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This study examined the effectiveness of intensive child-centered play therapy with
children identified as having disruptive behaviors. Participants were recruited from
public schools in the urban area of Darwin, Northern Territory, Australia area. A total
of 24 participants completed the study: 18 boys and 6 girls aged 6 to 9 years old
(M � 7); 17 Australian Caucasians, 1 English (U.K.) Caucasian, 1 Asian, 3 Hispanic/
Latino, and 2 Biracial. Participants were randomly assigned: 12 to the experimental
group and 12 to the waitlist control group. Children in the experimental group received
20 intensive Child-centered play therapy (CCPT) sessions: twice daily for 10 days. For
each child participant, a parent completed the Child Behavior Checklist (CBCL) and a
teacher completed the CBCL Teacher’s Report Form (TRF) 3 times: at pretest, posttest,
and 1-week follow-up. Results of factorial ANOVAs indicated a statistically significant
interaction effect on CBCL Externalizing score, F(2, 44) � 14.747, p � .001, with a
large effect size of �2 � .277. Results also indicated a statistically significant interac-
tion effect on the TRF Externalizing score, F(2, 44) � 4.042, p � .024, with a large
effect size of �2 � .135. Therefore, both parents and teachers indicated that children
with externalizing behaviors who received intensive CCPT showed a significant de-
crease in those behaviors.

Keywords: Australia, child-centered play therapy, child therapy, externalizing prob-
lems, play therapy

Individuals predictably receive counseling
once a week; however, there is little research
regarding the relationship between frequency of
mental health services received and effective-
ness. Instead, the decision to increase or de-
crease the number of sessions per week tends to
depend on factors such as time restraints and
finances rather than treatment outcome (Fioren-
tine, 2001; Fiorentine & Anglin, 1996). Lan-
dreth (2012) suggested the frequency of coun-
seling is often scheduled to meet the needs of
therapists, rather than the emotional needs of
clients who might benefit from more frequent
services than once a week. Some studies have

demonstrated improved effectiveness when in-
creasing the number of counseling sessions,
whether talk or play therapy, in the same or less
amount of time (Blanco & Ray, 2011; Fioren-
tine, 2001; Fiorentine & Anglin, 1996; Grsk-
ovic & Goetze, 2008; Kot, Landreth, & Gior-
dano, 1998; Ray, Henson, Schottelkorb, Brown,
& Muro, 2008; Shen, 2002). More research is
needed to explore the benefits and positive ef-
fects of increasing the number of therapy ses-
sions in the same or shorter amount of time than
typically delivered.

Play has been identified as critical in healthy
development and growth in children (Piaget &
Inhelder, 1969/1996). Piaget emphasized the
connection between children’s symbolic play
and their social, emotional, and cognitive devel-
opment. Play therapy has been identified as an
effective treatment modality due to its use of
children’s natural symbolic play as a method of
treatment (Landreth, 2012). Child-centered play
therapy (CCPT) emphasizes genuine, deep em-
pathy and unconditional positive regard from
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therapists to their clients, and that the therapeu-
tic relationship between play therapists and
their client is the healing factor in CCPT (Ax-
line, 1969; Landreth, 2012).

Play therapy has been used with children who
struggle with various problems, such as exter-
nalizing behaviors (Ray, Bratton, Rhine, &
Jones, 2001). CCPT is a well-researched and
widely used method of play therapy that has
proven to be an effective treatment for children
with externalizing behaviors (Bratton & Ray,
2000; Bratton, Ray, Rhine, & Jones, 2005).
Kaduson and Schaefer (2006) expressed the
need to offer play therapy that meets the length
restrictions of managed care. Ultimately, typical
delivery of play therapy, regardless of the
method of delivery, appears to be provided once
a week for about 10 to 15 weeks, leaving chil-
dren and their families to struggle for months.

Child-Centered Play Therapy

CCPT is a developmentally appropriate inter-
vention utilizing play, the natural language of
children, to offer a therapeutic relationship ev-
ident through responding with empathy, setting
limits, returning responsibility to the child, and
facilitating emotional expression (Axline, 1969;
Landreth, 2012; Ray, 2011). Landreth (2012)
stated that CCPT is a complete therapeutic sys-
tem, describing it as more than just the applica-
tion of a few rapport-building techniques, and
that CCPT is rooted in the belief in the capacity
and resiliency of children to self-direct con-
structively.

CCPT originated from the philosophy of Carl
Rogers’ person-centered therapy (1951). Ac-
cording to Rogers (1980), individuals innately
have the internal resources they need for growth
and to reach their potential. He viewed individ-
uals as the best authority on their experiences
and fully capable of fulfilling their own poten-
tial for growth when presented with a facilita-
tive environment (Rogers, 1951). Moreover, he
stated that under adverse conditions, individuals
will not grow and develop in healthy ways
(Rogers, 1951, 1980).

The core belief in CCPT is that all children
possess an innate tendency to self-actualize,
which instinctively moves them toward growth.
In CCPT, the therapist believes the relationship
is healing agent and facilitates this innate ten-
dency in children by offering the core condi-

tions of empathy, genuineness, and uncondi-
tional positive regard (Axline, 1969; Landreth,
2012). Through understanding and accepting
children’s perceptions of their world, the play
therapist facilitates a therapeutic relationship
and offers children a freeing environment that
releases their potential to move toward self-
actualizing and self-enhancing ways of being
(Landreth, 2012).

CCPT is supported by experimental research
(see Lin & Bratton, 2015; Ray, Armstrong,
Balkin, & Jayne, 2015) and by recent research
in interpersonal neurobiology (Rossouw, 2011,
2012; Siegel, 2010). Therapeutic relationships
formed within the context of CCPT provide
children with safe and caring environments
characterized by unconditional acceptance
(Landreth, 2012). Badenoch and Kestly (2014)
stated the field of neuroscience supports the
safety emphasized in child-therapist relation-
ships in play therapy. Children are freed
through the experience of these relationships,
enabling them to move toward growth (Axline,
1969; Landreth, 2012). Because the human
brain is a system of complex interconnected
neural networks (Badenoch, 2008, 2011; Dahl-
itz & Rossouw, 2014; Siegel, 2010), repeated
and intense experiences within a child’s social
environment create opportunities for health and
growth (Rossouw, 2011, 2012; Siegel, 2010).
CCPT, especially intensive CCPT, may give
children an opportunity for repeated and intense
experiences.

Externalizing Behaviors and CCPT

CCPT has been effective in treating problem-
atic externalizing behaviors (Bratton & Ray,
2000; Bratton et al., 2013; Bratton et al., 2005).
In CCPT, the therapist’s task is to provide a safe
therapeutic environment where children are
able to explore feelings, behaviors, and consider
other ways of being (Landreth, 2012). The ther-
apeutic relationship is essential in that it assures
emotional and physical safety as children ex-
plore their behaviors, such as aggressiveness
and rule breaking. Therapists must be able to
first accept children’s need to be disruptive be-
cause the children may feel as though therapists
want to change them. In CCPT, a safe and
unconditionally accepting environment and re-
lationship is provided for children to be free to
accept themselves (Landreth, 2002).
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Children exhibiting aggressive problem be-
haviors typically reach a peak of aggressive acts
at an early age, providing evidence that early
intervention for aggression is needed (Peterson
& Flanders, 2005). Ray, Blanco, Sullivan, and
Holliman (2009) demonstrated that CCPT was
effective in treating externalizing behaviors in a
twice-weekly format. Results demonstrated that
children assigned to CCPT intervention demon-
strated statistically significant decreases in ag-
gressive behaviors and the control group made
little improvement.

Garza and Bratton (2005) investigated effects
of twice-weekly CCPT on elementary-aged
Hispanic children exhibiting externalized be-
havioral problems compared with an active cur-
riculum-based control group with the same
twice-weekly schedule. The results indicated
that children who received CCPT sessions dem-
onstrated statistically significant decreases in
externalizing behaviors problems compared
with the active control group. Schumann (2010)
conducted her study on the effectiveness of
once-weekly CCPT with children who exhib-
ited aggressive behaviors. Participants were age
5 to 12, kindergarten to fourth grade, and iden-
tified as aggressive. Schumann compared the
randomly assigned treatment group, children
who received 20 weekly sessions of CCPT, with
an active control group of 17 children who
participated in an evidence-based violence pre-
vention guidance program. Results demon-
strated that both groups showed a statistically
significant decrease in aggression behaviors
among participants.

CCPT Session Structure

Historically, CCPT is delivered in a once-
per-week structure (Landreth, 2012). Yet, sev-
eral studies over the decades have modified the
once-per-week format to adjust to specific set-
tings. Kot, Landreth, and Giordano (1998) ex-
amined the effectiveness of intensive CCPT
provided in the setting of a domestic violence
shelter with children who witnessed domestic
violence. Because of the nature of the setting
and mobility of residents, Kot et al. provided
CCPT daily sessions for two weeks. The results
indicated that children in the experimental
group experienced significant improvement.
When Jones and Landreth (2002) examined the
effectiveness of CCPT in an intensive format at

a summer camp for children diagnosed with
diabetes, they provided 12 sessions of play ther-
apy within three weeks as compared with chil-
dren who did not receive CCPT at the camp.
Jones and Landreth found significant effective-
ness of the treatment on anxiety and depression;
however, there was no statistical difference be-
tween the experimental and control group con-
cerning behavior problems. Still, the results in-
dicated an intensive format was effective in
diabetes treatment compliance. Recent research
conducted in school settings has utilized a
twice-per-week format to address the limita-
tions of the setting (e.g., Bratton et al., 2013;
Stulmaker & Ray, 2015), finding that the more
intensive twice-per-week format has led to sta-
tistically significant improvement.

Nordling and Guerney (1999) were the first to
compare a twice-weekly session structure with a
once-weekly session structure to examine the
typical stages in CCPT. They concluded that the
twice-weekly session frequency, as opposed to
the more common once per week model, repli-
cated the progress made in the same number of
sessions delivered weekly, demonstrating that
intense levels of therapeutic relational support
facilitate children to respond with intense levels
of change. Alternately, Muro, Ray, Schottel-
korb, Smith, and Blanco (2006) explored long-
term CCPT intervention in which they utilized a
twice-per-week format for eight weeks fol-
lowed by a once-per-week format for 16 weeks.
Using child problem behaviors and teacher
child relationship stress as outcomes, Muro et
al. found that participants made steady increases
to a statistically significant degree over the
whole course of therapy with little difference
noticed between the two formats. However, the
focus of Muro et al.’s study was on overall
impact of play therapy and no detailed analysis
was conducted to compare the different formats.

Building on their previous research, Ray,
Henson, Schottelkorb, Brown, and Muro (2008)
explored the effect of both short- and long-term
CCPT on teacher–student relationship stress.
Children in the short-term intensive play ther-
apy group participated in twice-weekly play
therapy over eight weeks, and the children in
the long-term play therapy group participated in
16 sessions over 16 weeks. The results demon-
strated that both groups showed significant im-
provement in teacher–student relationship stress
from pre to posttest, leading authors to conclude
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that the two different formats were equally ef-
fective. Because of mixed results of studies
using intensive formats, there is a lack of evi-
dence regarding their effectiveness.

Purpose

The purpose of this study was to explore the
effectiveness of CCPT in a brief and intensive
structure, specifically the impact of intensive
CCPT on reduction of externalizing problem
behaviors of children. Through experimental
design, we examined the effect of CCPT deliv-
ered in a very brief but intensive format on
reducing problematic externalizing behaviors.
The current study is based on the following
research question: What impact does intensive
short-term CCPT have on reduction of external-
izing behaviors of children identified as disrup-
tive?

Method

Participants

A priori power analysis using G�Power soft-
ware determined that a minimum sample of 28
participants would be necessary to find a statis-
tical difference between groups over time (pre
to post to follow up). G�Power calculation was
based on alpha level .05, minimum power es-
tablished at .80, and a moderate treatment effect
size (f � .30) based on Cohen’s (1988) guide-
lines. The sample consisted of 18 boys and 6
girls between the ages of 6 and 9 years old (M �
7) in the Darwin, Northern Territory, Australia
area. Children were recruited from public
schools in the urban Darwin area where the
ethnic composition consists of Australian Cau-
casian (31%), English (27%), Irish (9%), Scot-
tish (7%), Chinese (5%), German (4%), Filipino
(4%), other (13%), and Australian Aboriginals
make up about 2% of the population (Australian
Bureau of Statistics, 2011). There were 25 total
participants: 13 in the experimental group and
12 in the control group. One child did not com-
plete the intervention because of illness; there-
fore, 24 total participants completed the study.

To participate in this study, children had to
meet the following criteria: (a) were between
the ages of 6 and 9 years old; (b) described as
demonstrating high levels of problematic exter-
nalizing behaviors by one or more caregivers;

(c) identified as having borderline or clinical
levels of externalizing behaviors according to
the Child Behavior Checklist–Parent Report
(CBCL) or the Teacher Report Form (TRF)
assessment measure; (d) spoke English; (e) had
parental or guardian consent; (f) parent or
guardian agreed to complete pre, post, and fol-
low-up assessments; (g) child’s teacher agreed
to complete pre, post, and follow assessments;
(h) child assented to participate; and (i) did not
receive play therapy or other counseling ser-
vices anywhere else during the duration on the
study.

Instrumentation

Child Behavior Checklist–Parent Report.
The CBCL was used to measure Externalizing
Behaviors at pre, post, and follow-up data col-
lection points. The CBCL (Achenbach & Re-
scorla, 2001) was administered to participants’
caregivers. The CBCL for ages 6 to 18 years
measured caregiver reports of a child’s scores
on externalizing behaviors. The CBCL is com-
posed of 120 items. For each item, the caregiver
chooses the best response from among three
possibilities, 0 for not true, 1 for sometimes
true, and 2 for very true. The items describe
various problem behaviors displayed by their
children, including externalizing behaviors such
as excessive arguing and hitting others. The
CBCL also includes several open-ended ques-
tions to allow respondents to report any ob-
served behaviors. The CBCL requires approxi-
mately 20 min to complete and was scored with
a computer software program designed to score
the CBCL.

According to the manual (Achenbach & Re-
scorla, 2001), the normative population for the
CBCL was based on a diverse sample, which
included children referred for clinical and spe-
cial education services, as well as children at-
tending diverse childcare and school settings.
The children of the normative sample were res-
idents of the United States, Canada, Australia,
and Jamaica (2001). The test–retest reliability
of the CBCL is strong (r � .85). The test–retest
reliability coefficients for the syndrome sub-
scales of the CBCL are: (a) Anxious/Depressed,
r � .68; (b) Withdrawn, r � .80; (c) Somatic
Complaints, r � .84; (d) Attention Problems,
r � .78; (e) Rule Breaking Behavior, r � .85;
(f) Aggressive Behavior, r � .87; (g) Internal-
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izing Problems, r � .90; (h) Externalizing, r �
.87; and (i) Total Problems, r � .85 (Achenbach
& Rescorla, 2001). The content validity of the
problems scales is strong and supported by re-
search. Achenbach and Rescorla reported that
the criterion-related validity of the problem
scales has been supported by the instrument’s
capability to differentiate between referred and
nonreferred children.

Teacher Report Form. The TRF was used
to measure Externalizing Problems and was ad-
ministered to the study participants’ teachers at
pre, post, and follow-up data collection points.
The TRF is a teacher report instrument used to
assess children’s academic performance, adap-
tive functioning, and behavioral and emotional
functioning (Achenbach & Rescorla, 2001).
The TRF form is for use with children between
the ages 6 and 18 years. It is a self-administered
instrument and takes approximately 20 min to
complete. The instrument requires teachers to
rate each student’s academic performance and
behavior compared with other children in the
class on a 118-problem item form. The stu-
dent’s behavior is rated on a 3-point scale of 0
to 2 indicating: not true � 0, sometimes true �
1, or very true � 2.

Achenbach and Rescorla (2001) reported ad-
equate internal consistency for the TRF as fol-
lows: (a) an alpha of .90 on the TRF Total
Adaptive scale; (b) alphas .72 to .95 for the
Problem scores; and (c) alphas ranging from .73
to .94 for the DSM-oriented scores. The authors
reported the test–retest reliability for the TRF
was high, and scaled scores were stable. The
TRF content, criterion-related and construct va-
lidity is strongly supported by research (Achen-
bach & Rescorla, 2001).

Procedures

This study was conducted in collaboration
with an international team of play therapists.
Primary researchers included three play thera-
pists who were residents of Australia and 4 play
therapists who were residents of the United
States. U.S. researchers communicated with
Australian researchers to plan and implement
CCPT intervention research in Australia. The
first author served as the lead researcher for the
project. The data opportunity was the result of
an internship program being offered at a uni-
versity in the United States for students to gain

experience in conducting play therapy interna-
tionally. Because the recruitment and data col-
lection was in Australia, an Australian play
therapist communicated and aided in the coor-
dination of recruitment of participants. Also, a
local Australian university offered support by
means of providing training facilities and logis-
tical support pre/during/post intervention phase,
including providing services for the control
group post follow-up phase.

Human subjects approval was attained
through a university located in the southwest
U.S. Participants were recruited through local
primary (elementary) schools in the Darwin,
Northern Territory, Australia area through a
flyer distributed to the caregivers of each child
via e-mail and hardcopy. Each school also at-
tached the flyer to their weekly bulletin that was
emailed and/or mailed to students’ homes. Prin-
cipals, teachers, local clinics, and private prac-
tices also referred children to the study. Upon
demonstrating interest in participation, we com-
municated with the parent or guardian of each
potential participant to explain study proce-
dures. Parents/guardians completed the CBCL,
and teachers completed the TRF, for participat-
ing children prior to the study and for screening
and pretest purposes.

Interested parents/guardians were adminis-
tered the CBCL using the assessment author’s
encrypted and confidential Achenbach System
of Empirically Based Assessment (ASEBA)
Web-Link as a pretest measure. Web-Link ful-
fills Health Information Protection and Ac-
countability Act (HIPAA) requirements through
several security measures (Achenbach & Re-
scorla, 2010). Encryption of data and password
protection are utilized to physically and elec-
tronically secure electronic “protected health
information” against unauthorized retrieval, to
reliably store electronic data, and provide for
emergency access to the data. Also, all identi-
fying data stored in Web-Link is encrypted us-
ing private key technology.

Parents/guardians and teachers were offered
to remotely complete their respective assess-
ments from their home, work, child’s school
using a school computer, or at a key research
member’s independent practice using her com-
puter. The ASEBA Web-Link immediately
scored the assessments and a key member of the
research team informed the parent of their
child’s inclusion of the study if their scores
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demonstrated a Borderline and Clinical score on
the Externalizing Problems Domain on either or
both the CBCL or TRF. Parents/guardians of
children who did not qualify were also imme-
diately notified and offered referrals to local
play therapists. Participants who qualified were
randomly assigned using a random table of
numbers to either the play therapy treatment
group or waitlist control group.

Local key members of the research team were
available during the collection of pretest and
follow-up data collection to answer any ques-
tions and assure integrity of procedures. We
were accessible through e-mail and phone dur-
ing the initial data collection phase (recruitment
and pretest), and during the follow up assess-
ment phase. We were present for the treatment
and posttest phases to answer questions and
ensure integrity of data collection. Also, demo-
graphic data reported on the CBCL were col-
lected and examined using SPSS. The U.S. team
of play therapists arrived in Australia to assist in
delivering the CCPT protocol.

Upon completion of the CCPT protocol, the
end of 10-day period, parents of children in the
intervention and control groups completed a
CBCL posttest. Teachers were also asked to
complete a post-TRF at the end of the CCPT
protocol. To assess posttherapy effectiveness,
parents and teachers of all participating children
completed a CBCL or TRF one week after the
posttest.

Parents and teachers who requested informa-
tion regarding their child’s progress were im-
mediately referred to the lead researcher. Logis-
tical, general study, and play therapy
information was given; however, specific indi-
vidual progress was not given to protect the
fidelity of the study. At the end of the follow-up
assessment phase, the lead researcher commu-
nicated with interested parents and teachers to
discuss their child’s progress and to offer addi-
tional resources, such as individual play therapy
to a local play therapist.

The lead researcher organized a 1-day train-
ing for cultural sensitivity and to standardize the
delivery of CCPT among the play therapists
before the intervention began. The 1-day train-
ing consisted learning differences between
American English and Australian English, such
as “mom” in American English and “mum” in
Australian English. The basic tenets of CCPT
were also reviewed and then practiced with

children to ensure the integrity of delivery of
CCPT. During the treatment phase, all play
therapists received one hour of triadic supervi-
sion, and two 30-min individual supervision
sessions per week by a Registered Play Thera-
pist or a Registered Play Therapist Supervisor,
as certified by the Association for Play Therapy
(APT) or Australasia Pacific Play Therapy As-
sociation (AAPTA).

Experimental Group

CCPT was conducted at four different lo-
cations. One location was at a independent
practice, and three locations were at local
primary schools. Each location provided an
unoccupied room that allowed for uninter-
rupted daily use throughout the duration of
the intervention. The first week of the inter-
vention was conducted during the week of a
school semester break, and the second week
was conducted during the first week classes
resumed. The treatment group received CCPT
in an intensive structure.

CCPT intensive structure included two ses-
sions daily for 10 days. Adjustments were made
to allot for varying school/class schedules, clean
up between sessions, and number of children in
the treatment group at each location. During the
first week, sessions were scheduled to allow for
three to three and one half hours between the
twice-daily sessions. During the second week,
because of unforeseen scheduling conflicts
within the schools, sessions were modified to
allow between 30 min and three hours between
sessions.

Waitlist Control Group

The waitlist control group received no treat-
ment during the intervention phase and resumed
their typical daily schedules as usual. After
completion of the intervention phase (2 weeks
from pretest), the parents/guardians and teach-
ers of the control group were administered a
CBCL and TRF posttest. Following one week
post-protocol, parents and teachers completed a
follow-up CBCL or TRF. Control group chil-
dren were then offered play therapy services in
the form of modified filial services with at least
one individual observation of parent and child,
or individual play therapy services at a local
university clinic.
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Data Analysis

For each dependent variable (teacher and par-
ent report on Externalizing Problem behaviors),
a two by two factorial analysis of variance
(ANOVA) was performed in SPSS to analyze
group differences, changes in time, and possible
interaction effect. The independent variable was
type of group, intervention or control, and the
dependent variable consisted of pre- and post-
test Externalizing Problems behavior scores on
the CBCL/TRF (see tables 1 and 2). In the
analysis, the experimental group served as the
between-subjects variable and time (pretest to
posttest to follow up) served as the within-
subjects variable (Pallant, 2013). Data met as-
sumptions of normality. Following analysis, we
interpreted the results to determine statistical
significance and practical significance. Statisti-
cal significance was interpreted according to .05
alpha level. Eta squared (�2) effect sizes were

calculated to assess the magnitude of difference
between the two groups over time due to treat-
ment. In the interpretation of �2, the guidelines
used were .01 equals a small effect, .06 equals a
moderate effect, and.14 equals a large effect
(Cohen, 1988). We decided that if analyses of
externalizing scores yielded significant effects
with meaningful effect sizes, we would explore
pre–post data for the subscales making up the
Externalizing Problems score (i.e., Aggression
and Rule-Breaking).

Results

A two-factor repeated measures factorial
ANOVA was performed in SPSS for each de-
pendent variable (Externalizing Problems score
on parent and teacher report) to determine
whether the intensive CCPT and the wait list
control groups performed differently across
three points of time (pretest, posttest, and follow

Table 1
Mean Scores on Externalizing Problems Scales and Subscales on the CBCL
and TRF

Scale

Intensive CCPT group
(n � 12)

Control group
(n � 12)

M SD M SD

CBCL Externalizing
Pretest 71.75 5.50 67.00 6.14
Posttest 63.50 10.01 65.08 7.34
Follow up 60.08 11.09 67.50 7.00

CBCL Aggressive
Pretest 74.67 9.20 66.42 8.90
Posttest 64.92 10.344 65.02 8.59
Follow up 61.67 9.60 67.58 8.94

CBCL Rule-Breaking
Pretest 68.50 6.74 66.25 6.54
Posttest 61.25 9.08 64.25 8.77
Follow up 60.50 9.04 65.42 8.40

TRF Externalizing
Pretest 66.42 10.62 61.50 9.38
Posttest 59.08 10.35 58.17 9.37
Follow up 60.01 11.19 67.30 6.90

TRF Aggressive
Pretest 67.08 12.61 60.25 7.25
Posttest 60.25 7.25 59.08 7.30
Follow up 59.00 8.22 61.42 5.94

TRF Rule-Breaking
Pretest 64.92 8.99 62.33 7.58
Posttest 58.50 8.71 60.17 8.33
Follow up 58.92 8.99 59.83 8.57

Note. CBCl � Child Behavior Checklist; TRF � Teacher Report Form; CCPT � Child
Centered Play Therapy. A decrease in mean scores indicates an improvement in behavior.

39INTENSIVE SHORT-TERM PLAY THERAPY

T
hi

s
do

cu
m

en
t

is
co

py
ri

gh
te

d
by

th
e

A
m

er
ic

an
Ps

yc
ho

lo
gi

ca
l

A
ss

oc
ia

tio
n

or
on

e
of

its
al

lie
d

pu
bl

is
he

rs
.

T
hi

s
ar

tic
le

is
in

te
nd

ed
so

le
ly

fo
r

th
e

pe
rs

on
al

us
e

of
th

e
in

di
vi

du
al

us
er

an
d

is
no

t
to

be
di

ss
em

in
at

ed
br

oa
dl

y.



up). The assumptions of random sampling, in-
dependence of observations, homogeneity of
variance, normal distribution, homogeneity of
intercorrelations, and sphericity were all ana-
lyzed and reasonably met.

The CBCL and TRF were administered prior
to treatment, immediately after treatment, and
one week after treatment to assess treatment
effects on Externalizing Problems. A reduction
in scores on the dependent variables indicated
an improvement in the targeted behavior. To
address potential effects of cultural differences
regarding the delivery of play therapy by both

Australian and U.S. therapists with children
who were native to Australia, an analysis was
conducted to determine if there was a difference
between American play therapists and Austra-
lian play therapists on Externalizing Behaviors
over time. Of the 12 children in the intervention
group, American therapists saw six children,
and Australian therapists saw six children. Re-
sults of the analysis revealed no statistically
significant difference between American and
Australian therapists, F(2, 10) � 1.865, p � .18,
�2 � .001, indicating a small effect size (see
Table 3). These results indicate that according

Table 2
ANOVAs for Externalizing, Aggressive, and Rule-Breaking on the CBCL and TRF

Source df SS MS F p �2

CBCL Externalizing Problems
Group 1 36.125 36.125 .215 .647 .022
Time 2 458.111 229.056 15.204 �.001� .286
Group � Time 2 444.333 222.167 14.747 �.001� .277
Within cells 44 662.889 15.066
Total 49 1601.458

CBCL Aggressive Problems
Group 1 12.500 12.500 .055 .816 .006
Time 2 541.083 270.542 16.423 �.001� .287
Group � Time 2 606.083 303.042 18.396 �.001� .322
Within cells 44 724.833 16.473
Total 49 1884.499

CBCL Rule-Breaking Problems
Group 1 64.222 64.222 .363 .553 .061
Time 2 327.528 163.764 14.374 �.001� .310
Group � Time 2 165.194 82.597 7.250 .002� .157
Within cells 44 501.278 11.393
Total 49 1058.222

TRF Externalizing Problems
Group 1 5.014 5.014 .030 .864 .001
Time 2 441.333 220.667 3.754 .031� .126
Group � Time 2 475.111 237.556 4.042 .024� .135
Within cells 44 2586.222 58.778
Total 49 3507.680

TRF Aggressive Problems
Group 1 29.389 29.389 .170 .685 .022
Time 2 342.694 171.347 9.958 �.001� .264
Group � Time 2 168.861 84.431 4.907 .012� .130
Within cells 44 757.111 17.207
Total 49 1298.055

TRF Rule-Breaking Problems
Group 1 3.553 3.553 .000 1.0 .004
Time 2 291.861 145.931 11.554 �.001� .320
Group � Time 2 61.750 30.875 2.445 .098 .068
Within cells 44 555.722 12.630
Total 49 912.886

Note. CBCL � Child Behavior Checklist; TRF � Teacher Report Form.
� Statistically significant at p � .05.
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to scores for Externalizing Behaviors on the
CBCL, there was no difference between chil-
dren of therapists who were trained and lived in
America compared with therapists who were
trained and lived in Australia. Hence, results of
all analyses can be interpreted with limited con-
cern related to differences between therapists.
However, due to low number of participants
included in the analysis, results should be inter-
preted with caution.

CBCL Results

Children in the treatment group demonstrated
a statistically significant decrease in scores on
Externalizing Problems as compared with chil-
dren in the waitlist control group over time, as
reported by the parents on the CBCL. Results of
the analysis of the dependent variable External-
izing Problems on the CBCL revealed a statis-
tically significant interaction effect between
treatment group and time, F(2, 44) � 14.747,
p � .001, with a large effect size of �2 � .277.
There was also a statistically significant effect
for time, F(2, 44) � 15.204, p � .001, �2 �
.286. The main effect for group was not statis-
tically significant, F(1, 44) � .215, p � .647,
�2 � .022. Because a statistical and practical
effect was found for externalizing problems as
reported by parents, we further explored the
externalizing problems subscales of the CBCL.

Children in the treatment group demonstrated
a statistically significant decrease in scores on
the subscale Aggressive Behavior as compared
with children in the waitlist control group over
time, as reported by the parents/guardians on
the CBCL. Results of the analysis of the depen-
dent variable Aggressive Behavior on the

CBCL revealed a statistically significant inter-
action effect between treatment group and time,
F(2, 44) � 18.396, p � .001, with a large effect
size of �2 � .322. There was also a statistically
significant effect for time, F(2, 44) � 16.423,
p � .001, �2 � .287. The main effect for group
was not statistically significant, F(1, 44) � .055,
p � .816, �2 � .006.

Children in the treatment group demonstrated
a statistically significant decrease in scores on
the Rule-Breaking subscale compared with chil-
dren in the waitlist control group, as reported by
the parents/guardians on the CBCL. Results of
the analysis of the dependent variable Rule-
Breaking on the CBCL revealed a statistically
significant interaction effect between treatment
group and time, F(2, 44) � 7.250, p � .002,
with a large effect size of �2 � .157. There was
also a statistically significant effect for time,
F(2, 44) � 14.374, p � .001, �2 � .310. The
main effect for group was not statistically sig-
nificant, F(1, 44) � .363, p � .553, �2 � .061.

TRF Results

Children in the treatment group demonstrated
a statistically significant decrease in scores on
Externalizing Problems as compared with chil-
dren in the waitlist control group over time, as
reported by the teachers on the TRF. Results of
the analysis of the dependent variable External-
izing Problems on the TRF revealed a statisti-
cally significant interaction effect between
treatment group and time, F(2, 44) � 4.042,
p � .024, with a large effect size of �2 � .135.
There was also a statistically significant effect
for time, F(2, 44) � 3.754, p � .031, �2 � .126.
The main effect for group was not statistically
significant, F(1, 44) � .030, p � .864, �2 �
.001. Because a statistical and practical effect
was found for externalizing problems as re-
ported by teachers, we further explored the ex-
ternalizing problems subscales of the TRF.

Children in the treatment group demonstrated
a statistically significant decrease in scores on
the subscale Aggressive Behavior as compared
with children in the waitlist control group over
time, as reported by the teachers on the TRF.
Results of the analysis of the dependent variable
Aggressive Behavior on the TRF revealed a
statistically significant interaction effect be-
tween treatment group and time, F(2, 44) �
4.907, p � .012, with a large effect size of �2 �

Table 3
Mean Scores on Externalizing Behaviors by
Therapist Country of Origin

Externalizing

American
(n � 6a)

Australian
(n � 6a)

M SD M SD

Pretest 73.50 6.53 70.00 4.05
Posttest 68.83 8.51 58.17 8.93
Follow up 62.50 12.40 57.67 10.38

Note. A decrease in mean scores indicates an improve-
ment in behavior.
a Number of children receiving play therapy facilitated by a
therapist from this country.
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.130. There was also a statistically significant
effect for time, F(2, 44) � 9.958, p � .001,
�2 � .264. The main effect for group was not
statistically significant, F(1, 44) � .170, p �
.685, �2 � .022.

Children in the treatment group did not dem-
onstrate a statistically significant decrease in
scores on the Rule-Breaking subscale over time
compared with children in the waitlist control
group, as reported by the teachers on the TRF.
Results of the analysis of the dependent variable
Rule-Breaking on the TRF did not show a sta-
tistically significant interaction effect between
treatment group and time, F(2, 44) � 2.445,
p � .098; however, there was a moderate effect
size of �2 � .068. There was a statistically
significant effect for time, F(2, 44) � 11.554,
p � .001, �2 � .320. The main effect for group
was not statistically significant, F(1, 44) � .001,
p � 1.000, �2 � .004.

Discussion

This current study sought to determine the
effectiveness of intensive CCPT with children
who have been identified as having disruptive
behaviors. This study was the first collaborative
study between the United States and Australia
on CCPT. Results of this study indicated that
intensive CCPT was an effective intervention in
reducing problematic externalizing behaviors.
Intensive CCPT appears to be an appropriate
intervention to decrease problematic externaliz-
ing behaviors in young children aged 6 to 9
years old and demonstrated that intensive CCPT
was an effective modality cross-culturally.

The children who participated in the inten-
sive CCPT group demonstrated statistically sig-
nificant improvement compared with children
who participated in the waitlist control group.
Both parents and teachers reported a statistically
significant decrease in externalizing behaviors
compared with the waitlist control group. The
statistical and practical significance revealed for
problematic externalizing behaviors demon-
strates the level of effectiveness of intensive
CCPT for young children who were identified
as clinically disruptive. Mean differences on all
subscales, except for Rule-Breaking on the
TRF, indicated that children who participated in
intensive CCPT demonstrated a trend of im-
provement while children in the waitlist control
group demonstrated deterioration of symptoms.

The small number of participants could be a
reason for the lack of statistical significance on
the Rule-Breaking subscale; however, there was
a moderate interaction effect showing that it
was practically effective.

The results of this study are consistent with
other intensive play therapy studies that dem-
onstrated improved effectiveness when increas-
ing the number of counseling sessions in the
same or less amount of time. Blanco and Ray
(2011), Ray et al. (2008), and Shen (2002)
demonstrated the effectiveness of brief and
short-term CCPT, such as twice weekly within
two to three months. Jones and Landreth (2002)
demonstrated the effectiveness of 12 sessions
within three weeks. Kot, Landreth, and Gior-
dano (1998), and Tyndall-Lind and Landreth
(2001) demonstrated effectiveness with daily
sessions within about two weeks.

The results of this current study are consistent
with other play therapy studies that demon-
strated the effectiveness of CCPT as an effec-
tive treatment for children with externalizing
problems (Bratton et al., 2005, 2013; Bratton &
Ray, 2000). Both play therapists and parents in
this study conveyed they perceived notable de-
creases in observed problematic externalizing
behavior. For example, the mother of a 7-year-
old boy initially reported that her son demon-
strated aggressive behavior at home and at
school, hitting his siblings and peers when frus-
trated, and using defiant behavior leading to
being sent home from school on several occa-
sions. However, after the seventh session,
which was first session on the fourth day of the
study, the mother reported a notable decrease in
aggressive behavior and stated that her son ap-
peared happier and less defiant.

Favorable outcomes of this current study ap-
peared to demonstrate that the fundamental te-
nets of CCPT, rooted in the healing factor of the
relationship between therapist and child, is ef-
fective in helping children with problematic ex-
ternalizing behavior. Therapists who utilize the
core CCPT tenets (empathy, unconditional pos-
itive regard, and genuineness), offer children
materials that allow for expression of aggressive
feelings and behaviors (Landreth, 2012). In this
study, aggressive materials were offered in the
playrooms to provide distance from difficult
emotional problems for children to freely ex-
press their aggression (Ray, 2011). The inten-
sive CCPT provided in this research offered
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materials traditionally labeled as aggressive,
such as knives, guns, bop bags, handcuffs, and
aggressive animals, along with other materials
such as nurturing and realistic toys. In addition
to the materials, the play therapists facilitated
the child’s freedom of expression of aggression
and other emotions. Limits were also set to
protect the child, play therapist, and the room
and to structure the session.

Landreth (2012) stated the task of a child
centered play therapist is to provide a safe ther-
apeutic environment where children can explore
feelings, behaviors, and consider other ways of
being. The relationship between therapist and
child in CCPT is most important for children to
heal and grow (Axline, 1969; Landreth, 2012;
Moustakas, 1959). The therapeutic relationship
is essential in that it assures emotional and
physical safety as children explore their behav-
iors, such as aggressiveness and breaking rules.
In CCPT, a safe and unconditionally accepting
environment and relationship is provided for
children to be free to accept themselves (Lan-
dreth, 2012). For example, one play therapist
noted that her 6-year-old male client yelled,
broke toys, and threw objects throughout the
first 10 sessions. Using play therapy skills, such
as reflecting feelings and limits, while offering
unconditional acceptance and trusting the
child’s ability to resolve his problems and use
effective coping skills, the therapist created an
environment for the child to explore his frustra-
tions. The play therapist reported that beginning
on the eighth session, she began seeing a sig-
nificant decrease in aggressive behaviors to-
ward her (the play therapist) and more aggres-
sion toward the bop bag, such as punching and
kicking. By the 12th session, the play therapist
reported less aggressive behavior and more re-
lationship play, such as creating artwork for the
therapist. This example supports the effective-
ness of when children are provided with intense
levels of relational support, they will respond
with intense levels of change.

International Collaboration

This international collaborative study may
help to increase awareness of the benefits of
mental health counseling in Australia, espe-
cially for young children. Burgess et al. (2009)
reported that after reviewing the findings for the
National Survey of Mental Health and Wellbe-

ing in relation to the number of mental health
problems reported, Australians do not appear to
typically utilize mental health support. Accord-
ing to the Australian Institute of Health and
Welfare (2012), there were approximately
45,000 reported cases of behavioral and emo-
tional problems among children ages birth to 14
years old. The AIHW also reported that about
2.5% of the total child population reported long-
term conditions of psychological disabilities be-
tween 2007 and 2008. According to the Austra-
lian Bureau of Statistics (2006), in 2004 to
2005, 7% of people aged birth to 17 years
reported mental or behavioral problems. In
2004 to 2005, problems of psychological devel-
opment (2.8%) and emotional and behavioral
problems with usual onset in childhood/
adolescence (3.0%) were most prevalent among
those aged birth to 17 years.

Several researchers have investigated and re-
ported the growing development of counseling
and other mental health professions (Brown,
2013; Schofield, 2013). The AIHW and ABS
statistics demonstrate the need to provide effec-
tive interventions earlier to Australian children,
such as in primary schools, to help them gain
effective coping skills and emotional regulation.
Although there have been studies to explore the
mental health needs in young children in Aus-
tralia (Anticich, Barrett, Gillies, & Silverman,
2012; Eickelkamp, 2008; Hayes, 2007), more
studies, such as this current research, are needed
to inform caregivers and educators of the unique
developmental needs of children and how to
meet them. This current study, along with the
Australasia Pacific Play Therapy Association’s
(AAPTA) advocacy and training of play ther-
apy, are important to increase developmentally
appropriate services to children.

Limitations

A major limitation of the current study was
the small sample size recruited from a single
geographical area; therefore, the results may not
be generalizable to children living in other set-
tings. A larger sample size selected from mul-
tiple regions would broaden the generalization
of the results. Also, a small sample size leads to
tentative conclusions regarding the overall data
analysis. Another limitation is the lack of stan-
dardization of delivery regarding time between
sessions. However, the outcome demonstrated
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that as long as the children were able to receive
the conditions of CCPT, the time periods be-
tween sessions did not affect the outcome. An-
other limitation is that the repeated completion
of the CBCL over short intervals can lead to
test–retest attenuation effect (Achenbach & Re-
scorla, 2001). However, according to the
Achenbach and Rescorla, the instrument used in
this study remains sensitive to short intervals
when using control groups that will receive the
same or different assessment schedules but no
intervention to control for such effects. Ideally,
random assignment to experimental groups also
controlled for test-retest attenuation effect by
having the waitlist control group on the same
assessment schedule as the intervention group.

Implication for Practice and
Future Research

The results of this study demonstrated that
intensive CCPT is effective and therefore pres-
ents important implications for practice of
CCPT. Practitioners should consider using in-
tensive CCPT when working with children with
externalizing behaviors and when time and fi-
nancial resources permit. However, there may
be times when intensive CCPT is not practical.
Some settings may not lend to such an intensive
format. Some clinics or practices may not have
the available space or therapists for twice-daily
sessions. It also may not be practical for parents
regarding the time commitment and finances. In
this current study, some parents initially com-
mitted to the intensive format; however, after
several days the schedule became problematic
due to other obligations.

Although this study demonstrated evidentiary
support for effects of intensive CCPT on clini-
cal levels of externalizing behaviors, further
research in this area is needed to offer this
intervention as an evidence-based modality for
similar populations. It is important to conduct
further studies with children identified as hav-
ing externalizing behaviors to demonstrate that
results can be replicated. Intensive CCPT re-
search with other populations, such as children
identified as anxious or depressed, should also
be conducted to determine whether or not in-
tensive CCPT is effective with different pre-
senting concerns, and to provide more support
for intensive CCPT. Research in other settings,
such as independent practice, crisis centers, hos-

pitals, and camps, should also be explored to
determine the practicality of intensive CCPT in
the private sector. Once-daily sessions should
also be explored to address practicality of in-
tensive therapy. Lastly, more collaborative re-
search should also be conducted between the
US and Australia to continue to promote devel-
opmentally appropriate interventions to chil-
dren, especially because play therapy is rela-
tively new in Australia.

Conclusion

The outcome of this research showed inten-
sive CCPT demonstrated a beneficial therapeu-
tic effect on young children aged six to nine
years old identified as having clinical levels of
externalizing behaviors. Reports from both par-
ents/guardians and teachers indicated they ob-
served marked improvement in the externaliz-
ing problems of children who received intensive
CCPT when compared with the waitlist control
group. The majority of the children receiving
intensive CCPT moved from clinical levels of
behavioral concerns to normal functioning,
demonstrating the clinical use of intensive
CCPT on daily functioning for young children.

One strength of this study was that it was
conducted in a school setting, adding to the
relevance for this population and its potential
for replication. Another strength is the research-
er’s use of three measures of assessment, pre-
test, posttest, and follow up. Few CCPT studies
have used a follow up assessment to measure
progress retention. Results of this study are
promising, specifically in light of opportunities
such as summer camps, schools, crisis centers,
and other environments where children are
readily accessible to provide intensive levels of
CCPT to allow for intense levels of change.
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