children from divorced families, and children with special educational or social needs.

More recently, computer games and electronic techniques have been introduced as tools for play therapy. As an adjunct to the more traditional play techniques they are seen as a vehicle to engage children in treatment and can be used to help children develop problem solving skills, improved ways of channeling aggression, higher level thinking skills, cooperation, and other interpersonal values and skills.

In the past seventy years since the observations of Freud and Hug-Hellmuth, the practice of play therapy has become the most widely used modality of child psychotherapy. Despite a wide variety of theoretical orientations that now exist within the field, the basic premise that play is the child’s preferred and natural medium of expression has been integrated into the work of child therapists. A recently developed international association marks the fact that play therapy is, in fact, a specialized field within the mental health profession.

This book is intended as a resource for child therapists engaged in the practice of play therapy. It is organized in seven major sections. While there is significant overlap in terms of the categorization of play therapy techniques, the primary attribute of each was considered in organizing them into sections. Following is a brief synopsis of each general section.

Part I discusses the beginning and ending phases of child therapy, including the use of play and art techniques during therapy.

Part II outlines symbolic play techniques beginning with the early works of Conn and Hambridge and spanning thirty years to include various uses of dolls, puppets, masks, telephones, and blocks.

Part III outlines play techniques using natural media such as sand, water, food, mud, and clay.

Part IV includes drawing and art techniques used in play therapy. A variation of Winnicott’s squiggle game, as well as finger painting and the use of specific techniques, is included.

Part V combines storytelling, role-playing, and relaxation/imagery techniques for children. These were grouped together because each uses verbal communication to achieve therapeutic gains.

Part VI describes specific uses of classic board games in doing play therapy with latency age children.

Part VII describes the use of computer games and electronic games, two innovative approaches in the field of play therapy.
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Beginning and Ending Phases of Play Therapy
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Beginning Sessions of Child Therapy

ROBERT B. BROOKS

The following examples illustrate the child’s use of metaphor to convey feelings and thoughts about beginning therapy:

Meredith, a 6-year-old girl, announced to her therapist that she liked grasshoppers. She then asked the therapist if he knew how to train grasshoppers to jump far. The therapist wondered how one would do this. Meredith replied that you have to treat grasshoppers nicely and not press on them too hard or they would not feel like jumping at all.

Jim, a 9-year-old boy, placed a wolf puppet on his hand and had the wolf say to the therapist that it wanted only good food in here and not trash. In the next two sessions Jim used puppets to create a story about a grandfather who gets angry at a boy for riding his bike too fast; later he told the therapist that his uncle’s new poodle ran into the street and was hit by a truck that day.

Gary, a 14-year-old boy, described the problems he was encountering in school. The new school year had commenced recently, and he said to the therapist, “My teachers go too fast for me, except in shop, and I feel sick to my stomach.”

The therapist’s capacity to appreciate the inner world of the child (Brooks, 1983) and to respond to and remain with the child’s metaphors serve as a powerful vehicle by which to develop an alliance and educate the patient about the tasks and goals of treatment.

A review of the different theories that have been advanced and the research that has been conducted about metaphor is beyond the scope of this chapter, although the reader is referred to Billow (1977), Cassirer (1946), Cirillo and Kaplan (1983), Gordon (1978), and Warnick (1983) for a more in-depth discussion of this topic. Kopp (1971), in discussing metaphor from the perspective of a therapist, has defined metaphor as “a way of speaking in which one thing is expressed in terms of another, whereby this bringing together throws new light on the character of what is being described” (p. 17).

Santostefano (1984) has recently described what the author believes to be a more comprehensive and vibrant concept of metaphor, one that expands the definition beyond the parameters of the language modality and emphasizes its energy and force in influencing, organizing, and prescribing behaviors:

A metaphor is a pattern of images, symbols, words, emotions and actions which synthesizes, conserves, and represents experiences. But when imposed on information a metaphor not only determines how the information is construed, but also prescribes particular actions and emotions. (p. 79)

In essence, Santostefano conceives of metaphors not as static representations but as dynamic forces that are constantly changing to meet the demands for adaptation and growth.

Messages and Goals of the Beginning Sessions of Treatment

Many clinicians, including those who work with children, have attempted to articulate the major tasks of the beginning phase of treatment (Adams, 1982; Buxbaum, 1954; Fraiberg, 1955; Freud, 1964; Gardner, 1975; Neubauer, 1978; Weiss, Fineberg, Gelman, and Kohrman, 1968). Child analysts such as Anna Freud and Buxbaum originally advocated a preparatory phase of treatment during which time the child would gain insight into conflicts, develop a positive relationship with the analyst, and become motivated to enter into analysis. The analyst’s task was to become allied with a child’s conscious ego against unacceptable inner fantasies and/or problems with the external environment. Later analytic writings, influenced by the emergence of the structural model and a focus on analyzing defense mechanisms, recommended that the so-called preparatory phase be shortened (Neubauer, 1978).

Regardless of one’s theoretical outlook, most clinicians, if not all, would include the establishment of a therapeutic alliance as a major task of the beginning phase of therapy with patients of any age (Frankl and Hellman, 1962; Keith, 1968; Langs, 1974). An alliance implies trust and cooperation between patient and therapist. It is a process that typically develops slowly and is reflected in the ability of patients to begin to observe their unique coping strategies, defenses, feelings, thoughts, and conflicts even though the task may be psychologically painful at times (Brooks, 1979; Keith, 1968). The presence of an alliance serves as a critical therapeutic support as patients confront many problematic dimensions of their inner and outer worlds. While the purpose of this chapter is to focus on the initial sessions in therapy, it is obvious that the alliance is a major variable throughout the treatment process.

Certainly the personal characteristics of therapists, such as their warmth, sensitivity, and caring, are vital and necessary ingredients of alliance building. However, these personal attributes must be complemented by messages that therapists communicate directly or through metaphors that inform patients about the treatment process. The imparting of this information nurtures the alliance and serves to enhance the course and outcome of treatment.

A question may be raised concerning the information that therapists hope to convey to their child or adolescent patients during the first few sessions of therapy. The list that follows is not an exhaustive one, but represents communications that the author has found to have special importance and that shold be actively addressed during the initial therapy sessions. Many of these messages will not be accepted or assimilated by the patient immediately, but rather will require ongoing articulation and elaboration over many meetings as the alliance develops. The ways in which these messages are presented and received will depend in great part on the patient’s personality structure, emotional issues, object relationships, and cognitive capabilities.

A couple of other points about the list are necessary. The contents may seem obvious, but in therapy what appears obvious may be overlooked at times. Also, these different content areas or messages overlap greatly but are presented separately in order to define them more precisely.

1. The existence and nature of the problem is discussed. At some point during the first session the therapist should raise the question with the child to discuss why he or she is coming to the therapist. This does not imply exacting a confession (Gardner, 1975), but rather providing an initial discussion about the child’s understanding for seeing a therapist. As most therapists who work with children and adolescents are aware, their patients will often say that they do not know why they are in therapy (even if the parents have explained this to them) and/or may externalize their problems, blaming others rather than accepting that some of the difficulty may reside within themselves.

Therapists must use clinical acumen to avoid an early confrontation with a child about the existence and nature of emotional and interpersonal problems. Skilled therapists can begin to explain their understanding of why parents sought help in a manner that minimizes patients feeling accused and judged. A child’s protestations that nothing is wrong or that the problem resides with the parents, peers, or teachers can be met with an acknowledgement of that possibility, but also with the statement that there may be other ways of looking at and handling the problem. A difference of opinion between the parents’ and child’s perception of the problem can be used as a point of departure; that is, the therapist might say to the child, “I can see that you and your parents really see things differently in terms of the fights you get into at home. Maybe I can help all of you start to understand why things seem so different so that things can start to improve.”

In essence, during the first or second session, the therapist should begin to (1) articulate what the problem is, (2) offer the suggestion, when indicated, that while a child’s problems do not exist in a vacuum apart from significant others, in many instances these problems also represent particular internal conflicts, and (3) delineate and resolve differences between the child’s and parents’ agendas for therapy.

The danger of not discussing with children during the first couple of sessions (preferably the initial session) why they are seeing a therapist is to enter into a complicity of silence that reinforces the belief that their problems are too painful (e.g., shameful or embarrassing) to discuss; this silence also compromises the setting of treatment goals. This author remembers attending a clinical conference in which a therapist described his work with a child who was referred for encopresis as the main symptom. At no point during the diagnostic evaluation or year of treatment was the encopresis discussed, although no improvement was noted in that symptom. When the therapist was asked why he had not talked about the encopresis with the child, he answered that he thought that such a discussion would not be very useful, that the child would be very embarrassed, and that the therapeutic alliance would be damaged.

In this example one could contend that the therapeutic alliance was compromised because of the therapist’s failure to mention the presenting symptom. Since the child knew about the original reason he was seeing a therapist, failure to discuss the encopresis most likely communicated to the child that he was too fragile to handle the issue. It is true that the child might have become embarrassed if the topic of the encopresis were broached, but the manner in which any emotionally charged issue is introduced in therapy can determine whether the patient feels accused or embarrassed or is able to hear the therapist’s remarks as conveying care, concern, and hope (Wachtel, 1980).

A continual focus on any particular symptom is not being advocated. Instead, what is being recommended is the therapist’s acknowledgment of the presenting symptom and then, depending on the child’s reaction, to use the subsequent discussion as a launching pad for considering different issues in the child’s life and handling the resistance that the child shows.

2. The image of the therapist as a person who can help is reinforced. During the first few sessions, one goal is for the child to begin to experience the therapist as someone who can help with problems. There are several components to reinforcing the image of the therapist as a helping figure. Obviously the therapist’s ability to convey empathy and caring, to assume a phenomenological perspective and understand the world through the child’s eyes, are critical variables because they help to create a climate in which the child begins to feel understood—a feeling that in most instances cultivates the belief that the therapist is a person who possesses expertise and can be trusted (Anthony, 1964; Brooks, 1983; Olden, 1953).

Certain concrete actions also facilitate the image of the therapist as a caring, helping person. For instance, the seemingly small gesture of giving patients a professional card during the first session and informing them that they may call if they wish to do so conveys a sense of availability and support. The invitation to call has not been abused. If anything, parents have reported that their children keep the card in a readily accessible location and retain it for years. The card appears to serve almost as a transitional object, a metaphor representing their therapist and the therapeutic situation.

3. The belief that problems can be solved is advanced. In addition to the empathy that therapists demonstrate, they should also begin to communicate with realism and hope that as immutable and insurmountable as problems may seem to patients, these problems can be addressed and lessened in therapy (Wolberg, 1980). More importantly, this message should include the notion that solving problems involves a mutual effort between child and therapist (as well as with significant others such as parents and teachers). Many children enter therapy with a sense of incompetence, believing they have little, if any, capacity to make things better or to determine what transpires in their lives. On some level they feel trapped and helpless, and passive in the sense of lacking confidence to master situations other than through certain maladaptive, self-defeating coping strategies (Brooks, 1981). As attribution theory has revealed, changing the beliefs of children in terms of how they experience both success and failure in their lives is an important dimension of self-esteem and emotional well-being (Brooks, 1984b; Canino, 1981; Weiner, 1972, 1979).

It is not an easy task to help many children (or adults) in therapy perceive themselves as being active participants in their own treatment, but this task should begin even in a low-key fashion during the first or second session. Therapists should constantly wear a diagnostic lens through which to assess the attributions of their patients. Patients who terminate therapy believing that any success was primarily the result of the therapist’s efforts and not their own may lack a firm sense of confidence to handle future problems by themselves.

As an example, I vividly remember a conversation I had with a boy concerning his views about his therapy at the end of two years of a rather successful treatment intervention. He said that he hoped that I would not be offended by what he was about to say. He proceeded to tell me that I had been very helpful in getting him to his present point of adjustment, but that without his own input and work none of his achievements would have been possible. I responded that not only was I not offended by his statement, but, if anything, he had just verbalized what any therapist would wish to hear from a patient.

4. The process of solving problems is defined. The process of therapy should be demystified as much as possible for the child. A few basic features of the therapeutic contract, such as the time and frequency of sessions and confidentiality, should be discussed (although a therapist need not offer a litany of rules and regulations about what may or may not be said or done in the therapy session).

In addition, the clinician should begin to explain how problems are addressed and resolved in therapy, an explanation that depends in part on one’s theoretical framework and the child’s level of understanding. Common to many forms of child therapy is the assumption that the child’s capacity to communicate feelings and thoughts will provide the therapist with information that can be used to help the child comprehend feelings and thoughts in a more articulate manner, gain some understanding about the nature and source of his or her problems, and learn new and more adaptive coping strategies.

The child therapist should inform patients about how their communications can be used toward the solution of emotional and interpersonal problems. This author prefers to tell children that with his initial help, their words, games, and play can serve as information by which they learn more about themselves and that this knowledge can then be used to solve problems and lessen worries in their lives. Typically this statement serves as a springboard for further discussion in future sessions. As Weiss et al. (1968) wrote:

The treatment, its purpose, and the nature of the work should be defined in simple terms. What happens in the first hour becomes the framework for the treatment. It is therefore necessary that these things be stated in the very first hour, to help create the proper emotional atmosphere for the analysis. An attempt is made to make the patient consciously aware of the analytic task and he is invited to be a participant. (p. 657)

5. An appreciation of the difficulty of confronting problems is verbalized. Not infrequently, children will quickly reveal their resistance to confronting problems. They might say directly that the problem is not theirs or that they do not want to tell the therapist anything or that they do not want the therapist’s help. Such statements often reflect a lack of trust in the therapist, which is not surprising because at this point the therapist is a virtual stranger. Also, children may sense on some level that to face problems is not an easy task, that in the process family and personal secrets may be revealed and a Pandora’s box may be unleashed.

Whether children are direct or indirect about communicating their resistance, therapists should understand that the therapeutic process of solving problems is difficult. The exact words used by the therapist will depend on what the patient has said and how direct the patient has been. However, even if the patient’s fears about therapy are masked, it has been this author’s experience that to verbalize an appreciation of these fears and the resistance they elicit through such general statements as “Some kids find it tough to talk about these feelings” or “It’s not easy talking about certain things with someone you hardly know, but do you know why talking about these things can be helpful?” (and then
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