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xi

Foreword

if you enjoy play and strive to bring this important experience to children 
with autism spectrum disorders and other special needs, you will find Play-
Based Interventions for Children and Adolescents With Autism Spectrum 
Disorders compelling. The authors describe the many creative forms of 
play, play therapy, and the pleasure of play, all of which enable children 
to interact socially and to learn and grow more successfully. Chapter after 
chapter validates the significant role of play in the lives of children, from 
its theoretical and biological foundations to individualized interventions 
that build on various sensory-motor and symbolic approaches to the cre-
ative arts. Each chapter describes common therapeutic elements, such as 
following the child’s interests, encouraging the child’s initiative, becom-
ing and remaining connected, and interacting and communicating in the 
ways children choose or find meaningful for expressing their feelings, 
ideas, wishes, and desires. Every chapter comes to life through numerous, 
rich, and engaging case examples that depict play in ways that provoke new 
ideas, deepen clinical reflection, and provide opportunities for the clini-
cian to integrate new learning into their current practices.

it is important for the reader of this book to put on a “developmental 
hat” when working through the various chapters, as they each describe very 
different interventions, theories, and ways to play. The ultimate goal for the 
reader, as it is for clients, is to climb the developmental ladder—no matter 
how long it takes. This is because children on the autism spectrum, like all 
children, will continue to develop if provided with interactive experiences 
tailored to their individual profiles, and this in turn leads to personal dis-
covery. A developmental lens will further assess the building blocks of the 
child’s developmental foundation and highlight the experiences that are 
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xii • Foreword

needed to strengthen the capacities to reach higher levels of empathic rela-
tionships and abstract thought. in contrast to a deficit view, this approach 
encourages development, ever moving forward across the lifespan.

The developmental, individual difference, Relationship-Based (diR®) 
model, which i developed together with the late Stanley greenspan, is one 
of many addressed in this book. it provides a unique integrative lens for 
viewing the different approaches and for considering how each supports 
development. First, the clinician asks which developmental capacities are 
being supported, including shared attention, engagement across a range 
of emotions, two-way communication, social problem solving, and the 
creation of representations and abstract and reflective thinking. one fol-
lows the child’s interests or loves in order to enter his world and help him 
do what he intends. This helps connect and build the continuous flow of 
interactions that “deepen the plot” and provide increasing opportunities 
for problem solving and representation.

Next, the clinician asks how the child’s preferences may be part of the 
solution she has found to express interests, feelings, and ideas in ways that 
can be successfully executed. if we understand solutions, we can arrive 
at the problem, i.e., the relative strengths and weaknesses in each child’s 
profile. There may be a reason a child might repetitively push cars back 
and forth, prefer construction toys that do not fall apart, or dress up rather 
than use figures, to name just a few examples. These preferences might 
relate to the child’s auditory or visual spatial sequencing and motor-plan-
ning abilities. Each child’s individual sensory-motor processing and regu-
latory profile helps us understand how she “takes in,” comprehends, and 
responds to the world, and this allows us to tailor our interventions to pro-
mote better comprehension. informative questions will arise, such as “Can 
the child use awareness of where he is in space in order to move himself or 
his objects toward a purposeful destination he desires?” and “Are toys used 
in simple cause-and-effect, single action ways, e.g., rolled back and forth 
or up and down, or are they manipulated sequentially to convey an idea?” 

importantly, every author in this book emphasizes how his or her 
approach encourages and supports the interactions necessary to engage 
and deepen human involvement. Relationships embrace not only attach-
ments and security but also the mutual regard that leads to empathy and 
trust. it is within these relationships that children learn to tolerate and 
symbolize the full range and hierarchy of emotions, from dependency to 
autonomy, to fears of aggression, as well as anger, jealousy, competition, 
loss, sadness, compassion, and finally, justice and morality.

using play to promote symbolic capacities is another significant theme 
that runs throughout this book. The concept of symbols unites these 
varied clinical approaches, and as such, deserves some focus. Symbolic 
development advances as the abilities—to see, hear, and become aware 
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Foreword • xiii

through the senses—evolve into understanding and interpretation of the 
sensory experiences. what a child sees, hears, and does becomes visual-
ized in her mind, and these mental images are transformed into symbols 
through the affect that conveys what they mean. Symbols can, then, be 
manipulated to enable the child to understand feelings, intentions, and 
ideas. Perception, in turn, becomes separated from actions and represents 
experience through symbols. one no longer has to have the “real thing” 
in order to explore ideas, think, and work through experiences: the child 
begins to manipulate ideas in her mind using symbols that have taken on 
meaning through emotional interactions. 

No longer needing to see the actions to understand what they mean, 
how they feel, or how they might affect others allows for the development 
of anticipation, social judgment, and empathy. development of both emo-
tions and symbols expands as further interactions—which can involve 
movement as well as affect cues conveyed through looks and gestures—
convey further meanings and feelings. Play provides the opportunity to 
develop symbolic capacities for all children, but it is especially impor-
tant for children on the autism spectrum since they are compromised in 
their capacity to comprehend and internalize experiences in the form of 
symbols. They may find themselves imitating the actions and relying on 
memory, routine, and rituals to function. As their reality testing remains 
episodic, they have difficulty putting themselves in someone else’s shoes, 
seeing two sides of the coin, or abstracting what is right or wrong. 

Another way to consider symbolic development is from the perspec-
tive of how symbols parallel the development of emotions. From infancy, 
parents offer symbols to their infants at the same time that they offer 
themselves as agents of love and security. The cuddly blanket, sheep toy, 
or teddy bear becomes deeply linked to parents’ smiles, which are in turn 
connected with the child’s own smiles and feelings of being safe. These 
emotions eventually become associated with the attachment object when 
the parent is not present. As development unfolds, emotions play a greater 
role in developing higher levels of cognitive functioning, as seen in the 
creation and use of symbols. The earliest symbolic play of the year-old 
infant—feeding a baby doll or talking on the phone—is derived from her 
experience of being fed or watching mommy or daddy stop everything to 
answer a ringing phone. Trying again and again to make real use of her 
toys as symbolic objects, she discovers which ones are pretend and can 
begin moving into the symbolic world, where the pleasure is as genuine as 
it was with “real” things. Now she can explore space visually without need-
ing to move through it; she is also able to understand when a toy phone is 
not a real phone without needing to use it. The more often her perceptions 
occur independently from her actions—as the process of distinguishing or 
testing what is real and not real develops—the faster the child will move 
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xiv • Foreword

from the real world to the symbolic world and begin to climb the symbolic 
ladder of emotion and cognition. Telling a child that a scary sound or idea 
(monster, ghost, or witch) is not real will not be helpful when emotions 
still dominate her perceptions and symbolic thinking has not yet evolved.

Symbols take the place of real things as children play; as they learn words, 
use gestures to represent objects and actions, identify pictures that tell a story, 
and create stories of their own using words, gestures, and toys. First, real-life 
experiences are enacted as children visualize what they saw, heard, did, and 
felt in their minds; how these experiences are enacted reflect the children’s 
emotional and cognitive understanding. As children play different roles, we 
observe their internalized experience of different characters: how far and 
wide they venture with their imaginations; what they can find, how careful, 
controlling, or impulsive they are; and where their adventures lead them.

The symbols a young child chooses reflect the emotional experiences that 
evolve as the child moves from dependency to autonomy and develops greater 
mastery over her body, her environment and her thoughts. The child’s choice 
of symbols reflects her level of emotional development and provides a win-
dow into the child’s inner experience. Symbols—whether expressed with toys 
and words, dramatic play, or creative movement and art—may reflect posi-
tive feelings, longings, and wishes about being loved and cared for, and about 
security; or negative feelings of jealousy, retaliation, fears, and aggression. 
Symbols represent the child’s ever-widening range of emotional themes—
including the unpleasant, the frightening, the opposition, and the power—
and follow a predictable hierarchy related to the emotional and psychological 
development of the child. with development, the child will abstract what is 
right and wrong, will understand shades of gray and the multiple causes of 
experience, and will develop a reflective sense of self and of how others expe-
rience her. All aspects of sensory-based knowledge, cognition, and interactive 
relationships combine for the child to know herself and others.

most clearly, then, development occurs within the dynamic context of 
personal discovery, interpersonal relationship, and the strengthening of 
symbolic capacity. Each chapter in Play-Based Interventions for Children 
and Adolescents With Autism Spectrum Disorders will, in its own way, 
describe how these processes unfold and can be nurtured, as well as pro-
vide you with powerful opportunities to discover playful, creative, and 
effective means of interacting, engaging, and helping your clients. in read-
ing this book, you will be able to better assist your clients in discovering 
new knowledge and interactive experiences that will form and strengthen 
their developmental foundation and propel them onward and upward, 
cognitively, emotionally, and socially.

Serena Wieder, PhD
Clinical Director, Profectum Foundation
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xv

Preface

The last two decades have seen a proliferation in the number of children 
and adolescents being diagnosed with autism spectrum disorders (ASd). 
Pervasive by definition, and affecting by some estimates 1 in 110 young 
people, these disorders affect social, emotional, and behavioral function-
ing in multiple settings including home, school, and community. Parents, 
teachers, and clinicians struggle to equip those with Asperger’s syndrome 
and autism with the tools necessary to live connected, satisfying, and pro-
ductive lives. To date, interventions have tended to be either medical or 
behavioral, with the latter emphasis focusing on interventions based on 
some variant of applied behavioral analysis.

increasing attention has recently been paid to the ways play-based 
interventions can be effectively used to improve social, cognitive, and 
behavioral functioning with children and adolescents “along the spec-
trum.” while empirical and qualitative research has begun to appear in 
the literature in the form of journal articles and book chapters, there is as 
of yet no singular or definitive volume that brings together the voices of 
researchers and practicing clinicians who are successfully using play and 
play-based interventions with this most challenging population.

The purpose of this book, therefore, is to provide counseling and psy-
chotherapy trainees as well as practicing clinicians at all levels of expe-
rience with a resource that provides a useful integration of theory and 
practice with regard to the use of play and play-based interventions with 
children and adolescents diagnosed with ASd. Each chapter will integrate 
theory with real-world clinical case applications and demonstrate applica-
bility across the wide range of settings in which mental health counselors, 
marriage and family therapists, school counselors, psychologists, pediatric 
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xvi • Preface

psychiatrists, social workers, expressive arts therapists (dance/movement, 
music, art, drama, and play), home-based counselors, and child-care work-
ers provide services.

The book is divided into four parts. Part i, titled “Foundations,” pro-
vides a discussion of the neurobiology of play, particularly as it manifests in 
young clients diagnosed with ASd (Bonnie Badenoch and Nicole Bogden), 
an overview of the role and nature of play in “typical” and “atypical” 
development (lawrence Rubin), followed by Part ii, titled “individualized 
Play-Based interventions,” provides a comprehensive discussion of the 
many ways play therapy and play-based interventions have been success-
fully applied to the treatment of ASd, with an emphasis, when applicable, 
on empirically supported treatments (EST) and evidence-based practice 
(EBP). written by practicing clinicians and researchers, the chapters in 
this part include discussions of canine-assisted play therapy (Risë VanFleet 
and Cosmin Colţea), Family Theraplay (Sue Bundy-myrow), dramatic play 
therapy (loretta gallo-lopez), lEgo-based therapy (daniel legoff, g. w. 
Krauss, and Sarah Allen), developmental play therapy (Janet Courtney), 
child-centered play therapy (dee Ray, Jeffrey Sullivan, and Sarah Carlson), 
Jungian play therapy (Eric green), filial play therapy (Risë VanFleet), 
and sand tray-centered play therapy (Jane Ferris Richardson). Part iii, 
titled “Programmatic Play-Based interventions,” describes larger-scale, 
evidenced-based, play-centered interventions including developmental, 
individual difference, Relationship-Based (diR®) Floortime (Esther hess), 
The PlAy Project (Richard Solomon), and the drama therapy–based ACT 
Project (lisa Powers-Tricomi and loretta gallo-lopez). The final part, 
titled “Expressive/Creative interventions,” describes the effective imple-
mentation of nonplay yet highly playful, creative, and expressive thera-
peutic modalities in the treatment of autism spectrum disorders. These 
include art therapy (Cathy goucher), music therapy (darcy walworth), 
and dance/movement therapy (Christina devereaux).

As you will see as you read this book, the clinicians who have shared 
their knowledge and experiences with us demonstrate how flexibility of 
thought and practice, creativity, a desire for connection, and, most impor-
tantly, playfulness can shine light into the shadows of uncertainty, rigidity, 
and isolation that often burden children and adolescents diagnosed with 
autism spectrum disorders.

Loretta Gallo-Lopez
Lawrence C. Rubin
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agency Nurturing the heart with the Brain in mind in Portland, oregon, 
and was formerly the founder and executive director of the Center for hope 
and healing in irvine, California, for 17 years. her work as a therapist has 
focused on helping trauma survivors and those with significant attach-
ment wounds reshape their neural landscape to support a life of meaning 
and resilience. As a mentor and supervisor of marriage and family thera-
pist interns for the past two decades, she supports their developing mental 
health side by side with helping them internalize the principles of interper-
sonal neurobiology as a guide to evidence-based practice. She is one of the 
founders of the global Association for interpersonal Neurobiology Studies 
(gAiNS), a nonprofit organization dedicated to fostering application of the 
principles of interpersonal neurobiology (iPNB) to professional and per-
sonal life, and is editor-in-chief of its quarterly publication, Connections & 
Reflections. Badenoch currently teaches at Portland State university in the 
iPNB certificate program and speaks internationally about applying iPNB 
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principles both personally and professionally. her years of studying with 
daniel J. Siegel and Allan Schore, coupled with her conviction that brain 
wisdom can transform human relationships, led to the publication of Being 
a Brain-Wise Therapist: A Practical Guide to Interpersonal Neurobiology 
(Norton iPNB Series, 2008) and The Brain-Savvy Therapist’s Workbook 
(Norton, 2011). Therapists say that these books fill the gap between science 
and practice with clarity, compassion, and heart.

Nicole Bogdan, mA, lmFT, has 15 years of experience working with chil-
dren who have developmental delays. her early training started in Peabody 
College at Vanderbilt university where she worked with programs in the 
Nashville, Tennessee, metro area helping severely physically disabled 
children and children with developmental delays, including those on the 
autistic spectrum. Bodgan obtained further training working with chil-
dren with developmental delays and autism in Southern California while 
obtaining a master’s in clinical psychology from Pepperdine university. 
her training and experience consisted of using relationally based inter-
ventions such as greenspan’s developmental, individual difference, 
Relationship-Based (diR®) model to work in the home, school, and social 
environment with children who have Asperger’s and varying degrees of 
autism. Bogdan used this mode of treatment in play therapy sessions and 
facilitated play groups and became experienced with using facilitated com-
munication (FC) with autistic children and adults who are nonverbal. She 
has had success at helping these individuals be able to express themselves 
after years of not being able to successfully communicate with others. in 
addition to her private practice in irvine, California, she works for a non-
profit agency in long Beach that is contracted with the u.S. department of 
mental health to provide child development assessments and therapeutic 
services to at-risk children and their families.

Susan Bundy-Myrow, Phd, RPT-S, is a licensed psychologist in pri-
vate practice, an autism consultant, and Certified Professor of Child 
Psychotherapists and Play Therapists (iBECPT-P). As an affiliate trainer 
of the Theraplay institute, Bundy-myrow has helped to bring Theraplay 
to professionals around the world and has developed a model for multi-
ple family group Theraplay for children with autism. Together with david 
myrow, she is a recipient of the 2011 Ann m. Jernberg Theraplay Award. As 
a clinical assistant professor at the State university of New york at Buffalo, 
Bundy-myrow also teaches child and play therapy approaches to psychiat-
ric residents.

Sarah E. Carlson, mA, lPC-intern, is doctoral candidate in the counsel-
ing program at the university of North Texas specializing in play therapy 
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and school counseling. her clinical work focuses on the implementation 
of child-centered play therapy in schools with both children and teachers.

Cosmin Colţea, mA, has been training both dogs and their owners since 
1991. he has bred and shown dogs in both conformation shows and in 
trials. in 2011, he received a master of arts in developmental psychology 
from Carleton university. his area of research, to be continued during 
his Phd, gravitates toward the relationships between families and their 
companion dogs. more specifically, Colţea is interested in the interactions 
between children with autism spectrum disorders (ASd) and their com-
panion dogs, as well as the effects of companion dogs on parents of chil-
dren with ASd. Currently, he combines his research and his experience 
in dog-training to develop programs designed to enhance the well-being 
of children with ASd and their families. in 2011, his dog communication 
program for children with ASd received an award for social innovation.

Janet A. Courtney, Phd, lCSw, RPT-S, is the director of developmental 
Play & Attachment Therapies, a center in Palm Beach gardens, Florida, 
established to promote more conscious and connected relationships among 
parents, caregivers, and children. Since 1998, Courtney has taught a variety 
of advanced practice courses as an adjunct professor at Barry university 
School of Social work in miami Shores, Florida. She has held the positions 
of president, vice president, and immediate past president with the Florida 
Association for Play Therapy (FAPT) from 1998 to 2008. She resides as the 
chair of the Viola Brody Committee through FAPT and is a member of the 
FAPT annual conference committee. She lectures nationally and interna-
tionally on the topic of developmental play therapy, art play therapy, family 
play therapy, eco-psychology, and gestalt therapy. Courtney has acted as a 
consultant to several Florida-based children’s agencies and supervises clini-
cians seeking Florida board licensure as well as those seeking certification 
as a registered play therapist with the Association for Play Therapy (APT).

Christina Devereaux, Phd, lCAT, lmhC, BC-dmT, NCC, is a board-
certified dance/movement therapist. She received her doctorate in clini-
cal psychology with a specialty in prenatal and perinatal psychology and 
currently serves as an assistant professor and director of clinical train-
ing in the dance/movement therapy (dmT) and counseling program at 
Antioch university New England and as an adjunct assistant professor 
at Pratt institute in the department of Creative Arts Therapy. in addition, 
she is supporting the development of inspirees, a dmT-training program, 
in China as a senior trainer. devereaux’s research has focused on the early 
interactive experiences between mothers and their infant children who 
were later diagnosed with autism. She has extensive clinical experience 

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 C

ol
le

ge
 L

on
do

n]
 a

t 1
2:

37
 1

2 
O

ct
ob

er
 2

01
7 



xxiv • About the Contributors

with a variety of populations, including children with severe emotional 
disturbance and with pervasive developmental disorders, those with phys-
ical disabilities, victims of abuse and neglect, families in crisis, adults with 
mental illness and dual diagnosis, and supporting healthy attachment 
with mother–infant dyads. devereaux currently serves as spokesperson 
for the American dance Therapy Association (AdTA) and on the edito-
rial board for the American Journal of Dance Therapy. She has presented 
nationally and internationally on topics such as the dance of attachment 
relationships, dance/movement therapy with autism, trauma and the body, 
and clinical writing. Further, she has published articles in the American 
Journal of Dance Therapy and the Journal of Dance Education and has been 
featured on the radio.

Cathy Goucher, mA, ATR-BC, lCPC, is a registered, board-certified art 
therapist and is a licensed clinical professional counselor in the state of 
maryland. goucher specializes in the treatment of adolescents and young 
adults with developmental disabilities and autism spectrum disorders 
(ASd). She is a graduate of the art therapy graduate degree program at 
george washington university, one of the oldest art therapy programs in 
the country. She has over 14 years of clinical experience as an art thera-
pist. goucher currently works per diem at The Retreat at Sheppard Pratt, 
a premier self-funded psychiatric setting, and full-time as an art therapist 
at St. Elizabeth School in Baltimore, where she works with adolescents and 
young adults with multiple disabilities, including ASd. She also main-
tains a small private practice, providing in-home art therapy services to 
home-schooled ASd clients. most recently, she has cofounded a nonprofit 
organization, make Studio Art Program, inc., the mission of which is to 
provide professional-grade work space, psychosocial supports, and sales 
opportunities for emerging adult artists with disabilities in Baltimore.

Eric J. Green, Phd, RPT-S, is an assistant professor of counseling and direc-
tor of the counseling clinic at the university of North Texas at dallas. he 
maintains a part-time private practice in child and family psychotherapy. 
green is a member of the Jung Society of North Texas. he actively pres-
ents his research and clinical work on Jungian play therapy with children at 
peer-reviewed conferences and invited workshops across the united States.

Esther Hess, Phd, RPT-S, is a developmental psychologist who special-
izes in the assessment, diagnosis, and treatment of children with devel-
opmental delays, specifically autism, Asperger’s disorder, and pervasive 
developmental disorder—not otherwise specified (Pdd–NoS). her 
expertise is in the use and application of a developmentally based psycho-
therapy—the developmental, individual difference, Relationship-Based 
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(diR®) model—devised by Stanley greenspan. in addition to working 
with the impacted person, hess interfaces with the entire family and coor-
dinates the efforts of various members of team specialists who assist in 
boosting the impacted individual’s developmental lag. She is certified in 
diR/Floortime™ and has trained parents, interventionists, and clinicians 
throughout the united States in the developmental/relational method 
known as Floortime. hess is the founder and executive director of Center 
for the developing mind, a multidisciplinary treatment facility for chil-
dren, adolescents, and young adults impacted by developmental delays or 
regulatory disorders in west los Angeles.

G. W. Krauss, Psyd, earned his doctorate in clinical psychology at widener 
university with a specialization in neuropsychology. he previously stud-
ied community psychology at the university of Alaska. Krauss’s internship 
years were spent working with children, adolescents, and young adults 
with Asperger’s disorder and other social competence issues, including 
evaluations and individual and group therapy (dr. dan’s lEgo therapy). 
he has previously worked with other clinical populations, including those 
with severe mental illness, forensic clients, and trauma/abuse issues.

Daniel B. LeGoff (“dr. dan”), Phd, is a child psychologist and develop-
mental neuropsychologist who has been specializing in the assessment 
and treatment of neurodevelopmental conditions in infants, children, and 
adolescents for the past 24 years. his training and clinical experience have 
included specializations in neuropsychological assessments, functional 
behavioral assessments, school consultation, cognitive–behavioral and 
behavioral therapies, play therapy, and family therapy. legoff is perhaps 
best known for his work with lEgos as a therapy medium for improv-
ing social development. he has collaborated on research for this therapy 
method with Simon Baron-Cohen and the Autism Research Centre at 
Cambridge university and gina gomez of the National Autism Service 
in the united Kingdom. more recently, legoff has also been collaborating 
with the innovations and Education divisions of lEgo Corp. in denmark 
and England.

Dee C. Ray, Phd, lPC-S, NCC, RPT-S, is an associate professor in the 
counseling program and director of the Child and Family Resource Clinic 
at the university of North Texas. Ray has published over 40 articles, chap-
ters, and books in the field of play therapy and over 15 research publica-
tions specifically examining the effects of child-centered play therapy. She 
is author of Advanced Play Therapy: Essential Conditions, Knowledge, and 
Skills for Child Practice (Routledge, 2011) and Child-Centered Play Therapy 
Treatment Manual (Self Esteem Shop, 2009), coeditor of Child-Centered 
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Play Therapy Research (wiley, 2010), and former editor of the International 
Journal of Play Therapy.

Jane Ferris Richardson, lmhC, Edd, ATR-BC, is a registered play thera-
pist and supervisor, a board-certified art therapist, and an art therapy edu-
cator at lesley university, where she is a core faculty member. She holds 
an Edd from Boston university, where she was the managing editor of the 
Journal of Education. her current research is focused on the use of expres-
sive and play-based approaches to therapy for children with autism. This 
work has been inspired by the educational practices of Reggio Emilia and 
the idea of “100 languages” for communication and understanding. She 
has a private practice working with children and families. Richardson has 
presented her work nationally and internationally. most recently she shared 
Sandtray worldplay with preschool educators in Khyalitsha Township in 
Cape Town, South Africa. She has also worked with creative arts thera-
pists in Beijing, China, where she collaborated with creative arts therapists 
practicing there. Richardson is interested in international approaches to 
play and art therapy.

Richard Solomon, md, is a medical director at the Ann Arbor Center for 
developmental and Behavioral Pediatrics and an adjunct clinical associ-
ate professor at the university of michigan. he is board-certified in pedi-
atrics and developmental and behavioral pediatrics with special interests 
in the prevention of child abuse and community violence, pediatric pain 
management, and early intervention for children with autism. in 2000, 
while at the university of michigan, he developed a community-based 
statewide training and early intervention project for young children with 
autism called The PlAy Project. The PlAy Project’s train-the-trainer 
model coaches parents to provide intensive developmental intervention 
for their young children with autism. in the last 5 years, since leaving the 
university, the PlAy Project has expanded to become a national model. 
in 2007, an article that evaluated the PlAy Project was accepted for pub-
lication in the peer-reviewed journal Autism. in 2009 Solomon received a 
National institute of mental health (Nimh) grant—a randomized, con-
trolled trial—in collaboration with Easter Seals National and michigan 
State university to study the project’s effectiveness.

Jeffrey M. Sullivan, mS, NCC, lPC, is a doctoral candidate at the university 
of North Texas. his current focus lies in researching and providing child-
centered play therapy for children on the autistic spectrum. his research 
addresses the extent to which teaching parents of children with high-func-
tioning autism, Asperger’s disorder, and pervasive developmental disor-
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der—not otherwise specified (Pdd–NoS) the skills of child-centered play 
therapy addresses and improves the child–parent relationship.

Lisa Powers Tricomi, mA, RdT-BCT, lCAT, is a practicing theater artist, 
drama therapist, and educator. while teaching theater performance as a 
visiting associate professor in the university of South Florida’s College of 
the Arts, Tricomi has had the opportunity to introduce drama therapy to 
theater students through the ACT Project while working with children and 
adolescents diagnosed with autism spectrum disorders (ASd). Along with 
gallo-lopez, Tricomi presented the ACT Project at the NAdT Conference 
and the Expressive Therapies Summit in 2010.

Risë VanFleet, Phd, is president of the Family Enhancement & Play 
Therapy Center in Boiling Springs, Pennsylvania, through which she 
trains and supervises clinicians in play therapy, filial therapy, and animal-
assisted play therapy. She is a licensed psychologist, registered play thera-
pist and supervisor, and certified dog behavior consultant with over 35 
years of experience. VanFleet is the author of dozens of books, manuals, 
chapters, and articles on play therapy, filial therapy, and canine-related 
topics, and is featured on several dVds. She has received several national 
awards—three recognizing her training programs and five for her profes-
sional writing. She has trained thousands of professionals internationally. 
VanFleet is the founder of the international Collaborative on Play Therapy 
and is past board chair of the Association for Play Therapy.

Darcy Walworth, Phd, mT-BC, directs the music therapy program at the 
university of louisville and previously taught at Florida State university. 
She actively researches the effects of music therapy in medical and early 
childhood settings with emphases in medical procedural support, autism 
treatment, and developmental outcomes of premature infants. She has 
coauthored and contributed chapters to multiple books addressing varying 
client populations. walworth has presented papers at regional, national, 
and international conferences and currently serves on the board of direc-
tors of the Certification Board for music Therapists and the editorial board 
for the Journal of Music Therapy.D
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ChaPter 1
Safety and Connection

The Neurobiology of Play

BonnIe BadenoCh and nICole Bogdan

Picturing the Brain With Bonnie Badenoch

The teacher leads the boy to the mat. he takes off his shoes. Then 
he takes off his socks. he begins walking a circle around the outer 
edge of the mat. i watch him closely and quietly. he lifts his elbows, 
pressing his thumbs rhythmically into his ears. he utters a stream of 
vowels and light consonants. i listen, feel the resonance of his sound 
in my body, and join him exploring the same sounds with my own 
throat and breathing. Then i lie down in the center of the mat on my 
back, the boy walking around me, occasionally peering down at me 
from the corner of his eye. i don’t know why i lay down this way. 
i question it for a moment, but somehow it feels right. As the boy 
circles me, slowly his orbit comes closer. i gently extend my hand and 
follow his curving path. The next time around he lightly encircles my 
fingers with his and continues circling, but a little slower now. Then 
he comes right in and stands on my chest, holding both of my hands 
and looking down at me. i breathe. he rises and falls. i begin mak-
ing sound with my breath. Ha s and ho s and oo s. Suddenly laughter 
bursts from me. his feet and knees soften, his toes grip my chest. 
he begins to bounce on my breath and my laugh. he watches me 
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4 • Bonnie Badenoch and Nicole Bogdan

closer. Then he returns to his circling walk, still lightly holding my 
hand. Then right back on my chest, making his own sounds while 
bouncing gently. The two of us exchanging sound through his feet. 
A moment later he curls down into my lap. i sit up and wrap around 
him closely. he pushes his head into the crook of my elbow. i mir-
ror the intensity of his curling and pushing with the pressure and 
firmness of my touch. After several cycles of nuzzling, curling in, 
and pushing, he relaxes, looks me clearly in the face, and we begin a 
round of squirming, close in, gentle play, scooching around the mat, 
swirling close around, over and under each other. Then he settles 
down against my body, gently touching my arm, my face, the back 
of my head. Then, clear as a bell, we’re done playing. he gets up, puts 
his socks and shoes on, and returns to class with his teacher. usually, 
this boy does not want to leave the play mat and will collapse in a 
slithering pile, but today he goes easily, calmly. later, the teacher tells 
me that this boy had been having a tough morning. he was agitated 
and was being aggressive with his body and his touch. walking to the 
play session, the boy repeatedly reached over to the teacher, pinching 
and scratching him. After the play session, the teacher reported that 
they walked quietly back to class, the boy reaching over to gently 
touch the teacher’s arm and hold his hand. (m. otto, personal com-
munication, February 19, 2011)

it seems fitting to begin our exploration with the experience of pure play, 
even though these activities differ from what we usually think of as play 
therapy. marc otto and his wife, melanya helene, play with the children 
of Portland, oregon*—including those on the autistic spectrum, like this 
young man. what do we see here? A child who enters the play space in a 
state of disconnection, lingering in his private world of agitation and dis-
comfort, gradually coming forward into the invitation that marc offers, one 
that is full of safety, interpersonal warmth, and resonance with this young 
boy’s state every step of the way. in these few moments of play, this young-
ster moves from being dominated by his nervous system and emotional cir-
cuitry being in severe dysregulation to clear signs that both the social and 
regulatory systems in his brain are online and in the lead. As a result, he is 
able to flow back into his school day in a warm and connected way.

what do we know about the neurobiology of play that will help us 
understand this transformative shift? we can begin with the work of Jaak 
Panksepp (1998, 2008), a neuroscientist devoted to the study of the brain’s 

*  Their nonprofit organization, The Center for the Art and Science of Attunement (formerly 
Play After Play), presents child-centered theater events followed by free play with parents 
and children. They are also invited into schools to work with classes and individual stu-
dents who are having difficulties with emotional regulation, regardless of the cause.
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Safety and Connection • 5

motivational circuitry. Spending time with animals first and then chil-
dren, he discovered seven flows of energy and information that are part of 
our genetic inheritance, all of them lying deep within the limbic region of 
the brain. Social creatures that we and our mammal compatriots are, the 
functions of these circuits all have to do with maintaining or regaining 
connection with one another. in childhood, six of the seven are present 
from the beginning of life. Three are available when we feel safe, comfort-
able, and connected—the seeking system (curiosity and exploration), the 
care and bonding system (attachment and empathy), and the play system 
(the free-flowing, full-bodied, uninhibited expression of joy). while one or 
another of these systems may be in the lead, they often blend in the rich-
ness of the space between two people. The other three flows of motivation 
manifest when we fall out of connection—fear, separation panic, and rage. 
They seem to be intended to signal so much distress that someone will read 
the need in our face, voice, and body and will feel moved to come to our aid 
through reconnecting with us. The joyous news about this is that we don’t 
need to teach children to play but instead need to remove the obstacles so 
that the natural capacity can emerge.

in the actions of the previously described young boy, we can see some 
fear and rage in his exchange with his teacher on the way to the play mat, 
signs of him experiencing disconnection. As he comes into the room, marc 
prepares a safe place for him—quiet, resonant with his state, moving in 
tandem with his need of the moment. This youngster is then able to gradu-
ally flow into sufficient connection to engage with marc and then with his 
teacher. we intuitively sense that there is a link between safety and the 
capacity to move smoothly into sustained relationship. The neurobiology 
bears this out in a very clear way.

how do we know we are safe, and how does this increase our ability to 
connect? Stephen Porges’s (2004, 2009b, 2011) work on the three branches 
of the autonomic nervous system (ANS) gives us clarity about the differ-
ences for our embodied and relational brain between the experience of a 
state of danger and a state of safety. we are using the term embodied and 
relational brain to keep our awareness on how the brain is not isolated in 
the head but instead is distributed throughout our bodies—in the muscles, 
gut, heart, nervous system, and skull brain and how the neural firing pat-
terns in our brains are continually influenced by and influencing of the 
firing patterns in others’ brains (iacoboni, 2009). if my gut is in a knot, my 
skull brain senses threat. if i am in the presence of someone who is anx-
ious, my nervous system will resonate to a greater or lesser degree with his 
or her anxiety. Keeping these close connections in mind can help us sense 
how we can enter this embodied and relational system at many levels to 
help stabilize another person’s embodied experience as well as their inter-
personal connectedness.
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6 • Bonnie Badenoch and Nicole Bogdan

how do we know whether we are safe or in danger? Porges uses the 
word neuroception to mark the distinction between our conscious percep-
tion of danger or safety and our sense, often below the level of conscious 
awareness, of these states. we may find ourselves wanting to leave or actu-
ally leaving a room for no reason we can easily articulate, in response to a 
neuroception of threat, for example, or we may settle easily into our chair 
with a warm smile as we neuroceive safety. Each person’s threshold for 
danger is different and also varies from day to day or moment to moment, 
depending on circumstances and which circuits in his or her brain are 
being activated. An example may clarify how these variations occur. in 
the presence of someone who reminds me of my delightful old grand-
mother, the memory circuits of being with her will be activated, leading to 
a low threshold for danger in this moment. however, when someone who 
reminds me of my critical father enters the room, those memory circuits 
will activate, putting me in touch with a pervasive sense of danger that 
radiates through this current situation. So safety and degrees of danger are 
always moving targets responding to both the interpersonal situation and 
the neural activations in our brains.

what is happening neurobiologically as we neuroceive the presence 
or absence of safety? The ANS has three branches that operate hierar-
chically, meaning that when we can no longer sustain one, the next one 
comes online: These are the ventral vagal parasympathetic (safety), the 
sympathetic (danger), and the dorsal vagal parasympathetic (life threat). 
The ANS does not operate alone but works together with circuits that rec-
ognize faces, assess intention, rapidly assess threat, and carry emotion-
ally relevant information from the body to the limbic region (Adolphs, 
2002; Critchley, 2005; morris, ohman, & dolan, 1999; winston, Strange, 
o’doherty, & dolan, 2002). Together, these are the very circuits that allow 
us to sense safety or danger in our world. As attachment-seeking human 
beings, our nervous system’s preferred way of finding and maintaining 
safety is through connection with others. As a result, the first system in 
the hierarchy is the ventral vagal parasympathetic, a circuit that allows 
us to be still and stay engaged at the same time, a central requirement 
for sustained interpersonal connection—what Stephen Porges (1998) calls 
“love without fear” (p. 849). This circuit slows the heart (the vagal brake), 
decreases our fight–flight response, and reduces the stress hormone cor-
tisol (Porges, 2009b). in short, it prevents the sympathetic branch from 
taking over.

Two people in this state can coregulate one another, even in stressful 
situations, largely because in the course of mammalian evolution the ven-
tral vagus became integrated with the circuits that control the muscles 
of the face and head. These neural pathways govern eye gaze, prosody of 
the voice, ability to listen, and facial expression—in short, many of the 
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Safety and Connection • 7

nonverbal ways we invite connection with one another (Porges, 2009a). 
A calmly beating heart and relaxed yet animated face signals our readi-
ness to engage. This calm, safe state rests at the foundation of all interper-
sonal connectedness, as we saw with the young boy at the beginning of 
this chapter.

many children on the autistic spectrum find themselves without reg-
ular access to their ventral vagal circuitry for reasons we will explore 
below. instead, they may be burdened with nervous systems that regularly 
respond to experiences we might perceive as neutral with a neuroception 
of danger or death threat, resulting in a move into one of the other two 
branches of the ANS. when our connection with others is insufficient to 
maintain a neuroception of safety, the sympathetic nervous system (SNS) 
takes over, telling us to fight or flee. in a state of safety, we can experience 
fluctuating levels of sympathetic arousal that support an active pursuit of 
attachment, curiosity, play, and other joyful quests. however, as our neu-
roception shifts from an assessment of safety to danger, the ventral vagal 
brake on the heart is removed, and the SNS is free to activate more fully 
to prepare us to defend ourselves (Porges, 2007). our heart rate increases, 
the chemicals we need for action are released, and other metabolic shifts 
that prepare us for fight or flight unfold in our embodied brain. most cru-
cially, in the interests of survival, the circuits that connect us with others 
go offline so that we can focus on the threat, and, as a result, our capacity 
to take in new information is dramatically reduced. This means that others 
will not be able to regulate us until our neuroception of safety begins to 
be restored. This particular aspect of ANS functioning is vital information 
for therapists.

The third branch of the ANS, the dorsal vagal parasympathetic, comes 
online when we neuroceive even more dire circumstances—helplessness, 
which our embodied brains interpret as life threat. This shift reduces our 
heart rate, stops digestion, and shuts down other metabolic systems to 
move into death-feigning behavior—a freeze state that may be marked by 
dissociation or a collapse into stillness (Porges, 2007). our bodies release 
endorphins to ensure a less painful death, as our entire organism prepares 
to die. under extreme traumatic conditions, the SNS may not turn off 
completely as the dorsal vagal comes online, creating a state of extreme 
physiological stress akin to the strain on a car that results from revving 
the gas and slamming on the brakes at the same time. These two opposing 
processes produce an embodied state that is difficult to capture in words 
but might be partially described as a state of unmoving, wordless terror, 
or dissociated agitation. Perhaps some pictures of children on the autistic 
spectrum come to mind as we see them shift through their experience of 
all three branches of the ANS.
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8 • Bonnie Badenoch and Nicole Bogdan

we can perhaps begin to sense that play and interpersonal connection 
work as a synergistic system so that play becomes more available when we 
feel connected and safe, with our ANS in that ventral vagal state, and once 
playing we are more able to sustain the interpersonal relationship. The 
potential for building the brain circuitry of bodily and emotional regula-
tion, attuned communication, empathy, and fear reduction resides in these 
resonant states of connection (Schore, 2009; Siegel & hartzell, 2003). The 
relational circuitry and the neural connections that provide for regulation 
both lie in the right hemisphere. They join the limbic region that monitors 
our internal and external environment for safety with the circuits in the 
prefrontal cortex that calm the limbic region and integrate information to 
slow our responses. As these circuits become woven together, we can more 
easily know our own inner state and sense the inner state of others, but 
only when we are having a neuroception of safety. The question for some 
children on the autistic spectrum is not whether they are able to use a safe 
space to bring their ANS into ventral vagal activity and their regulatory 
circuits online (we have seen that in the example of marc’s time with his 
young playmate), but whether these experiences are able to help the neural 
circuitry become woven together for long-term gains.

how can the new discoveries about the neurobiology of autism help us 
illuminate this question? while there are many avenues being explored 
to help us understand the brains of children on the autistic spectrum, we 
are going to focus on one strand that highlights difficulties in neural inte-
gration, since the degree to which our wiring functions in a connected, 
coherent way has everything to do with the quality of our lives in terms of 
relational goodness, mental coherence, and well-being (Siegel, 1999, 2006). 
we can think in terms of vertical integration that connects the regulatory 
circuits in the right hemisphere that we talked about before and bilateral 
integration that connects right and left hemispheres, allowing us to be 
aware of and tell the story of our internal world. As we will see, separation 
of these circuits contributes powerfully to the difficulties experienced by 
children on the autistic spectrum.

For children who are on the continuum of developmental differences 
that includes both autism and Asperger’s syndrome, one substantial puzzle 
is the variability of symptoms, and particularly the difference in severity 
of symptoms within a given person. what might account for this? michael 
merzenich, a neuroscientist and leading student of neuroplasticity (the 
brain’s capacity to change its wiring), has drawn together several pieces of 
the puzzle. he began to look for clues in the brain’s remarkable plasticity 
right after birth to see what factors account for the opening and closing 
of critical periods of learning. of the nerve growth factors, brain-derived 
neurotrophic factor (BdNF) seemed a likely candidate for difficulties 
because it reinforces new synaptic connections made during the critical 
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Safety and Connection • 9

period (doidge, 2007). when we have an experience, neurons fire together 
and wire together, creating neural nets that hold memory and learning, 
emotional and relational, as well as cognitive. during the critical period, 
BdNF is released to consolidate the new synaptic connections so they will 
reliably fire together in the future. BdNF also promotes the growth of 
myelin, the white sheath that surrounds the axon, further stabilizing the 
new synaptic connections. during the critical period in infancy, BdNF 
also turns on the nucleus basalis, a part of the brain that automatically 
focuses attention, and “keeps it on throughout the entire critical period” 
(doidge, p. 80). during this period, we learn effortlessly, with a flow of 
neural changes that are then stabilized by BdNF. Then, as the key path-
ways are completed, there is a need for decreased plasticity and increased 
stability, so a stronger release of BdNF shuts down the critical period. 
After that, the nucleus basalis only turns on “when something important, 
surprising, or novel occurs, or if we make the effort to pay close attention” 
(doidge, p. 80).

with that basic process in mind, we now come to the part of the story 
that can help us see what happens differently in the brains of children who 
develop autism. one of the most important aspects of critical period plas-
ticity is brain map differentiation. At birth, our brains are somewhat crude 
instruments, with large parts of the relevant section of the brain firing in 
response to a given experience. however, with repeated experience, the 
cortex becomes refined in its responses, using fewer and fewer neurons 
to respond to any familiar event. if we take the example of the auditory 
cortex, at the beginning of the critical period, large parts of the cortex fire 
in response to a single note, but with many experiences that note activates 
only a few neurons, producing a much more manageable degree of neural 
firing—and less brain noise.

Based on these understandings and reinforced by experiments with 
mice, merzenich developed a theory suggesting that the widespread but 
unevenly distributed differences in children on the autistic spectrum may 
result, in part, from a genetic vulnerability that makes some but not other 
groups of neurons become overexcited when they are exposed to all the 
new experiences of infancy. in response to this neural activity, there is 
an excessive release of BdNF that first reinforces all connections rather 
than just the important ones and then prematurely ends the critical period 
before cortical brain maps have become adequately defined (Zhang, Bao, & 
merzenich, 2002). This lack of differentiation would likely make the brain 
overfire in the presence of many kinds of incoming information, leading 
to possible patches of sensitivity to touch, sound, and sight as well as dif-
ficulty in modulating the intensity of relationships and organizing lan-
guage learning. we might imagine that this is a frightening experience 
that would keep children in a state of sympathetic activation much of the 
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10 • Bonnie Badenoch and Nicole Bogdan

time. For individual children, there may be more or less differentiation in 
various brain regions, leading to the variability in the degree of struggle in 
different aspects of development and different levels of fear when engaging 
in that activity.

while this is just one strand in merzenich’s research relating to the ori-
gins of autism, it correlates well with other discoveries about the brain. As 
we said already, the key to a well-functioning brain that supports a coher-
ent mind and empathic relationships is the degree of neural integration 
(Siegel, 1999). however, before circuits can link, there must be adequate dif-
ferentiation in the various regions of the brain. According to merzenich’s 
line of thought, this is precisely the step that gets short-circuited by the 
early foreclosure of the critical period. The circuits never differentiate suf-
ficiently to allow for overall integration between brain regions. instead, the 
individual circuits continue to overfire, stressing the system into a neuro-
ception of danger, which then makes it harder to connect with others for 
regulation. For many children, even the core social circuits have not differ-
entiated well, so the flood of relational information neurotypical children 
synthesize and process in microseconds, because of the overall integra-
tion of their circuitry, has to be gathered piece by piece and assembled by 
hand—the difference between computer calculations and doing math on 
an abacus. instead of flows across the brain, these children have isolated 
silos that they struggle to connect.

This lack of differentiation has led merzenich to wonder about the pos-
sibility of reopening the critical period, allowing children to revisit the 
era of effortless neuroplastic change so that brain maps can be adequately 
differentiated in preparation for integration. we know that brains are 
complex systems that are constantly seeking as much movement toward 
coherence and connection as possible, so simply starting this integrative 
process might lead to ongoing change in other brain circuits. There is 
one tantalizing bit of anecdotal information about this. using a program 
with children with autism that was originally designed for young people 
with lesser learning challenges, merzenich and his colleagues have seen 
instances where improvements in language (the targeted aspect of learn-
ing) were also accompanied by unexpected increases in social engagement 
for these youngsters (doidge, 2007).

Porges’s (2007) work with the ANS has also led him to think about 
how to help children with autism move from sympathetic to ventral vagal 
activation because, once there, the other brain circuits of social engage-
ment naturally emerge. The listening Project (Porges, 2008), based on 
Porges’s work, employs five 45-minute listening sessions while children are 
engaged in free play in a setting designed to amplify the possibility of their 
neuroception of safety. They wear headphones, listening to various kinds 
of acoustic stimulation that is filtered to have a frequency similar to the 
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Safety and Connection • 11

human voice (a range that their undifferentiated auditory cortex may have 
difficulty picking out from the noisy world around them). if we can hear 
the modulated voices of those around us, our entire nervous system seeks 
to orient toward that safety. listening in this range stimulates the ventral 
vagus nerve directly, and social engagement emerges as a matter of course. 
we humans are designed to flow into connection with one another, and 
our brains are always seeking greater integration. These are powerful allies 
in our work to help the brains of children on the autistic spectrum find 
connections between these crucial brain regions. in films of the listening 
Project process, we see children move from frozen-faced inattention to 
joyous, smiling engagement with others in the midst of play. Additional 
study is ongoing to see how these gains can increasingly be amplified and 
sustained over longer periods of time. The best news is that this interven-
tion shows that these circuits can be activated, so the relational difficulty 
is most likely not a function of missing or impaired circuitry but one of 
connectivity between the parts. Again, this is crucial information for ther-
apists because our calm, attuned presence is the most powerful agent of 
neural integration.

Because of the close neurobiological connection among the circuitry of 
safety, play, and interpersonal connection, children on the autistic spec-
trum may find much benefit in conditions that bring these three together. 
For the remainder of our chapter, we will be spending time in the play-
room to experience these principles in practice.

In the Playroom With nicole Bogdan

The close connection among safety, play, and enriching interpersonal con-
nection suggests that creating the safest possible environment from the 
first play session is always a primary concern. The more we can hold these 
particular children in our minds with clarity and warmth, the more we 
provide the underpinnings for the resonant experience that invites them 
into that ventral vagal space. The initial assessment period can help us gain 
a sense of the children before they arrive. Through the family interview, we 
can begin to determine the degree and quality of delay and functioning. 
The play techniques and style of interaction we therapists promote will be 
influenced by the level of overall functioning of the children and, in par-
ticular, by their speaking capacity. Children on the autistic spectrum range 
from being highly verbal and expressive to having very limited verbal skills, 
so they must rely on alternative means of communication such as comput-
ers or other facilitated communication devices. using these devices during 
a play therapy session allows them to communicate their needs and wants 
during the play so they can be joined, acknowledged, and encouraged.
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12 • Bonnie Badenoch and Nicole Bogdan

This initial assessment can also allow us to gain a sense of these chil-
dren’s sensory integration capacity. in what areas are they showing sen-
sitivity—sound, light, textures, touch? what are these sensitivities like? i 
have found that many children have highly sensitized auditory channels, 
so they hear sounds from a distance and have a hard time filtering the 
noises, sounds, and vibrations in their immediate and extended environ-
ment, as merzenich’s and Porges’s research would suggest. others may 
have difficulty with fluorescent light, finding the brightness highly dys-
regulating. Textures and certain intensities of touch can exceed children’s 
window of tolerance for sensory stimulation, leading to physical and emo-
tional agitation, whereas others calm to the deep pressure of a toy or sand 
on their bodies. it is important to find out about certain tics or body and 
vocal movements they use for self-stimulation when they are experiencing 
sensory dysregulation so that we can accommodate these as part of the 
child’s well-developed repertoire for self-regulation. As we are able to meet 
each child in the world he or she inhabits, we have a much better chance 
of creating the safe environment that facilitates interpersonally rich play.

Some of these young ones also have toys that they favor, fixating on 
them as a means of regulating themselves, particularly in an unfamiliar 
environment. By using this single focus as a way to limit the amount of 
new information they are taking in, it is likely that their brains are some-
what “less noisy” and frightening for them. This rigidity is both a sign of 
fear and a means of trying to ameliorate that fear. while ultimately we 
want to woo them away from this single focus, initially it can also provide 
a place of joining in what is a safer space for them.

Since the core deficits of these children are their inability or difficulty 
in engaging with others, showing appropriate affect, expressing thoughts 
and feelings, and understanding and applying the typical “rules of play,” 
establishing the initial connection is the essential element of play therapy. 
initially, this can be difficult; however, having internalized as much about 
these children as possible, we have a better chance of creating an environ-
ment in which they will experience safety and resonance from the begin-
ning. using exaggerated affect can help these children begin to see how 
emotion is expressed on the face, in the voice, and in the body, as long as 
the intensity stays within their safe range. Such a rich, affective drama may 
captivate these children and increase interest in the play.

when children direct the play for the most part, there is less chance of 
sympathetic activation than if the adult takes over, so this is an impor-
tant component of maintaining the safety required for the limbic play cir-
cuitry and social circuits to come online. in addition to feeling trusted and 
respected, the children have the sense of being able to flow with their free 
play movements without interruption. in this way, they guide the thera-
pist to a topic or play idea of interest, and then the therapist can follow. 
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Safety and Connection • 13

in the big picture, the goal is to provide an environment that fosters the 
child and therapist remaining in engagement for the longest time possible. 
our calmness with the flow of connection–disconnection–reconnection, 
rather than becoming anxious or overworking to bring the children back 
quickly, maintains the atmosphere of quiet acceptance and certainty that 
they are doing what they need to do in the moment. This creates a wide 
ventral vagal space within us that is a constant invitation for the children 
to come home to safety and to play.

let me share two stories about interactions that unfolded according to 
these principles of safety, play, and connection. The first talks about our 
play over time, and the second describes a single session in the midst of 
the therapy. i spent about 2 years working with a 6-year-old boy who was 
considered to be high functioning on the autistic spectrum. his primary 
struggle was with integration of the regulatory circuits in his right hemi-
sphere, manifesting as strongly heightened anxiety and rigid routines. 
when we started, he sought his “safe toys” and security object in every 
play session. Although he was highly verbal, expressive, and functioning 
at grade level academically, he struggled to expand his play ideas to include 
varied expressions of emotion, changes of scenario, and shared control of 
the storyline with anyone else. After seeing how easily he became severely 
dysregulated at the slightest change or frustration, i became aware of the 
importance of these controls for him at this stage of his neural development.

From then on, we used his safe mode of play to expand his expression 
of emotional wants and needs rather than trying to shift the way he was 
playing. Through use of his favored dolls, he was eventually able to concep-
tualize emotions and the idea that these dolls could have varied emotional 
expressions based on their interactions with each other and their environ-
ment. it seemed as though we were refining his social circuitry in a way that 
he might be able to include others in his emotional awareness, too. After a 
year of play sessions, he had created his own word code for certain feelings. 
For example, he called his happy feeling dolly-lamas, and he would use this 
reference when he was at play with same-aged peers in a school or social 
setting. Even though his peers did not always understand the meaning of 
the reference, he was blossoming in his connection to others because he 
had been able to identify emotions in himself. Soon it became a fun game 
with his peers as they became fascinated with manipulating vocabulary to 
create language for feelings. All of this was quite an achievement for a child 
who at the outset was unable to leave his play area with his lined-up toys 
and his rigid routine of solitary play with them.

i want to invite you into part of a session with Jamie from about 9 
months into our therapy. Prior to this session, i had heard from her father 
that she was experiencing some rage at home and sometimes directing it 
toward her younger brother. As i went into the waiting room, i saw Jamie 
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14 • Bonnie Badenoch and Nicole Bogdan

pacing anxiously with her fists full of her favorite plastic figurines. These 
toys were actually characters from her favorite TV show. her eyes were on 
the floor, avoiding contact as i approached. without any context or formal 
greeting, she immediately plunged into telling me a story about her figu-
rines that was a continuation of a story she had started the week before. 
i calmly watched her, my eyes available for direct contact when she was 
ready, quietly narrating and validating the tale she was telling me. After 5 
or 6 minutes of this, her eyes gradually glanced up and then locked with 
mine. A smile-like change shaped her face as she stopped her story and 
blurted out a remark about the bright pattern on my shirt. with this redi-
rected focus, we were engaged, connecting over something that had to do 
with us, and this allowed me to bring her into my office.

once she entered the play space, she immediately ran toward her favored 
beanbag chair. her fists were still full of her precious figurines, which she 
could not release even though they seemed awkward in her hands. Jamie 
rolled her body around in this beanbag and said assertively that she wanted 
squishes. i knew this meant she was craving some sensory input, so i came 
over to manipulate the beanbag until she was surrounded by it like she was 
the center of a burrito. As she settled into this sensory regulation, our play 
opened out into a new game of “Burrito girl.” After i initiated this playful, 
spontaneous game, she followed with a smile and a giggle and asked for 
more. we went back and forth 9 or 10 times, responding to variations on 
the Burrito girl theme. i asked her what kind of burrito she would like to 
be, and she responded with “A messy burrito!” “An ice cream burrito!” “A 
mommy burrito!’ “A bike burrito!”

All of this was accompanied by strong connection and laughter for 
quite awhile, but eventually her interest decreased. wanting to see if we 
could maintain our connection without Jamie returning her focus to the 
toys that were so often her regulators and were still in her hands, i intro-
duced a variation on the play theme. Remembering that her father had 
mentioned Jamie’s rage, i said, “miss Burrito girl seems to be mad today. 
i wonder what could make this Burrito girl mad.” i often chose feeling 
words that were interesting, strong, and that provoked curiosity such as 
mad and sad. Variations on anger words seem to resonate with these chil-
dren because it is a common emotion they experience but do not get to 
address appropriately. This reference to Burrito girl being angry really 
struck a chord with Jamie as she immediately said, “yes! Burrito girl is 
angry!” From there, i responded with continued animation, heightened 
affect in my character voice, “what could Burrito girl possibly be angry 
at?” Jamie started laughing and rolling around more aggressively, roar-
ing and kicking her legs in the air, as she struggled to connect with the 
personal relevance of this anger. we seemed to have exceeded her capacity 
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Safety and Connection • 15

to integrate the various circuits that hold her nervous system, the feeling, 
and the meaning of the feeling to her.

Before losing her in this play idea, i reflected about her roaring and 
asked if she was roaring like another animal. She seemed to connect to 
that idea, identifying as another character as she said, “yes! i am not a 
Burrito girl, but a lion!” She then put her fist full of figurines aside for the 
first time, got up from the beanbag, and crawled around like a lion. i tried 
to reintroduce the emotional piece by asking her what this lion could be 
mad about. Jamie said that the lion was mad about having to go to school. 
She then assigned me to be the character of the girl who did not want 
to go to school and herself as the “mean, lion Teacher with moldy green 
eyes.” during the play, Jamie revealed her anger, showing it in her roar and 
aggression, but still not connecting to the affective circuits as she laughed 
while describing the teacher hitting all the students. Stuck in this idea, she 
continued to anxiously laugh while referring to “give time-outs and hit all 
the bad kids.” unable to exit this pattern, she began flapping her hands 
while running and jumping in an attempt to regulate the too-strong expe-
rience. i followed her, resonating with her rising tension, but holding both 
of us calmly in my own ventral vagal space.

She suddenly realized that her dolls were not in her immediate view and 
leapt to the conclusion that they were lost or stolen. her anxiety peaked as 
she ran around, becoming tearful that they were gone. in an effort to keep 
Jamie engaged and bring her back to our play so she could reengage with 
her emotions, i modified my character to “Nice, Curious Cub,” changing 
my body posture and tone of voice to reopen the safe interpersonal space 
for her. i told her that Nice, Curious Cub wanted to help her feel better and 
find her toys. Knowing where her dolls were and sensing that she needed 
some additional sensory regulation, i began to engage her in some back-
and-forth communication as she slowly returned to connection, although 
her body and voice told me she was still anxious. She accepted my new 
role, we found her figurines, and i suggested that perhaps they could use 
a sand bath. She brought them to the sand tray for a dip, submerging her 
hands in the soothing sand, and this brought her back to a calm-alert state 
quite quickly as she made eye contact and shared a smile. we continued 
talking about how the figurines were now safe in the sand and soon Jamie 
played the role of the “protector” and “life saver.”

what i feel as i write about this time with Jamie is our mutual efforts 
to find resonance with one another. As best i could, i read Jamie’s senso-
rimotor, emotional, and physical cues and then joined with her in what 
play idea or activity she was craving, expanding it from there so she 
remained engaged and could elaborate her play to get to a place where she 
was expressing personalized emotion. Fueled by the safety and the ventral 
vagal space i sought to maintain, it was a constant dance of engagement, 

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 C

ol
le

ge
 L

on
do

n]
 a

t 1
2:

37
 1

2 
O

ct
ob

er
 2

01
7 



16 • Bonnie Badenoch and Nicole Bogdan

joining, playing, increasing expressed emotion, stepping a little bit beyond 
tolerance into dysregulation, finding one another again, and getting back 
to a calm-alert state. over the course of this session and the entire therapy, 
the dysregulation was less both in duration and intensity. This day, Jamie 
ended our time by not associating with any of our characters or her pre-
cious figurines but by reconnecting with the pattern on my shirt and then 
offering a smile and a wave good-bye.

Seeing the gradually accumulating changes in these children’s capacity 
for engagement and regulation makes this work rewarding. in my mind, 
i can envision how the social circuitry in the right hemisphere is gradu-
ally being woven into patterns that will make for a more connected and 
satisfying life to whatever extent they can. i find that as i am able to open 
a ventral vagal space and maintain it even when dysregulation floods the 
room, we do find our way back to a healing space and make small steps 
forward with each moment of connection.

In Conclusion

Neurobiology reassures us that we are first and foremost social crea-
tures, seeking warm attachment from birth until our last breath. using 
the science and joyous experience of safety, play, and interpersonally rich 
connection to foster new pathways of neural integration seems like an 
excellent process for drawing together the circuitry that brains struggling 
with autism are forced to keep separate. As regulation increases and calm 
becomes a more familiar state, behavior and learning will also improve.

understanding these principles can help us see clearly what is happen-
ing with these youngsters and that can, in turn, grant us greater calm and 
stability in the midst of dysregulation. our own capacity for holding these 
intense states becomes the primary tool in the playroom as we maintain 
the safety of the emotional environment, opening the door to play and to 
deeper and more sustained connection.

dipping our toes again in the beautiful movement from disconnection 
and agitation to the flowing warmth of relational goodness, let’s conclude 
with the delicious taste of play running through our bodies.

he was a runner and easily spooked, so i found myself having to 
chase and grab at times, things i would never choose to do. Then i 
had a breakthrough with him. i brought him into the gym to play on 
the mats. he immediately avoided them and headed for the doors. 
Fortunately, some people walked in at that point and he felt he could 
not go that way. So, i could keep my distance—give him space and 
not have to stop him from going out of the building. he sat down 
on a bench. i sat down the next bench over—maybe 10 feet away. he 

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 C

ol
le

ge
 L

on
do

n]
 a

t 1
2:

37
 1

2 
O

ct
ob

er
 2

01
7 



Safety and Connection • 17

stood up and sat down in agitation, and i simply sat and attended to 
him. he started running his hands over a grate on the wall behind 
the bench he was on. i gently shifted closer so i sat on the same bench 
as him, watching closely for any signal that this disturbed him. he 
noted my movement but continued to run his hands over the grate. 
it made an interesting sound. i began to run my hands over the 
grate also. i felt the sensation of it and explored the sound of it in 
my own way. i wasn’t just copying him; i was joining in an explora-
tion of touch and sound. we did this for a while, and then he lay 
down on the bench with his feet toward me. he started pushing his 
feet against me. As he pushed me, i let myself slide away from him. 
And as he let up, i moved back to my original position. This started 
slowly and became a rhythmic game. But in the push, i began to feel 
he might fall off the bench. i very slowly and gently began to move 
off the bench onto the floor. he kept his feet on me the whole time. i 
placed myself on my hands and knees just below where he lay on the 
bench so if he fell my body would be there to catch him. he lay there 
with his feet on me and looked down at me. he seemed intrigued by 
this configuration with my entire body lower than his. he started to 
scooch over onto my body very slowly and gradually. i followed his 
movements—supporting him, attuning with him, not really know-
ing where we were going. i couldn’t tell you how we got there, but we 
ended up lying on the floor together—me on my back and he lying 
close, curled into my side—his head resting on my arm and shoulder. 
we lay that way for a long time, maybe 15 minutes. he had no agita-
tion; his body was soft and relaxed. And i took the opportunity to 
relax as well. it reminded me of when my children were babies: the 
contented glow of lying with them resting on my body, of just being 
together. That is the feeling i found with him that day. (m. helene, 
personal communication, February 19, 2011).
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ChaPter 2
Playing on the Autism Spectrum

laWrenCe C. ruBIn

Play is of serious importance . . . . it follows that the abnormalities of 
play in Autism are not just inconsequential epiphenomena. Rather, 
abnormal play in Autism has significant consequences for develop-
ment (Boucher & wolfberg, 2003, p. 341).

Introduction

As is the act itself, play is a rich and versatile construct. it can refer to the 
solitary behavior of a child and, as such, can provide a window into her 
fleeting interests as well as her compelling passions. As a shared activity, 
play can provide insight into the rules of social engagement as well as the 
common interests of a group of children. From a developmental life span 
perspective, play is a lens through which the different facets of growth and 
change—cognitive, moral, social, creative, and spiritual—can be observed 
and evaluated. on an even larger scale, play is an anthropological marker, 
a means of understanding the rules, roles, and beliefs of an entire people at 
either a point in time or across time.

The versatility and utility of play as both construct and developmental 
activity has been highlighted through the debate over whether the play 
activity of children with autism spectrum disorders (ASd) represents a 
difference to be appreciated or a deficiency to be remediated (Soldz, 1988). 
if the former, then children or adolescents so diagnosed become larger 
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than their diagnosis, and their play becomes a window into their interests, 
challenges, and means of interacting with the world around them. if, on 
the other hand, the play of children with ASd is seen as deficient, then they 
grow smaller as our clinical gaze becomes tightly fixed on their play-based 
deficiency. Playism, which can be defined as the belief that abstract or sym-
bolic play is the ideal form, takes hold, and we, the parents, teachers, and 
clinicians, focus solely on their play deficiency in the same way that their 
play often becomes rigidly fixed on a single object or activity.

The purpose of this chapter is to provide insight into both sides of this 
debate—first by discussing the broad spectrum of play and then by fine-
tuning the lens so that we may better understand the varied experiences of 
play in children along the autism spectrum. This discussion begins with a 
description of two very different brothers at play, followed by a theoretical 
overview of play and then by a description of the play of children on the 
autism spectrum. The chapter ends with a focus on therapeutic efforts to 
enhance play with these children and offers suggestions for clinical practice.

The Many Facets of Play

Brothers at Play
Tyler and Austen are fraternal twins. Although only minutes apart in age 
and conspicuous in their physical similarities, they differ in profound ways, 
one of the most significant of which is the manner in which they play. Tyler, 
the neuro-typical one, loves superheroes, a passion that he shares with his 
uncle, a fan of superhero comics and movies and with whom he has long 
conversations about Superman and Spider man’s origins, powers, vulnera-
bilities, and missions. Tyler loves superhero television shows, comic books, 
and movies, reads everything he can about caped crusaders, and immerses 
himself in grand imaginary adventures, during which he dons cape and 
mask and travels through time and space to confront and ultimately defeat 
the forces of evil. Austen, the neuro-atypical one, has been diagnosed with 
autism and also loves superheroes; however, he expresses his passion quite 
differently from his brother. while the boys sit together watching super-
hero cartoons and movies, Tyler asks abstract questions about heroism and 
cowardice that pass right by his brother—who is wondering aloud what life 
would be like if he had super powers and whether he would use his pow-
ers for good and evil. he engages his superhero action figures in play that 
not only parallels what he is viewing in the moment but also takes off on a 
variety of tangents. he brings his characters alive with conversation.

Austen, who has a formidable collection of superhero T-shirts that he 
wears until threadbare and a vast array of action figures and comic books 
that sit neatly in piles organized by color, seems equally mesmerized 
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by the rapidly changing images on the screen. he delights in the sound 
effects, which he has a knack for imitating. while Tyler adds his own nar-
rative soundtrack to the unfolding stories, Austen sits on the floor play-
ing intently and intensely with his superhero action figures, silently and 
mechanically crashing them together. As he does so, he effortlessly and 
rhythmically rattles off an impressive list of details about each of the 
superheroes; organizes and reorganizes them first by color, next by super-
power, and finally by nemeses; and responds only perfunctorily, if at all, 
to his brothers queries about which superhero story is his favorite. while 
he occasionally glances in his brother’s direction, Austen rarely makes 
sustained eye contact. later in the day, when a few of Tyler’s friends join 
them, Austen, without prompting, wanders off to a corner of the room and 
deepens his immersion into his action figure “play.”

The “Meaning” of Play
which boy, Austen or Tyler, is “truly” playing? which boy plays “better” 
or at a “higher” level? which of the two is genuinely enjoying himself, and 
perhaps using his engagement with superheroes to scale new cognitive, 
social, emotional, or even moral heights? To answer these questions and to 
ultimately understand what play means to each of these boys, we must first 
consider exactly what play is.

The range of voices that have spoken out in efforts to define play spans 
many disciplines—both theoretical and applied, including psychology, 
counseling, sociology, and anthropology. For some, play is a construct to 
be studied and for others an activity to be facilitated. Some study play from 
a philogenetic perspective—as it relates to the development and evolution 
of the species. Among these is play theorist and cultural anthropologist 
Brian Sutton-Smith (2008), who suggests that play, whether it be physi-
cal or mental, is an “existential [and] separately motivated reality” (p. 98), 
through which children transcend the bounds of their immediate world 
with all of its “stuffy and bossy” (p. 94) constraints. in so doing, each 
child is an evolutionary messenger of sorts, carrying forward the impor-
tant knowledge and experiences of all children. For Sutton-Smith, play is 
elemental to social and evolutionary survival, in that it allows children 
to practice and master roles and challenges they will someday confront. 
Similarly, henricks (2008) notes that play offers the “freedom of human 
beings to express themselves openly and to render creatively the condi-
tions of their life” (p. 159). By acting in an unencumbered and creative way, 
playful activity exercises the unique elements of the human condition: free 
will. Social historian mihaly Csikszentmihalyi (1976) evokes the notion of 
flow to describe the intrinsically motivating nature of creative and playful 
activities. Through the freeing-up-to be-in-the-moment process that is the 
basis of play, he argues that “human survival might depend on whether we 
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learn to work synergistic forms of enjoyment into the structure of human 
motivation, while preserving their playful quality” (p. 9).

others, typically clinicians and developmentally oriented psychologists 
(and psychiatrists), have focused on the ontogenetic nature of play as it 
relates to the growth and development of the individual. Among these, 
and most famous for his psychoanalytic interpretation of fairy tales, psy-
choanalyst Bruno Bettelheim (1987) fashioned play as a time machine 
of sorts, through which the player “was anchored in the present but also 
took up and tried to solve problems of the past [while being] offered future 
direction as well” (p. 40). For Bettelheim, play provided freedom from all 
but personally imposed rules and, in spite of providing an opportunity 
to engage in the most primitive forms of activity, also moved the child 
along a socializing trajectory. Along similar lines, Erik Erikson (1963) 
believed that “child’s play is the infantile form of the human ability to 
deal with experience by creating model situations and to master reality by 
experimenting and planning” (p. 222). Erikson believed that play allows 
children to “step out” of everyday constraints such as time, gravity, social 
reality, and even fate so that they can “synchronize the bodily and social 
processes of the self” (p. 211). in this way, play acts as a stage on which 
life is rehearsed. Jean Piaget (1962) believed that play and playful activity, 
predicated on spontaneity and pleasure, subserved the mental processes of 
assimilation and accommodation. whether playing sensorimotorically or 
symbolically, children playfully engaged are exercising their capacity for 
problem solving. Vygotsky (1978) also viewed play, particularly symbolic 
or representational play, as a vehicle both for the development of abstract 
thought and social connectedness. he believed that play “contains all 
developmental tendencies in a condensed form and is itself a major source 
of development” (p. 102), one crucial aspect of which is the capacity to 
encode social behavior through practice.

Each of these ontogenetic play theorists, if you will, offered a devel-
opmental foundation for clinicians who applied these principles in the 
playroom, such as Virginia Axline (1947), Clark moustakas (1953), haim 
ginott (1961), and most recently garry landreth (2002). it was landreth, 
speaking from a rich tradition, who said that “play is the singular central 
activity of childhood, occurring at all times and in all places . . . [and is] 
spontaneous, enjoyable, voluntary and non-goal-directed” (p. 10). he, like 
the others, believed and still does that play is not a privilege but a fun-
damental right, an active engagement with the world, both external and 
internal that forms the foundation of the self.

Tyler and Austen in Retrospect
Before moving on to the next section that explores the play world of chil-
dren with ASd, it is important to consider how the previously described 
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(small sampling of) play-related notions help us to better understand Tyler 
and Austen. Clearly, both boys enjoy their superheroes, engage playfully 
and spontaneously with them (whether through action figures or action 
adventures), and are in one way or another exercising motor and cogni-
tive skills. while Tyler’s play is also clearly social in nature, Austen’s play 
lacks social responsivity and connection. Each is exercising his evolution-
ary prerogative to create order, structure, and meaning while “having fun,” 
and both are experimenting with tangible reality as well as intangible pos-
sibilities. Each, according to the previous discussion, is exercising both 
philogenetic and ontogenetic muscles, so to speak, and is in every sense 
of the word . . . playing. while sociologists, anthropologists, and histori-
ans may look similarly upon them, teachers, clinicians, and parents clearly 
understand that Tyler and Austen play quite differently, and by clinical 
standards one is correct, or healthy or appropriate, and the other is not.

A Different Type of Play
To fully appreciate the play of children on the autism spectrum, it is 
important to consider the various developmental functions that play sub-
serves. From a cognitive perspective, the manipulation, organization, and 
later use of objects to represent people, place, and things in the real and 
imaginary worlds helps children develop a working model for understand-
ing and problem solving. From a social perspective, playing with objects 
and ideas, first alone and then with others, helps children to connect. As 
a vehicle for emotional development, play allows children to explore and 
express feelings, both positive and painful. in the context of language and 
literacy, play provides opportunities to develop narrative and storytell-
ing skills, which contribute to autobiographical awareness (habermas & 
Bluck, 2000) and which, in turn, contribute to social connection.

Across these developmental domains, play is, or at least has tradition-
ally been, conceptualized in neuro-typical children as being a pleasurable, 
voluntary, flexible, and changing as well as an increasingly symbolic activ-
ity. it also progresses from simple to complex, routinized to flexible, literal 
to abstract, and external to internal (wolfberg, 1999). in the case of Tyler 
and Austen, our superhero fans, Tyler has a far broader repertoire of activi-
ties from which to choose while playing with his action figures. Certainly, 
he enjoys collecting and categorizing them, clapping them together, and 
making noises as they fly and battle, and he is drawn to their brilliant 
primary colors. however, unlike Austen, whose action-figure play never 
quite moves beyond this literal and sensorimotor level of engagement, 
Tyler “makes” his action figures come alive by assigning human quali-
ties to them, creating rich and elaborate narratives about their families, 
lives, and adventures, and even attributing false properties (wolfberg) 
to them, (i.e., those that are neither evident or even possible). This latter 

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 C

ol
le

ge
 L

on
do

n]
 a

t 1
2:

37
 1

2 
O

ct
ob

er
 2

01
7 



24 • lawrence C. Rubin

skill is considered the hallmark of neuro-typical play and is thought to 
be absent in autistic play. when friends come over, it is Tyler who is quick 
to rush into joint action and symbolic play, offering up complex rules of 
engagement and orchestrating elaborate interpersonal adventures between 
the action figures, whereas Austen seems quite content to remain in his 
room, organizing his superheroes by power and reciting their adventures 
verbatim from comic books and internet sites he regularly visits. unlike 
his brother’s spontaneous, enjoyable, flexible, complex, and interactive use 
of the action figures as a starting point for creative expression and engage-
ment, Austen’s play is private, ritualized, stereotypical, and concrete—the 
hallmarks of autistic play (Jordan, 2010; Stanley & Konstantareas, 2007).

a Closer look at Cognitive and Social development

Reflecting on Tyler and Austen, the earlier raised question of difference 
versus deficiency must now be reconsidered. is Tyler truly playing while 
Austen is merely playing at? is Tyler’s play cognitively, linguistically, and 
socially ideal for a child his age and thus “healthy,” whereas Austen’s play 
suggests developmental delay? is Tyler moving forward while Austen is, at 
best, standing still?

This simplistic dichotomization of the boys’ play is misleading and 
predicated upon some rather common, yet not necessarily valid, presump-
tions about the play of children on the autism spectrum. Among these are 
the misconceptions that children with autism do not play in any real sense, 
are not capable of pretending (which would otherwise suggest symbolic 
capacity), and neither engage in social play nor “enjoy” playing in any 
observable way (Boucher & wolfberg, 2003).

These misconceptions derive from decades of research into the nature 
of autistic play and the often complex and conflicting array of theories that 
have been advanced to explain it. They loosely divide into two camps: the 
social and cognitive. in the forefront of the cognitive domain is the notion 
of theory of mind (Tom) and its role in the development of mature, sym-
bolic, and interactive play. Simply stated, Tom is a developmental capacity 
or ability to appreciate that others have unique thoughts and feelings and 
act in accordance with them (wellman, Cross, & watson, 2001). Children 
who have developed a theory of mind understand that other children may 
see the world differently from them and that their behavior may be moti-
vated by thoughts and feelings very different from their own. Children who 
have not developed this capacity assume that everyone else thinks and feels 
as they do. They may not even be aware of their own sense of self and inter-
nal states. To do so, these children must be able to decouple (leslie, 1987) or 
step back and reflect on the differences between themselves and the “other.” 
These children must be able to appreciate that a whole is sometimes greater 
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than the sum of its parts—sometimes referred to as central coherence—and 
that a toy can be used to stand for something other than itself or incor-
porated into a broader play activity. This latter ability allows children to 
move beyond functional play (i.e., the use of toys and objects based on their 
appearance or immediate sensory gratification) to symbolic engagement 
with that same toy (i.e., using it in a way that is creative and not bound by the 
immediate characteristics and qualities of that object; Baron-Cohen, 1987; 
Rutherford, young, hepburn, & Rogers, 2007). These children are able to 
engage in “as-if” play by understanding that context is multidimensional.

Children without, or who have a rudimentary, theory of mind may be 
able to fly a caped superhero action figure around a room but will not be 
able to engage that same toy in imaginary adventures or do so with other 
children. Baron-Cohen (1987) referred to this distinction as the difference 
between functional and symbolic pretend play. Pretend play, as opposed 
to functional play, requires that these children “set aside familiar schemas 
that are evoked by external objects . . . and instead to guide their actions 
by internal plan” (Jarrold, 2003; Jarrold, Boucher, & Smith, 1994, p. 1474). 
Children with autism’s play are therefore limited by and to the most imme-
diate and salient aspects of the object they are playing with. lacking in the 
executive ability (Rutherford & Rogers, 2003) to plan ahead, to decenter (or 
decouple) from either the object of their play or its context, or to attribute 
false or imagined qualities to that object, children with autism are bound, 
rather than free, in their play. To the observer, this play indeed appears 
stereotypical, rigid, and uninventive.

in the context of the previous discussion, Tyler understands that his 
superhero action figures are a subset of a larger universe of toys and that 
they “stand for” fictional characters—the creation of comic book writers 
and movie makers. he understands that each of these characters has quali-
ties and characteristics that are themselves creations, some his and others 
not, and that their stories can be modified. he positions himself as the 
conductor of a symphony of endless variation. he is unfettered. Austen, 
on the other hand, is but a member of that symphony, guided by notes on a 
page, incapable, or perhaps unwilling, to consider that those notes and the 
pages themselves can be altered.

The aforementioned possibility that Austen may be “unwilling” as 
opposed to unable is an interesting one, because it suggests that there 
may be an element of volition guiding Austen’s struggle with symbolic 
play. indeed some researchers have provided evidence that children on 
the autism spectrum can understand and even explain pretend play in 
others (Jarrold, 2003) as well as engage in symbolic play with prompt-
ing and shaping (Beyer & gammeltoft, 2000; Charman & Baron-
Cohen, 1997)
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The differences between Tyler and Austen’s superhero action figure play, 
and with it the differences between neuro-typical and atypical play, can 
also be understood from the perspective of social development. in the first 
scenario in which we met the boys, friends had just come to visit. Tyler was 
eager to greet them to share his newest acquisitions and to invite them to 
create new adventures. he has a theory about why super villains do such 
terrible things and why, in many ways, superheroes and their arch nem-
eses were alike in so many ways. Austen seemed overwhelmed by the flood 
of words and activities of the rambunctious group, and although he tried 
to show the boys his newest action figures, he had difficulty keeping up 
with the rapidly changing conversation and couldn’t understand what they 
meant when they said that “superheroes like Superman and Spiderman 
are really jealous of lex luthor and Kingpin.” while adept at functional 
activities with the action figures (williams, Reddy, & Costall, 2001) like 
flying and smashing, he has great difficulty decoupling from his play to 
join in the play of the other boys. once again, he retreats to his corner 
of the room and surrounds himself with familiar toys, talking to himself 
about the powers and abilities of super villains.

Capable of “seeing the larger picture” or context, of decoupling qualities 
such as heroism and villainy, and of possessing a theory of mind, Tyler eas-
ily brings his characters to life and, even more importantly, understands 
that his friends have their own theories about superheroes, which makes 
the shared play all the more interesting. Tyler possesses the capacity to 
engage in joint attention, which is defined as the “psychological coordina-
tion of self and other (here/there, whole/part) which is the basis for a more 
generalized capacity to adopt multiple orientations to an object or situa-
tion” (Charman, 1997, p. 9). Tyler recognizes that he is part of a group and 
as such plays a role in that group. he pays attention to his friends’ facial 
expressions and body language, follows the rapidly shifting conversations, 
and understands the metaphors and symbolism in the play. he appreciates 
that the mutually shared activity is an as-if scenario and can easily move 
in and out of various roles. Capable of affective sharing (Kasari, Sigman, 
mundy, & yirmiya, 1990), Tyler adjusts his emotions to those of members 
of the group and is capable of shifting his attention from his own inter-
ests to those of others and back again (gulsrud, Jahromi, & Kasari, 2010). 
unlike his isolated brother, Tyler plays with rather than playing at. Austen, 
on the other hand, remains stuck in the moment.

it is very likely that this difference in the capacity for joint attention has 
always distinguished the boys from each other and dates to infancy. it was 
then, and during the period of early intense bonding, that Tyler was com-
fortable with face-to-face contact, enjoying extended shared gazing and 
social games such as peekaboo games. it was during these intimate inter-
personal encounters that Tyler learned the subtle rules of social interaction 
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Playing on the Autism Spectrum • 27

and that play activities could be both self- and other-directed (williams, 
2010). People, for Tyler, were as enjoyable if not more so than toys. in con-
trast, Austen was far more comfortable, for reasons not yet understood, 
with objects and pieces rather than people and complex wholes.

interestingly, both Tyler and Austen have excellent vocabularies, par-
ticularly when it comes to superheroes. Each can rattle off the names, pow-
ers, origin stories, nemeses, and vulnerabilities of scores of caped heroes. 
however, when it comes to applying their verbal skills to social situations 
such as the gathering of friends noted already, the differences in the boys’ 
play becomes pronounced. As has been suggested (honey, leekam, Turner 
& mcConachie, 2007; lewis, 2003), language and play develop alongside 
each other, and nowhere in the course of development is this more obvious 
than in the relationship between symbolic play and symbolic language, 
both of which emerge around the same time in neuro-typical children. 
Both play and thought for these children become increasingly complex, 
abstract, and flexible, while the play and thought of the neuro-atypical 
child remains concrete, rigid, and object bound. Tyler creates rich stories 
that transcend time and place, whereas Austen’s narration is intractably 
anchored to the action figures before him. he is not interested, or perhaps 
even aware, that the other boys in the room have lost interest in his repeti-
tive and unchanging narration.

As Tyler and Austen’s parents watch on, they ask each other what can 
be done to help their atypical son become a more “playful” player, one 
who can share his passion rather than wrap it around him like a protective 
cloak, one who can transcend the gravitational pull of objects to join in 
with others around him, one who can create and share stories rather than 
mechanically recite them.

teaching the Child With aSd to Play

From a developmental perspective, play evolves throughout childhood—
beginning in sensorimotor engagement with the physical world and cul-
minating in the capacity to symbolically and internally represent the 
world, as a client might do in the sand tray, dollhouse, or through creative 
storytelling. Neuro-typical play, or what we call normal or mature, frees 
children from physical, temporal, and spatial constraints, providing them 
with limitless as-if possibilities. Coupled with the capacity to take anoth-
er’s perspective and to project human attributes onto inanimate objects, 
these children can engage reciprocally and creatively with other children.

Children with ASd have difficulties in all of these domains (hess, 
2006), resulting as we have seen in repetitive, stereotypical, unimaginative, 
and isolated play. The critical question is, “Can these children be taught to 
play?” interestingly, a growing body of empirical research has suggested 
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that under certain conditions—more specifically, prompting, shaping, and 
modeling—children with autism spectrum disorders can and do sponta-
neously engage in symbolic, pretend, and joint-imaginative play (hobson, 
lee, & hobson, 2009; libby, Powell, messer, & Jordan, 1998). This research 
leads us back to the deficiency–difference question raised earlier and to 
wonder whether the play deficits in these children represent actual skill 
deficiency or lack of interest dictated by the possibility that the sensorimo-
tor appeal of toys and activities may simply outstrip their symbolic and 
functional interest. A closer look at some of this research may help to bet-
ter address this question.

Behavioral interventions centered on lovaas’s (1977) applied behavior 
analysis (ABA) have been successfully applied in teaching children with 
autism spectrum disorders to play symbolically and interactively. Noting 
the deficiency in joint attention that is central to autism, Jones and Carr 
(2004) discussed the importance of ABA in building eye contact as a basis 
for a series of interactive skills including pointing, requesting, responding, 
and commenting on their partner’s play. Each of these fundamental joint 
attention skills was considered crucial by these authors to the development 
of shared play.

more specific forms of ABA that have been used to teach play to children 
with autism spectrum disorders include discrete trial training (Stahmer, 
ingersoll, & Carter, 2003), a method of teaching and then reinforcing the 
elements of a symbolic play behavior, and then chaining them together to 
form sequences of play. Pivotal response training (PRT) (Stahmer, 1995) 
is the extension of discrete trial training to naturalistic settings in which 
a trainer combines incidental learning with direct reinforcement to shape 
interactive play behavior. Reciprocal imitation training (Stahmer et al., 
2003) combines PRT with contingent imitation of spontaneous play by the 
facilitator followed by prompting and reinforcement of children’s attempts 
to imitate the play action. ingersoll has noted that young children can learn 
pretend play in this manner and that it generalizes across settings, materi-
als, and children (ingersoll, 2003). importantly, and in contrast with the 
previous positive findings, it has been argued that behavioral interventions 
targeting play with children on the autism spectrum are most effective 
when they build on children’s existing repertoire of play behaviors rather 
than when relying solely on external reward (luckett, Bundy, & Roberts, 
2007). Specific examples of this would include modeling and reinforcing 
initiating behavior using social stories, comic strip conversations, role 
playing, and cooperative games; using inclusive strategies such as circle of 
friends and peer mentors; and teaching perspective taking—all in the con-
text of a safe and accepting classroom or play space (mastrangelo, 2009).

in contrast to the highly individualized behavioral approaches noted 
already, efforts have been directed at using more holistic interventions to 
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teach play in children’s naturalistic environment. Foremost among these 
is the developmental, individual difference, Relationship-Based (diR) 
Floortime model (wieder & greenspan, 2001) in which “adults follow 
the child’s lead utilizing affectively toned interactions through gestures 
and words to move the child up the symbolic ladder by first establishing a 
foundation of shared attention, engagement, simple and complex gestures, 
and problem solving to usher the child into the world of ideas and abstract 
thinking” (wieder & greenspan, 2003, p. 425). more will be said about 
this popular mode of intervention later on in this volume in Chapter 12.

within the school environment, the integrated Play group (iPg) 
model has been successfully implemented. Based on Vygotsky’s notion 
of scaffolding, or the use of others to encourage, guide, and teach, this 
model relies on structured and facilitated play sessions (hess, 2006; Kok, 
Kong, & Bernard-opitz, 2002) with both expert and novice players work-
ing together to coexperience and colearn symbolic and interactive play 
(lantz, Nelson, & loftin, 2004; wolfberg & Schuler, 1993; yang, wolfberg, 
wu, & hwu, 2003). The use of more experienced or expert peer players is 
less threatening to socially isolated children and can be the focus around 
which the adult builds playful social interaction (mastrangelo, 2009). A 
related intervention that can be used in the school setting is called toy play 
(Van Berckelaer-onnes, 2003), in which the facilitator demonstrates vari-
ous ways of playing with toys, building to a more symbolic level of engage-
ment with them. This type of intervention is based on the observation that 
children with autism spectrum disorders lack a sense of central coherence 
that must be supplied through demonstration and supportive interaction. 
Along similar lines, a recently developed intervention made use of virtual 
reality activities to develop symbolic play in two boys, ages 8 and 15, with 
autism spectrum disorders (herrera, Alcantud, Jordan, Blanquer, labajo, 
& de Pablo, 2008).

Play Therapy

The affirmative response to the question of whether children with autism 
spectrum disorders can be taught to play is encouraging for parents, teach-
ers, and clinicians. The next logical question would be, “Can play therapy 
be effectively used with these clients?” Such is the premise of this book, 
which suggests that although neuro-typical clients are capable and com-
petent players who can use the varying materials of the playroom and the 
therapeutic relationship in increasingly flexible, abstract, and metaphoric 
ways, ASd clients are rigid, stereotypical, and sensorimotoric in their 
engagement with toys, games, play-based activities, and the play therapist.

As we have seen in this section, numerous empirically based and qual-
itative therapeutic research efforts have been successfully used to teach 
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ASd clients to play; however, little of this research has focused specifi-
cally on the use of play therapy with this population. There is a differ-
ence between using a play-based therapeutic approach during which play 
skills are taught, modeled, and reinforced and systematically implement-
ing techniques of established play therapy treatment modalities such 
as cognitive-behavioral play therapy (Knell, 1993), client-centered play 
therapy (landreth, 2002), developmental play therapy (Brody, 1993), 
gestalt play therapy (oaklander, 1988), and psychoanalytic play therapy 
(Bromfield, 1989).

A growing body of play therapy-based research has indeed been evolv-
ing over the last several years, as will be seen in the chapters to come. 
As examples, Kinney and winnick (2000) effectively used an integrative 
approach to help an 11-year-old ASd girl improve her social and affec-
tive functioning in school and at home. Their approach incorporated ele-
ments of nondirective (i.e., client-centered) work. Relatedly, Solomon, 
ono, Timmer, and goodlin-Jones (2008) incorporated elements of client-
centered play therapy into a manualized intervention called parent–child 
interaction therapy with 19 male clients ages 5–12 and found evidence of 
improved adaptability as well as parents’ perceptions of decreased behav-
ioral problems.

using the creative metaphor of the homonculus, or little people inside 
the head, greig and macKay (2005) effectively applied the principles and 
techniques of cognitive behavior (play) therapy with a middle-school–age 
ASd child and observed measureable improvements in the areas of anxi-
ety, depression, anger, and stress level. Similarly creative was the work of 
legoff and Sherman (2006), who incorporated lEgo toys into the play 
therapeutic work with 60 ASd children over a 3-year period and found 
that in comparison with controls these subjects improved in social func-
tioning. we shall revisit legoff’s work later on in this book. in yet another 
study using a play-based approach to counseling, Cashin (2008) drew 
upon the methods of narrative therapy to assist a 13-year-old boy diag-
nosed with ASd to externalize the “big bang” (his tempestuous feelings) to 
improve his social functioning and overall behavior. And finally, herrera 
et al. (2008) incorporated virtual reality games into the play therapy of two 
ASd boys ages 8 and 15, who at the end of treatment showed improved 
symbolic play capacity and a generalization of this behavior into their 
daily lives.

Regardless of the many types of interventions designed to teach ASd 
children and teenagers to play as well as benefit from play therapy, the 
question remains as to whether newly acquired play skills or coping skills 
are practiced spontaneously or generalize across situations. one of the 
most encouraging studies to date was a meta-analysis conducted by Barton 
and wolery (2008) of interventions that purported to teach symbolic play. 
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Their results indicated that “overall, the reports suggest that an increase 
in pretense behaviors are related to adult modeling or prompting in class-
rooms with materials found in early childhood classrooms” (p. 120). This 
study was particularly useful because it developed a “pretend play taxon-
omy” to better articulate the nature of the play behaviors being assessed. 
This taxonomy included categories such as functional play with pretense, 
object/absent-other substitution, sequencing, and verbalizations and, in so 
doing, provided empirical evidence for the remediability of play behaviors. 
To date, there is not yet a parallel analysis of play therapy interventions 
with ASd clients. it is our hope that the contributions to this book will 
form the foundation of such analysis and validation.

Closing remarks—Playing It Forward

Returning for the final time to the question of whether the play of children 
on the autism spectrum (i.e., autistic play) is deficient or different, perhaps 
it makes the most sense to conclude that it is both. To the parents who 
worry that their child will be consigned to social isolation and constrained 
by objects, acts, and activities that offer little to no promise of cognitive 
or creative growth and versatility, autistic play is deficient. Similarly, to 
the teacher who struggles to integrate these children into the social milieu 
through joint attention and shared activities, their literal, functional, 
repetitive, and rigid play behavior represent an obstacle to overcome. To 
(play) therapists who perceive their role as change agents and their thera-
peutic engagement with children on the autism spectrum as repair work, 
conceptualizing autistic play solely as deficiency may deprive them of the 
opportunity to understand the interests, perceptions, and personality of 
these children. To children who play in an autistic way, there are no dis-
tinctions between deficiency and difference—there is only the moment.

And what of our superheroically inclined brothers Austen and Tyler? if 
we are to consider “helping” Austen to “play,” his natural interest in super-
heroes and the previous research suggest enlisting Tyler, at least initially, 
as a peer-expert player who under the guidance of parents, teachers, and 
the clinician could model varying levels of symbolic play. Such play might 
begin with engaging two superhero action figures in conversation about 
their respective attributes already known to Austen such as costume, abili-
ties, and enemies. modeling these conversations could be a starting point 
for building inner conversation and could lead to higher levels of abstrac-
tion and symbolic interactions. Austen’s teacher could capitalize on this 
foundation by enlisting more advanced peer players in school to continue 
modeling and reinforcing different levels of play both in the classroom and 
on the playground. Both in the classroom and at home, Austen and his 
play facilitator could engage in a variety of superhero activities including 
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32 • lawrence C. Rubin

reading comics and watching television and movie depictions of super-
heroes, all the while having conversations at increasingly higher levels of 
abstraction. These might center on the superhero origin stories, their inner 
conflicts, and the struggles they have leading two lives. Such guided con-
versations might help Austen to strengthen his theory of mind capabil-
ity. These efforts may indeed have effect and may even generalize to other 
play situations, providing Austen with new skills for self-understanding, 
expression, and meaningful social connection.
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Part II
Individualized Play-Based Interventions
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ChaPter 3
Helping Children With ASD Through 

Canine-Assisted Play Therapy
rISë VanFleet and CoSMIn Colţea

Introduction to Canine-assisted Play Therapy

Animal-assisted play therapy (AAPT) represents an integration of play 
therapy and animal-assisted therapy (AAT). it systematically involves 
nonhuman animals in the play therapy process in a variety of ways. AAPT 
has been defined as “the involvement of animals in the context of play 
therapy, in which appropriately trained therapists and animals engage with 
children and families primarily through systematic play interventions, 
with the goal of improving the children’s developmental and psychosocial 
health as well as the animal’s well-being. Play and playfulness are essen-
tial ingredients of the interactions and the relationship” (VanFleet, 2008, 
p. 19). AAPT can be conducted with animals of several different species 
as cotherapists, but the field has been developed most completely with 
dogs and horses (VanFleet & Faa-Thompson, 2010). The current contri-
bution focuses specifically on dogs, and the approach will heretofore be 
referred to as canine-assisted play therapy (CAPT). it should be noted that 
throughout this chapter the term animals will be used interchangeably 
with nonhuman animals for the sake of brevity.

CAPT differs from other forms of play therapy due to the presence and 
active involvement of a play therapy dog in the playroom. it differs from 
other forms of AAT in that it is conducted by or with a play therapist who 
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uses play interventions as a means of communicating, understanding, rela-
tionship building, and helping children overcome social, emotional, and 
behavioral problems. The interactions have a decidedly active and playful 
flavor. The therapists and the dogs need specialized training beyond the 
typical play therapy and AAT training, respectively, which is described 
elsewhere (VanFleet, 2008).

The practice of CAPT has arisen from a variety of sources, as a num-
ber of play therapists independently began involving their dogs and other 
animals in play sessions. A total of 83 play therapists participated in a 
2007 survey about the involvement of animals in their work, showing 
that therapists were uniformly enthusiastic about the impact on children 
of live animals participating in their sessions (VanFleet, 2007; see http:// 
play-therapy.com/playfulpooch/pets_study.html for full results). Several 
play therapists began developing a more systematic approach to AAPT, 
including Faa-Thompson in the united Kingdom (VanFleet & Faa-
Thompson, 2010), Parish-Plass in israel (2008), and Thompson (2009), 
Trotter and Chandler (Chandler, 2005; Trotter, Chandler, goodwin-Bond, 
& Casey, 2008), and VanFleet (2004, 2008; VanFleet & Faa-Thompson, 
2010) in the united States. The field continues to evolve.

Research in developmental psychology has clearly established the 
importance of animals in the lives and development of children across 
many cultures (Jalongo, 2004; Jalongo, Astorino, & Bomboy, 2004; 
mcCardle, mcCune, griffin, Esposito, & Freund, 2011; melson, 2001; 
melson & Fine, 2006). Children are drawn to animals, think about them, 
enjoy stories about them, and dream about them. Anecdotal reports and 
a growing body of research have shown the benefits of family compan-
ion animals for children (Beck & Katcher, 1996; Chandler, 2005; Colţea 
2011; Esteves & Stokes, 2008; Podberscek, Paul, & Serpell, 2000), including 
increased calmness and self-regulation, lowered blood pressure, improved 
empathy and caregiving behaviors, increased responsibility, development 
of prosocial behaviors, improved sense of security, and social lubricant 
effects in which shy children engage more readily with other people in the 
presence of a companion animal. Recent biological research has revealed 
that when humans touch or pet their family dogs, their oxytocin levels 
rise significantly, and so do the dogs’ (olmert, 2009). oxytocin, known 
to mediate mother–infant attachment, is now believed to be the biological 
basis of the human–animal bond as well. oxytocin, which operates as both 
a neurotransmitter and a hormone within the body, appears to be respon-
sible for the ability of many animals to read emotions, relax in the presence 
of others, overcome fear, and seek contact with others, both physically and 
for companionship (olmert, 2009). interestingly, oxytocin production in 
both humans and canines is elevated when people pet their family dogs.
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Play therapy has an established and growing empirical history (e.g., 
Bratton et al., 2005) that has shown it to be an effective approach in the 
treatment of children. likewise, animal-assisted therapy has an emerging 
research basis (Nimer & lundahl, 2007; Trotter et al., 2008). while the 
combination of these two fields has yet to be studied in a well-controlled 
fashion, initial research is promising (Thompson, 2009; VanFleet, 2008). 
one of the obstacles to the study of CAPT is the small, but quickly grow-
ing, number of practitioners who have been thoroughly trained in this 
modality. As more clinicians use CAPT in systematic ways, more research 
will become possible. Related to this, practice guidelines and a credential-
ing process that capture the unique qualities of CAPT are being developed 
(VanFleet, 2011).

Philosophy and Guiding Principles
whenever nonhuman animals are asked to perform tasks under human 
direction, their welfare needs to be considered. Too many therapy animals 
are exposed to debilitating levels of emotional stress or exhaustion without 
any recognition by their owners, a state of affairs that disregards the dog’s 
welfare and presents a very poor model of caring to children. Similarly, 
when therapists bring dogs into the playroom, they must think about addi-
tional factors that impact the child and the therapeutic process. To ensure 
the physical and emotional well-being of children and dogs as well as the 
therapy itself, the following principles have been developed (VanFleet & 
Faa-Thompson, 2010).

in short, to the fullest extent possible, CAPT ensures that canine needs 
are considered equally important to human needs and that therapists 
use education and limits to ensure safety of child and dog. Activities are 
selected that are pleasant and enjoyable for the dogs as well as the child. 
Therapists accept the children and the dogs for who they are and do 
not try to mold them into something different. only positive training 
methods are employed, and the dogs are not overcontrolled. The dogs 
can be dogs as long as they behave politely and safely. while CAPT is 
used to achieve therapeutic goals, it is a process-oriented approach in 
which therapists facilitate interactions and metaphors in the moment, 
so they must have competence in play therapy as well as dog handling 
and communication.

Therapeutic Goals
Five major goal areas can be addressed by CAPT, and in many cases the 
same interventions can accomplish more than one objective (VanFleet, 
2008; VanFleet & Faa-Thompson, 2010). Each broad goal area is now 
described briefly.
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Self-Efficacy CAPT offers a unique way to develop children’s capabili-
ties, including their ability to protect themselves and participate in their 
own safety. Children first learn to stay safe with dogs and to avoid behav-
iors, such as hugging, that dogs typically do not like. Pelar (2007, 2009) 
clearly outlined safety features that can be incorporated easily into CAPT. 
Therapists help children develop competencies in animal welfare and han-
dling and simple positive dog training methods, which in turn appear to 
build children’s self-confidence.

Attachment/Relationship CAPT helps children learn how to develop 
healthy relationships with another living being. Children often comment 
how much the dogs “like” them. it is often easier for children to drop their 
defenses and create relationships with dogs than with humans (gonski, 
1985). healthy human attachments and relationships bear many similari-
ties to those between people and dogs (and other species) (Clothier, 2002). 
Because of this, CAPT can help children learn basic relationship skills in 
a fun way, such as taking turns and adjusting to meet the other’s needs 
some of the time. dogs also offer “social lubricant effects” whereby reticent 
children seem more willing to engage socially in the presence of a dog. For 
some children, an enjoyable relationship with the therapy dog is the first 
step toward the development of trusting and satisfying relationships with 
trustworthy humans.

Empathy CAPT offers a unique and effective way to help children 
develop empathy. in its simplest form, empathy involves looking at some-
thing from another’s point of view. in CAPT, therapists can easily turn 
the child’s attention to the dog: “how do you think Sparky is feeling right 
now?” Therapists can help children learn about animal emotions in this 
informal, facilitative manner, and they can also teach children to watch for 
and understand some basic canine communication signals. This includes 
learning to read the dog’s entire body: ears, eyes, mouth, whiskers, stance, 
tail position, movement, and many other indicators of the dog’s state of 
mind. when children develop their awareness of the play therapy dog’s 
feelings, they can be encouraged to provide caregiving behaviors. For 
example, one young girl played ball with Kirrie, a CAPT dog, and asked 
the therapist, “does Kirrie have a loose tooth? her tooth felt loose to me!” 
The therapist responded, “you’re worried about Kirrie’s tooth. it’s great 
that you are paying attention to how Kirrie feels. let me check—i think 
her tooth is fine, but you did just the right thing; you paid close atten-
tion to her and then you told a grown-up about what Kirrie needed. That 
was wonderful, right Kirrie?” other caregiving activities include feeding 
and watering the dog, gentle grooming, petting to help the dog relax, and 
simple massage. A 6-year-old boy poured water into a bowl for Kirrie after 
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they engaged in some dog-training activities together. Kirrie lapped it all 
up. The boy’s face broke into a wide smile as he commented, “how did 
she know to drink it all up? She was really thirsty!” he was thrilled to be 
able to perform this very simple act of caregiving for the dog. Evidence 
suggests that children who develop humane attitudes toward animals can 
transfer those empathic attitudes to humans (Ascione, 1992; Ascione & 
weber, 1996).

Self-Regulation CAPT offers clinicians additional ways to help children 
develop better emotional and behavioral regulation. Therapeutic activities 
with the dog that require children to (1) remain calm (e.g., petting, simple 
grooming), (2) manage arousal levels in self and dog (e.g., tug or stop–go 
running games), (3) use patience (e.g., training the dog to perform a new 
trick), and (4) exercise tolerance (e.g., when the dog doesn’t get it right or 
fails to do what the child asks) can help children apply improved self-regu-
lation in the context of an enjoyable, noncritical situation.

Problem Resolution CAPT can be used to overcome a variety of specific 
problems that children experience. with the right training, dogs can learn 
a number of cues and behaviors that are useful in addressing different 
problems. Furthermore, an experienced play therapist can use the meta-
phors of play therapy and interactions with a dog to help children cope 
with their situations or difficulties. For example, children can teach a dog 
to make better eye contact while learning to do the same themselves. A dog 
taught to turn a light on and off with its paw can help a child overcome fear 
of the dark. Children with trauma histories can “give advice” to a dog who 
lived in a shelter and has some residual “problems.” The possible ways to 
incorporate CAPT to address specific problem areas are nearly limitless, 
and many are detailed in VanFleet (2008) and VanFleet and Faa-Thompson 
(2010). CAPT is useful in addressing various emotional difficulties, social 
and communication problems, learning challenges, and animal abuse, to 
name a few.

Methods of CAPT
CAPT often is employed in conjunction with other mental health inter-
ventions, such as nondirective play therapy, directive and cognitive-behav-
ioral play therapies, filial therapy, and other family play interventions and 
group therapy, and it can be applied in many different settings. The meth-
ods of CAPT are detailed elsewhere (VanFleet, 2008, 2009; VanFleet & 
Faa-Thompson, 2010), but the basic approaches for preparing and involv-
ing a dog in play therapy are outlined here.
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Dog Training and Preparation All dogs involved in CAPT must be well 
trained, although their personalities and abilities determine the form of 
play therapy for which they are best suited. Play therapy dogs must be 
trained using positive, relationship-oriented methods for basic obedience, 
safe play activities, and some tricks. For example, if therapists plan to use 
child–dog tug games with a long tug rope, the dog first must reliably drop 
the toy on cue. “Find it” games are useful for attachment and search-and-
rescue play scenarios. Canine targeting, in which the dog learns to touch a 
part of its body (nose, paw) on objects, can be useful for many play activi-
ties with children. VanFleet (2011) outlined considerations in finding the 
right type of dog training. Furthermore, dogs need to be well socialized to 
people, children, movement, child and toy noises, and all items that are in 
the playroom.

Nondirective CAPT The principles of nondirective, or child-centered, 
play therapy (VanFleet, 2006a; VanFleet, Sywulak, & Sniscak, 2010) are 
upheld during nondirective CAPT as much as possible. Children choose 
how to play and what to play with, and that may or may not include the 
dog. if children do not wish to involve the dog, the dog is permitted to rest 
in a special area within the playroom or in a separate room. if children 
want to include the dog, the therapist facilitates the process so that the dog 
behaves as they ask. if children ask the dog to do something that is not 
enjoyable or hurtful to the dog, the therapist sets a limit. otherwise, the 
therapist includes the dog in some of the empathic reflections if children 
are playing by themselves: “Kirrie, Jake seems really angry at that bad guy. 
he’s tying him up and putting him in jail so he can’t hurt anyone any-
more” or in the actual imaginary play if the child requests it: “Kirrie, Jake 
needs your help from the bad guys! he wants you to bark and scare them 
off. Kirrie, SPEAK to the bad guys! Speak!” (This assumes, of course, that 
Kirrie has learned to bark on the cue “Speak!”). Just as the therapist reflects 
children’s play and feelings in nondirective play therapy and plays roles as 
asked, the therapist helps the canine cotherapist do the same. if a limit is 
needed, the therapist sets it in the usual way: “Jake, you want to ride Kirrie 
like a horse. one of the things you may not do is sit on Kirrie’s back, but 
you can do almost anything else.”

Directive CAPT in directive forms of CAPT, the therapist makes more of 
the decisions about the activities or involvement of the dog. directive CAPT 
might include training activities in which children learn some basic posi-
tive training methods and then teach the dog some new tricks, nurturance 
activities suggested by the therapist such as grooming and feeding, or play-
ful interactions designed to address one or more of their specific goal areas.
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For example, a therapist might suggest agility activities, either on an 
actual outdoor course where children learn to work in tandem with the dog, 
or fake agility in the playroom, in which they teach the dog to jump over 
chairs, crawl under an easel, or jump through a hula-hoop, all rewarded 
by the children with treats or play reinforcements for the dog. Therapists 
often permit children to interact with the dog on certain tasks, giving them 
a few moments to reflect on the metaphors or processes involved in their 
handling of the task, the dog’s reactions, and their feelings about it all. 
Therapists might help children show the play therapy dog how to pick up 
the “bad guy” doll in its mouth and put him in “jail” (a bucket or box) or 
may ask them to give the dog some advice about a behavior they are both 
struggling with, such as stealing or angry outbursts or sharing.

Sometimes therapists might use both nondirective and directive CAPT, 
but the two forms are kept separate, either during different sessions or 
sequentially in which a nondirective segment is followed by a directive 
one. This is important because the basic assumptions, principles, activi-
ties, and level of therapist direction is so different between nondirective 
and directive approaches.

Family CAPT Families can be incorporated into the CAPT process in 
several ways. After three or four individual sessions, children demonstrate 
the basic training, tricks, or games with the dog for their parents. Just 
recently, in her first CAPT session with henry, a labradoodle play therapy 
dog, 9-year-old Casey (with severe attention deficit disorder) taught him 
to spin in a circle by using a treat as both lure and reward. henry learned 
quickly and soon was making a circle immediately upon given the hand 
cue. Casey then asked if she could demonstrate the Spin game for her par-
ents, showing great pride in her accomplishment. demonstrations often 
begin to shift parents’ negative perceptions of their children.

Family CAPT involves the entire family in various directive interven-
tions. For example, the therapist might task the entire family with helping 
the dog negotiate an obstacle course or with asking the dog to sit in his or 
her bed for 2 minutes without leaving. The therapist provides parameters 
to ensure the dog’s safety and to add complexity to the task, such as no 
speaking aloud, no touching the dog, and permission to use treats or toys. 
once the task is completed, the therapist discusses the process and dynam-
ics with the family. These initiative games are similar to those sometimes 
used in group play therapy (Ashby, Kottman, & degraaf, 2008; VanFleet, 
2006b), but with the canine cotherapist as an integral part.

Finally, when therapists acquire sufficient dog training and handling 
skills, they might involve the family’s own pets in the process in the ther-
apy setting or at home. The therapist facilitates the family’s interactions 
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with their companion dog to achieve therapeutic goals or to help them 
generalize prior therapeutic gains to daily life.

Problems and Populations Appropriate for CAPT
CAPT can be used for many of the same problems or types of children or 
families for which play therapy is typically employed. Because it can be incor-
porated into nondirective, directive, and family play therapy modalities, it 
has broad applicability. it has been used for children with anxiety, depres-
sion, attention or learning problems, sensory issues, communication chal-
lenges, oppositional behaviors and conduct disorders, social problems such 
as withdrawal or bullying, trauma reactions to disasters or abuse, attachment 
disruptions and problems, emotional regulation difficulties, and many more. 
Therapists report that using CAPT helps them engage children and adoles-
cents more readily in the therapy process and reduces defensiveness. Creative 
involvement of properly trained dogs and therapist-handlers has tremendous 
potential as this emerging integration of play therapy and animal-assisted 
therapy continues to develop rapidly throughout the united States and abroad.

Risks, Benefits, and Outcomes
The risks of CAPT affect children, dogs, and therapists. For children, 
there are always risks of scratches, bites, or other injuries. These can be 
dramatically reduced by proper training and continual supervision. No 
matter how nice the dog or how nice the child, children and dogs should 
never be left alone together. Therapist supervision is critical, and thera-
pists should be able to read the stress and communication signals of their 
dogs (Kalnajs, 2006; Pelar, 2009). Some people are allergic to dogs, and 
whereas some dog breeds are partially hypoallergenic this is an area that 
deserves serious consideration and management by therapists. Zoönoses, 
or diseases that are shared between dogs and people, are also a potential 
risk. ill dogs should rest at home, and dogs should not be expected to work 
with ill children.

dogs are also at risk. Children, deliberately or unintentionally, can step 
on, kick, push, pinch, hit, or otherwise hurt a dog. Toys used improperly 
can cause injury. magic markers pose a temptation to creative children 
who think the dog might benefit from a change of color. Therapist supervi-
sion is just as critical for the dogs’ welfare as for the children’s.

Finally, although there is little physical risk for therapists, there is a risk 
of countertransference. most therapists love their dogs, and when children 
attempt to do something harmful to the CAPT dog it is natural for thera-
pists to feel protective. if left unchecked, such feelings can have an adverse 
impact on a child’s therapy. Therapists must regularly consider the role 
that their feelings about their companion dogs might be playing in the 
therapeutic process.
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The potential benefits of properly conducted CAPT far outweigh the 
risks. CAPT appears to break down resistance, engage children more fully, 
and offer social lubricant effects (i.e., help children with their social inter-
actions in the therapy process and beyond). CAPT offers a wide range of 
methodologies—more tools—that can be applied to a wide range of prob-
lems. Children typically are very interested in dogs, so using them conveys 
a warm, friendly, and welcome environment for children. Children who 
have had negative experiences with dogs or who are afraid of them can 
be helped to overcome those fears through CAPT. CAPT seems to reduce 
stress levels for children during the therapy process and facilitates the 
accomplishment of therapeutic objectives. The five goal areas described 
earlier have evolved from the work of approximately 100 play therapists in 
North America and the united Kingdom who have been trained in CAPT 
and who have made clinical reports of such benefits. The award-winning 
book Play Therapy With Kids & Canines (VanFleet, 2008) details clinical 
and preliminary research evidence of the value of CAPT.

The fields of play therapy and animal-assisted therapy have growing 
bodies of empirical support (Bratton et al., 2005; Nimer & lundahl, 2007). 
To date, however, there is little research conducted specifically on CAPT 
or its broader counterpart, animal-assisted play therapy, although some 
preliminary studies and reports have demonstrated its promise (Parish-
Plass, 2008; Thompson, 2009; weiss, 2009). As more people are trained in 
the responsible and systematic use of CAPT, more research will become 
possible. Some information about the most relevant and best-controlled 
studies follows.

Trotter et al. (2008) conducted a well-designed study comparing 12 
weeks of equine-assisted counseling (EAC) with the empirically supported, 
award-winning Kid’s Connection classroom counseling intervention, using 
164 at-risk children and adolescents. They used a pretest–posttest experi-
mental-comparison group design. The EAC group demonstrated statisti-
cally significant increases in positive behaviors and decreases in negative 
behaviors on well-established measures. The EAC group made statistically 
significant improvements in 17 behavioral areas, whereas the comparison 
group showed statistically significant improvements in five areas.

Thompson (2009) used a repeated-measures (ABAB) design with sub-
jects serving as their own controls to explore the value of a therapy dog in 
nondirective play therapy with anxious children. The presence of the ther-
apy dog yielded improved mood, facilitated rapport between therapist and 
child, increased the occurrence of thematic play, and reduced aggressive and 
disruptive behaviors during play therapy. VanFleet (2008) used postther-
apy sand tray creations to demonstrate that nearly all children involved in 
CAPT placed a dog figurine in their final sand tray depicting the “important 
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parts of therapy,” whereas children without the CAPT experience did so 
significantly less often.

Further and better controlled research is needed to determine the extent 
to which these promising results will be maintained.

Theoretical and empirical rationale for use With 
Children and teens on the autism Spectrum

Two main characteristics of autism spectrum disorders (ASd) are impair-
ments in social interactions and communication as well as impairments in 
language development (APA, 2000). These impairments, associated with 
the fleeting eye contact also characteristic of children with ASd, negatively 
affect children’s ability to function in social settings. Several studies, how-
ever, have suggested that children with ASd are receptive to companion 
animals, although it is unknown yet why. A possible explanation for this 
preference could be that, when interacting with animals, children are not 
forced into a conversation. Children’s interactions with animals, in con-
trast to interactions with people, are not guided by time constraints nor 
by subtle facial expressions but rather by obvious body movements and by 
sensory experiences (e.g., touching the body of an animal).

Although the influences of animals on children with ASd are yet to be 
understood, it is known that typically developing children experience an 
array of benefits (e.g., walsh, 2009). if children with ASd are as responsive 
to animals as typically developing children are, it would be fair to expect 
that they could enjoy some of the same benefits. New and colleagues (2009) 
concluded that, in their sample, children and young adults with ASd 
equaled the performances of typically developing children and adults in 
recognizing changes in images depicting people and animals. Similarly, 
Celani (2002) investigated the reactions of 36 children to images of objects, 
people, and animals. The children were divided into three groups: (1) 
neuro-typical; (2) with down syndrome; and (c) with ASd. The partici-
pants were presented with several combinations of pictures. Similar to the 
typically developing children, the children with ASd displayed a prefer-
ence for pictures of animals. They also displayed disinterest in pictures of 
people, hinting to the potential disinterest of children with ASd in people.

in conclusion, some children with ASd manifest interest in animals, 
which implies that presence of therapy animals could be beneficial to 
them. The following section reviews the current literature on the interac-
tions between children with ASd and animals.

Children With ASD: Preference for Dogs
martin and Farnum (2002) presented 10 children with ASd with 
(1) a live dog, (2) a plush dog, or (3) a ball for a period of 15 weeks in a 
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within-participants repeated-measure design. After the initial assessment 
of children’s developmental age using the Psychoeducational Profile–
Revised (PEP-R; Schopler, Reicher, & Renner, 1990), martin and Farnum 
evaluated children’s behavior and verbal occurrences during the interven-
tions. Based on analysis of videotapes recorded during the interventions, 
the authors concluded that in the live dog condition the children with ASd 
cooperated more with the person conducting the experiment and talked 
more about the dog. in addition, the results suggested that in the live dog 
condition the children talked more about topics related to the session 
rather than preferred subjects (which is usually more common for children 
with ASd). The developmental age of the children did not moderate the 
outcome. The outcomes of this study imply that presence of dogs during a 
therapy session could influence children’s attention and that interventions 
using therapy dogs might benefit children with ASd of various ages.

Similarly to martin and Farnum (2002), Prothmann, Ettrich, and 
Prothmann (2009) presented a sample of children with ASd with three 
concomitant stimuli: a live dog, a person, and an inanimate object. By 
simultaneously presenting these stimuli, the authors could measure chil-
dren’s preference among these stimuli as determined by the time spent 
with each stimulus. Prothmann and colleagues concluded that the chil-
dren preferred to interact with the live dog twice as much than they did 
with the person, suggesting a type of communication between the chil-
dren and the dog. while the results cannot be generalized easily to other 
children with ASd due to the unique characteristics of this disorder, they 
suggest that this population could be attentive and responsive to animals.

welsh (2009), however, concluded that the joint attention (JA) of chil-
dren with ASd is not influenced by the presence of a team composed of a 
therapy dog and its handler. Joint attention is a critical precursor to com-
munication, and it typically manifests through eye contact with another 
person, alternating gazes between an object of interest and another per-
son, and pointing. welsh investigated children’s JA in a crossover repeated 
measures design, involving 15 children with ASd between 2 and 8 years 
of age. The children were presented with two conditions, a live dog or a 
plush toy condition. welsh found no differences between the two condi-
tions, implying that the presence of a dog does not influence JA in children 
with ASd. Several factors might have influenced these results, however. 
First, the dog was presented in a static manner, and the children were not 
accustomed to the dog prior to the first exposure. in addition, although 
the children were allowed to pet the dog, they were not allowed to play 
with the dog. Further, these results could provide a cautionary tale for the 
importance of considering the individual characteristics of the dogs and 
the children with ASd. it is very likely that dogs are not a universal cure 
(see Colţea 2011; Serpell, 2009).
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most of the research investigating the interactions and effects between 
children with ASd and companion animals has focused on dogs (e.g., 
Nimer & lundahl, 2007). The present literature concerning the interac-
tions of children with ASd with dogs can be divided in three sections: 
service dogs, companion dogs, and therapy dogs. For the purpose of this 
chapter, the term autism service dogs refers to purposefully trained dogs 
to serve persons with ASd, companion dogs refers to family pet dogs (i.e., 
dogs who are not trained for certain services), and therapy dogs encompass 
all assistance dogs (e.g., assisting professionals such as psychologists, play 
therapists, social workers) as well as dogs who provide support to certain 
individuals through their presence in schools, hospitals, and other envi-
ronments. The next section briefly reviews the most relevant research.

Effects of Autism Service Dogs on Children With ASD
Few studies have examined the role of service dogs for children with ASd. 
unlike other service dogs, the autism service dogs work in a triadic rela-
tionship—although the dogs usually are attached to the child via a teth-
ering system, they receive instructions from parents. Burrows, Adams, 
and Spiers (2008) investigated the effects of service dogs on 10 families of 
children with ASd over a period of 12 months. The authors used a qualita-
tive ethological approach to analyze the data (i.e., video observations and 
semistructured interviews with parents). The presence of autism service 
dogs in these families was associated with several benefits for the children, 
such as improvements in children’s gross motor skills as well as a decrease 
in the frequency of behavioral tantrums and anxiety. in addition, the 
dogs enhanced children’s safety by preventing them from running away, 
which is common in some children with ASd. one of the negatives associ-
ated with the service dogs in this study was that two of the dogs had to be 
returned due to family issues and misbehavior of the dogs. overall, the 
negative effects of the service dogs on the families were outweighed by the 
positive influences on the children with ASd.

Viau, Arsenault-lapierre, Fecteau, Champagne, walker, and lupien 
(2010) examined the role of service dogs on children with ASd over a 
shorter period of time. Viau and colleagues assessed changes in children’s 
behavior as well as changes in their cortisol levels based on the Cortisol 
Awakening Response (CAR). According to Clow, Thorn, Evans, and 
hucklebridge (2004), in typically developing adults there is a substantial 
increase in the amount of cortisol after awakening. in addition, the CAR 
differs from the diurnal cycle of the stress hormone, cortisol. Viau and 
colleagues presumed that the influence of autism service dogs on children 
with ASd would be reflected in the levels of the CAR. The measures were 
administered for 2 weeks prior to introducing the dogs, over a period of 1 
month while the dogs were present in children’s families, and for 2 weeks 
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after the dogs were removed. The results suggested that the CAR spiked on 
average 58% from children’s average cortisol secretion when the dogs were 
not present. Presence of service dogs was associated with a sharp decrease 
in the CAR, from 58 to 10%, suggesting that the dogs had a calming effect 
on the children. The CAR scores increased back to 48% from the average 
cortisol secretion once the dogs were removed. in addition, presence of 
service dogs was associated with a decrease in the frequency of unwanted 
behaviors, based on parental report. in summary, these results suggest that 
the service dogs enhanced the well-being of the children with ASd, even if 
they were present for a short time.

Two other studies investigating the influences of autism service dogs 
concluded that presence of dogs was associated with increased safety for 
children outdoors, increased social acknowledgement of the disorder by 
other people, companionship, enhanced communication with others, and 
expanded children’s social activities (Smyth & Slevin, 2010; waldie, 2005). 
of note for all the studies concerning service dogs was that the benefits 
associated with presence of the service dog reflected on the family as a 
whole. Parents reported an increase in family outings, companionship, 
and benefits due to children’s better behavior, especially in public environ-
ments. The previously reviewed studies shed light as to how children with 
ASd can benefit from the presence of purposefully trained service dogs.

Effects of Companion Dogs on Children With ASD
Another area that provides information relevant to CAPT is the interac-
tion of children with ASd with their own companion dogs (Figure 3.1). 
in an unpublished study, Colţea (2008) investigated the role of compan-
ion dogs in 12 families of children with ASd, of whom 9 had companion 
dogs. using parent report, the authors included questionnaires designed to 
measure symptom severity, language, and social skills for children (modi-
fied yes/No Autism Behavior Checklist; Krug, Arick, & Almond, 1980) 
and children’s bond with their dogs (lexington Attachment to Pets Scale, 
or lAPS; Johnson, garrity, & Stallons, 1992). last, the Companion dog 
interactions Questionnaire (CdiQ) was created for this study to assess the 
reciprocity of interactions between children and their companion dogs 
(e.g., how often does the dog follow your child with its eyes? how often 
does your child touch the dog? how often does the child follow the dog 
through the house?).

Based on the CdiQ, Colţea (2008) concluded, for the first time, that some 
children with ASd interacted and were responsive to their companion 
dogs and that the responsiveness of the companion dogs was positively 
correlated with children’s bond with the dog. moreover, children’s scores 
on both the lAPS and CdiQ suggested that some children had a strong 
bond to their dogs. The existence of a bond between children and their 
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companion dogs implies the emotional availability of children with ASd. 
Age moderated children’s bond to their dogs: older children had a stron-
ger bond with their dogs, interacted more with the dogs, and had better 
language skills, although their symptom severity was higher. The design 
of this study did not allow the authors to conclude whether presence of the 
dogs influenced children’s language skills. while the findings of this study 
are limited by the small number of participants, it confirmed that children 
with ASd are responsive to their companion dogs and suggested that their 
bond with their companion dogs could influence their language.

in an ongoing follow-up study, Colţea (2011) has been investigating the 
interactions between children with and without ASd and their companion 
dogs. in-depth interviews were conducted with 14 families of children with 
ASd and 6 families with typically developing children. of note was that the 
children with ASd varied in their attitudes toward their companion dogs, 
from indifferent to very interested in interacting with them. The match 
between certain characteristics of the children and of the companion dogs 
influenced the bond between children and dogs as well as the benefits based 
on presence of the dogs. This suggests that children’s interactions with 
companion dogs are not universal and that factors such as child’s personal-
ity and dog’s personality should be considered for possible interventions. 
For example, some children did not develop a strong bond with a dog who 
is “always jumping, barking, trying to steal their food.” Future research is 
needed to support or refute this theory, but this line of inquiry could pro-
vide useful information to clinicians considering the involvement of dogs 
to help children with ASd overcome some of their difficulties.

Figure 3.1 Group of children walking their companion dogs. (Courtesy of Cosmin Coltea, My 
Companion Dog, mycompaniondog.com.)
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The author concluded that the companion dogs provided the children 
with ASd with direct social support (i.e., emotional support and compan-
ionship). For example, one participant mentioned that her daughter pre-
ferred the company of the dog to her family members:

i think she likes to have him close against her, which is interesting 
because she won’t touch anybody in the family. She’s not demonstra-
tive with people. if i sit next to her on the couch, no part of her body 
wants to touch my body. But she’s very welcoming to say come sit on 
me Fido, put your head on me Fido, or crawls behind him. 

in addition to providing direct social support, the companion dogs pro-
vided the children with indirect social support as well. For example, the 
dogs facilitated children’s interactions with other people. one parent men-
tioned, “it [the dog] opened her up to have conversations with people when 
we’re out for a walk. . . . She’ll actually approach people and say, ‘Can i pet 
your dog?’ . . . She would never have approached people like that before—
ever.” while the design of the study does not permit conclusions about 
causality, it appeared that presence of dogs was conducive of language 
for the children with ASd. Another parent who participated in the study 
talked about the positive effect of the interactions between the companion 
dog and her 3-year-old daughter:

her language increased a lot, and most of her new language is around 
dogs. like yesterday, she saw a picture of Fido, and my mother-in-law 
has two dogs, and she said the longest phrase she has ever said. She 
said, “it’s a dog, it has ears, it’s so cute, there’s three of them.”

in addition to these promising findings, parents of children with ASd 
reported that their children with ASd were able to understand certain 
social concepts easier if the concepts were related to the dogs. For exam-
ple, explaining concepts about violence toward others was successful if 
explained in terms of violence toward the companion dog: “when i need 
to explain something to A., i use Fido as an example. if he does something 
to another human being he doesn’t get it, but if i explain it in terms of Fido, 
he gets it. i’m like, ‘would you go and hit or kick Fido?’” in summary, for 
some children with ASd, presence of dogs was beneficial on multiple levels.

Effects of Therapy Dogs on Children With ASD
There are also studies that have attempted to look at the interactions and 
potential benefits of children with ASd and dogs in therapeutic settings. 
levinson (1962) was one of the pioneers of animal therapy for children 
with ASd. during sessions involving his dog he made a series of observa-
tions related to the role of dogs for children. he suggested that dogs pro-
vided children with ASd with feelings of safety and with an affectionate 
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presence and that they enhanced children’s social interactions. Similar to 
the conclusions of martin and Farnum (2002), levinson concluded that 
presence of dogs in a therapy setting could anchor the children, therefore 
increasing their attention and focus. Further, levinson (1965) suggested 
that dogs are beneficial in therapeutic settings because the children with 
ASd can communicate with them without language. while enhancing the 
language skills of children with ASd is in itself a goal of therapy, the non-
verbal communication between child and dog could create a comfortable 
medium for the child, which in turn would contribute to development of 
language skills.

Although dogs have been included in therapy sessions with children 
with ASd since the 1960s, very little research has been conducted on this 
topic. Redefer and goodman (1989) investigated the effects of a therapy 
dog on 12 children who exhibited autistic features. Children’s ages ranged 
from 5 to 10 years, and although they did not receive a diagnosis they dis-
played autistic characteristics. of note was that according to the authors 
the children were severely impaired. measurements of children’s behaviors 
were taken at the baseline (three 15-minute sessions), during the treatment 
phase (18 sessions of 20 minutes each), during the posttreatment phase 
(three 15-minute sessions), and a follow-up phase (three 15-minute ses-
sions). The therapist was changed during the follow-up sessions, which 
tested for the generalization of the treatment. of note was that unlike 
welsh (2009), where the dog was kept stationary, Redefer and goodman 
encouraged the children to interact with the dog. importantly, children’s 
introduction to the dog was gradual. The children started by talking about 
dogs and by petting them and gradually interacting more by feeding and 
playing with the dogs (e.g., ball throwing). The therapists also modeled 
these activities.

The therapists observed children’s behavior in each phase and coded 
for isolation, described as activities directed at self, and social interaction, 
defined as either verbal or nonverbal interactions with the dog or the ther-
apist (see Sullivan-moricca, 1980/1981, for coding details). A sharp change 
was noted when the dog was introduced. when the dog was present, chil-
dren’s social interaction scores increased by 6.5 standard deviations, and 
their behavior isolation decreased by 5 standard deviations from the base-
line. Further, children’s autistic behaviors decreased as well.

during the follow-up a month later, the effects of the intervention 
diminished, but the effects were still present. Children’s isolation scores 
were 2 standard deviations above the baseline, and their social interac-
tion scores were 3 standard deviations above. These results suggested that 
although the effects tapered off in time the intervention with the dog clearly 
had a beneficial effect on children. Further, another important aspect of 
this study was that the therapist was actively involved by modeling and 
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facilitating children’s interactions with the dog. in addition, the gradual 
exposure to the dog might have strengthened children’s trust in the dog 
and therapist, allowing the aforementioned effects to flourish.

isaacs (1998) expanded on the previous study by using an ABAB design 
instead of the ABA design used by Redefer and goodman (1989). isaacs 
investigated the effect of dog therapy on five children with ASd, between 5 
and 12 years old, using an observational coding procedure. The children’s 
diagnoses varied from moderate to severe autism. Prior to conducting the 
interventions, extensive interviews with participants’ parents were con-
ducted to determine children’s attention span and behavior in the presence 
of dogs. The observation protocol, based on the frequency of the targeted 
behaviors, was also based on the instrument designed by Sullivan-moricca 
(1980/1981). The observed behaviors were “social verbal, social non-ver-
bal, reciprocal interaction and social negative (which included isolative 
behaviors) (isaacs, p. 60). The social verbal behavior consisted of words or 
sounds made by children in response to the therapist or in an effort to 
initiate interaction with the dog or therapist. The social nonverbal behav-
ior included behaviors such as eye contact or imitations of gestures. The 
reciprocal interaction included, among other behaviors, any interactive 
play between the child and the therapist or dog. last, the social negative 
behavior was any behavior that was inappropriate toward the therapist or 
the dog. importantly, these behaviors were coded separately for the thera-
pist and the dog.

Each child participated in nine sessions of 25 minutes each, over a period 
of 4 to 6 weeks. Although a protocol was used for each phase, slight devia-
tions were necessary due to the individual characteristics of each child 
(e.g., if the child was nonresponsive). during the baseline phases, after the 
initial greeting period the child was engaged in turn-taking games such as 
walking around the room, ball rolling, blowing bubbles, and eating a piece 
of cookie. during the treatment phases the same activities were conducted, 
except that the dog was involved in each of them. Similar to Redefer and 
goodman (1989), the children were gradually introduced to the dog by 
first encouraging identification of the dog’s body parts, then talking about 
the dog, followed by modeling appropriate physical interactions with the 
dog. The child and the therapist took turns walking with the dog, identify-
ing body parts on the dog, brushing the dog, and feeding the dog.

isaacs (1989) concluded that several factors were important in the inter-
ventions. First, the activities were selected based on children’s activity level. 
For example, more gross motor activities were conducted for hyperactive 
children, such as ball throwing. Second, some children preferred working 
on the floor whereas others preferred to stand. Third, the therapist’s tone of 
voice was modulated in response to children’s activity level (i.e., a soft voice 
was used with hyperactive children). Fourth, the individual characteristics 
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of the children were also important (i.e., child’s degree and nature of fear 
of the dog, if any, receptivity and tolerance to social intrusion by the dog 
and therapist, and ability to sustain focus during an activity) (p. 75).

The group-level results suggested that presence of the dog during 
the treatment phases resulted in less frequent social negative behaviors, 
increased social nonverbal and verbal behaviors, and increased frequency 
of reciprocal interactions. The author noted that the second phase of treat-
ment resulted in higher scores, suggesting that increased interactions 
between children and dogs could result in higher benefits for the children. 
Because of the study design, which measured the behaviors separately for 
the therapist and for the dog, the author concluded that the children trans-
ferred their social interactions with the dog to the therapist.

At an individual level, the effects of dog therapy differed among the par-
ticipant children (isaacs, 1989). These results, similar to the recommenda-
tions of a few other researchers (e.g., Colţea, 2011; Serpell, 2009), highlight 
the importance of considering individual characteristics (i.e., personality, 
age, previous knowledge of dog behavior) in animal-assisted therapy.

Sams, Fortney, and willenbring (2006) investigated the influence of 
animals on the language and social interaction skills of 22 children with 
ASd, between 7 and 13 years old. The children participated in two condi-
tions: one involving only occupational therapy techniques and a second 
session where different animals (i.e., llamas, dogs, and rabbits) were pres-
ent. The authors concluded that presence of animals resulted in better 
language and social interaction skills. The authors suggested that perhaps 
the nonjudgmental attitude of animals might encourage children’s use of 
language and enhance their social interactions.

with regard to the social interaction of children with ASd, Solomon 
(2010) provided more evidence for the powerful role of therapy dogs. 
Solomon observed unscripted interactions among a 9-year-old child with 
ASd, her 4-year-old twin sisters, and a few therapy dogs and their handler. 
The observations concluded that presence of dogs helped the child with 
ASd engage in conversations with the handler and her two younger sisters. 
during the interactions with the dogs, the child with ASd learned several 
instructions, which she was later able to explain to her sisters. Further, she 
explained the “Speak” instruction to another child while in a park setting. 
The child with ASd had observed another child having difficulties getting 
her dog to respond to the instruction, after which the child with ASd spon-
taneously, without any prompting, offered information to the other child. 
The results of this case example suggest that, at least in this case, dogs do act 
as social facilitators and, more importantly, that children’s skills in inter-
acting with the dog can be transferred to social interactions with people.

in summary, several conclusions can be drawn from the previously 
reviewed studies. First, presence of companion animals seems to benefit 
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children with ASd. Caution must be exercised, however, in making sweep-
ing generalizations about these benefits, due to the spectrum effect of these 
disorders. Second, it is important to note that presence of dogs appears 
to generate most benefits, especially in social environments where pres-
ence of other animals is not readily available. Concerning this aspect, it 
is important for CAPT therapists to keep in mind that while interven-
tions with therapy dogs are usually conducted indoors, the presence of a 
therapy dog in social settings could provide different benefits to children 
with ASd, such as acting as social facilitators and reducing anxiety levels 
in diverse environments. last, the benefits appear to generalize from the 
interactions with animals to interactions with humans, suggesting that the 
nonverbal, furry, attention-catching presence of therapy dogs can play an 
important part in the social integration of children with ASd.

Specific Interventions Used With Children With ASD
Both authors of this chapter have involved dogs with children with ASd in 
somewhat different ways. VanFleet has helped develop the field of CAPT 
and, in so doing, has applied many of the specific interventions listed ear-
lier and elsewhere (VanFleet, 2008) with children with ASd. These include 
(1) helping children learn to interact safely with play therapy dogs, (2) non-
directive play therapy in which the therapist helps the dog play roles as 
designed by the children and reflects the child’s feelings and intentions 
through the dog, and (3) a wide range of directive play therapy interven-
tions such as training the dog, teaching the dog new tricks, playing ball 
or tug safely with the dog, agility work, and dramatic play involving child 
dress-up and special bandannas for the therapy dog as they enact social 
scenarios. There are vast possibilities in terms of specific methods that can 
be used to address areas of social and language functioning, and some of 
these are illustrated in the case examples that follow.

Coauthor Colţea has created a unique group program for children with 
ASd. The program is based on existing research on the value of com-
panion dogs for typically developing children (e.g., melson, 2003), his 
previous work and research with children with ASd (i.e., worked and vol-
unteered with numerous children with ASd in situations that involved 
interactions with animals), and his experience as a dog trainer (profes-
sionally training other people to work with their dogs as well as training 
dogs directly since 1991).

The program is a recreational program, although it could easily be 
adapted by therapists with the proper skills for use in a play therapy set-
ting as well. The program is a group class designed to enhance children’s 
relationships with their companion dogs as well as children’s interactions 
with peers during eight 1-hour weekly sessions. The requirements for par-
ticipating in the program are that children have a diagnosis of ASd and 

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 C

ol
le

ge
 L

on
do

n]
 a

t 1
2:

37
 1

2 
O

ct
ob

er
 2

01
7 



58 • Risë VanFleet and Cosmin Colţea

have a companion dog (i.e., a family dog, not a specially trained service or 
therapy dog). The first time the program was offered, however, one of the 
children worked with one of author Colţea’s dogs, due to the child’s family 
not having a companion dog. This child’s interactions with the dog were 
initially facilitated through subtle head signals from Colţea until the child 
had an opportunity to build a connection (Figure 3.2).

The first week of class is conducted without dogs present to allow for 
introductions and to learn about dog behavior based on pictures and on a 
live demonstration dog (one of the group leader’s dogs). The group classes 
have been limited to three or four children to permit sufficient individual 
attention. Children who have participated to date have been 9 to 14 years 
old, and their symptoms were relatively mild (i.e., all children possessed 
some form of language) (Figure  3.3). Children’s social skills were not 
observed without having at least one dog present.

The program has three core areas: (1) learning about dog behavior (i.e., 
dogs’ communication style and their needs); (2) caretaking of the dogs 
(i.e., brushing and grooming, preparing their treats, and refilling the water 
bowl); (3) obedience and agility exercises, as well as diverse games (e.g., red 
light/green light, musical chairs, alternating the walking pace in different 
combinations—slow/normal/fast).

Children first participated in some obedience exercises, with empha-
sis placed on learning “Stop” (i.e., the child stops the dog in a standing 

Figure 3.2 Emotional connection between a child and his companion dog. (Courtesy of Cosmin 
Coltea, My Companion Dog, mycompaniondog.com.)
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position by verbal instruction or by hand signal). This instruction was later 
integrated in the games. with regard to the games, the red light/green light 
consisted of having the children advance and stop with the dogs at their 
side. The children and the dogs moved both forward and backward to 
enhance children’s gross motor skills (the goal was not to reach the person 
giving the instruction but rather to not get caught moving). For the musi-
cal chairs, the children walked around a circle of five or six chairs with 
the dogs at their side. The rules of the game stipulated that upon hearing 
an instruction from the group leader the children had to instruct the dog 
accordingly, and they themselves were to sit on the chairs. Similar to the 
previous game, no child was eliminated from the game; rather, the goal 
was on ensuring that the children were attentive to their dogs and that 

Figure 3.3 Companion dog facilitating child-to-child communication. (Courtesy of Cosmin Coltea, 
My Companion Dog, mycompaniondog.com.)
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they were attentive to the instructions issued by the instructor. depending 
on certain factors, such as dogs’ training level and children’s knowledge of 
dog behavior, the difficulty level of the games could be adjusted (e.g., the 
children have to advance in a line formation for the red light/green light 
game, which ensures that they are attentive to their peers).

in addition, the program targets certain areas of social functioning, such 
as turn taking, appropriate use of voices, problem solving, and organiza-
tional skills by involving the children in running the class. For example, in 
one group, the children decided the schedule for one of the classes—they 
had to discuss and agree on the exercises to be used. while this might not 
be possible with nonverbal children with ASd, in that instance it allowed 
the children to solve a difficult task, one that required independent think-
ing and social interaction.

So far, this program has been piloted successfully in advance of a research 
study slated to begin in fall 2011. The author’s own observations and paren-
tal reports from the pilot programs have suggested that the group program 
offers some benefits for children. First, there was an improvement in chil-
dren’s awareness of the dog (e.g., discontinuing dragging the dog around 
while involved in discussions with other children). in addition, children’s 
social interactions with each other became more fluent—although this 
could also be due to time spent together (i.e., the children talked more 
to each other, were learning about each other’s interests, shared diverse 
personal stories). Second, there were improvements in children’s eye con-
tact with the group leader (author Colţea), probably because the children 
were encouraged to make eye contact with their dogs to ensure that their 
dogs were attentive to them. There were also improvements in children’s 
posture, perhaps because they had to use different body positions when 
communicating with the dogs. Third, there were improvements in dogs’ 
reactions to the children—they responded faster to instructions.

in addition to the authors’ own observations, personal communication 
from parents confirmed the positive influence of this program on the chil-
dren. one father mentioned that his son preferred this program in com-
parison with programs that did not have an animal component: “out of all 
of them, yours was the one he loved the most. So much so that i believe he 
even sent an email to you. he referred to it as ‘epic’ and looked forward to 
each class.”

Children’s interactions with the dog during the program seemed to 
transfer to interactions at home. one parent reported, “my son has actually 
asked to take Fido out a few times this week and is doing well with talking 
to her. we are impressed so far with his increased understanding of what 
to do with her even though it sometimes takes a prompt or cue for him to 
step back and think about his attitude and how she is reacting.” in another 
case, the parents, who acquired the dog for the child with ASd, had been 
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somewhat disappointed that the dog had bonded better with them: “i think 
taking the course has helped with something we tried to foster—a little bit 
more of a bond with the dog where he takes the class, and my wife and i are 
completely gone, and it is just him and Fido doing this.”

Case examples

Three case studies are included here. The first represents an individual, in-
home intervention by coauthor Colţea with the child’s companion dog, and 
the second is an example from his group program for children with ASd. 
The third is a case example from coauthor VanFleet’s play therapy prac-
tice involving a therapy dog. in all cases, identifying information has been 
changed to protect the privacy and identity of the children and families.

Jeremy
Jeremy was 9 years old when we started and had a diagnosis of autism. he 
was attending school with the help of an educational assistant. Although 
his language skills were good, his social skills (i.e., not looking and inter-
acting with other people) and his rigidity in eating choices (i.e., certain 
fast-food products) were a cause of concern for his parents. Building rap-
port with Jeremy during the first session, i listened to Jeremy talk about his 
two companion dogs (two small cross-breeds, approximately 15 pounds 
each, and 6 and 8 years old). Although Jeremy interacted with the dogs 
inside his home (i.e., petting and playing with them), he did not inter-
act with them outside, partly because his parents did not walk the dogs. 
initially Jeremy and i played with the dogs inside the house and then in 
the backyard. gradually, we took both dogs for walks in a nearby park 
and worked with them on a variety of obedience exercises. The exercises 
were meant to strengthen Jeremy’s pronunciation and to enhance his self-
confidence. in addition, the dogs seemed to welcome the exercises, given 
their exuberant attitudes.

After several sessions in which Jeremy became confident in walking 
with one dog after he clearly began enjoying running with his dogs in 
the park, the walks were scheduled during busy times in the park to meet 
other people. i modeled interactions with other people for several sessions 
(e.g., casually talking about dogs with other dog guardians in the vicin-
ity) and continued introducing games designed to enhance Jeremy’s inter-
est in the dog (e.g., tobogganing with one of the dogs who enjoyed this 
activity). gradually, Jeremy started to respond to people’s questions about 
his dogs’ names, and Jeremy furthered the conversations by mentioning 
his dogs’ unusual activities (e.g., tobogganing). in the beginning, Jeremy’s 
responses were “thrown,” without looking or speaking in the direction of 
the other person. The “watch game” proved successful in having Jeremy 
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make better eye contact with me and possibly others. The watch game 
required nonverbal communication only. i mentioned to Jeremy that it was 
important to get the dog’s attention for any instructions and that eye con-
tact told us that the dog was paying attention. Before practicing with the 
watch game with one of his dogs, Jeremy practiced making eye contact 
with me. After approximately 5 months of work on this with the dogs and 
me, Jeremy was consistently responding to questions from passersby about 
his dogs and looking in their direction while so doing.

with regard to Jeremy’s eating habits, two methods were used to diver-
sify his menu. First, i discussed with Jeremy about the varied menu of 
the dogs (as part of the program, parents were encouraged to feed their 
dogs a varied diet of dry food and vegetables). during these discussions, 
the variety of food was associated with dogs’ speed and apparently inex-
haustible energy, values that were desired by Jeremy. The second method 
involved walking with the dogs for longer periods of time and stopping 
strategically next to food establishments that were not initially favored by 
Jeremy. gradually, by combining modeling of dog eating habits and prox-
imity to certain establishments, Jeremy began to expand his restricted 
diet by including other foods. his parents reported, however, that while 
his meals were more varied during these sessions Jeremy maintained his 
strict diet with them.

Marcel
marcel participated in one of the group classes. he was 10 years old, and 
his dog was 6 months old. during the first few classes, marcel neglected 
the dog and focused on a Rubik’s Cube puzzle, which his parents reported 
went everywhere with him. during these first classes marcel participated 
in all activities, but his attention was still on the Rubik’s Cube (i.e., at 
every opportunity he would play with it instead of focusing on the dog). 
in addition, his interactions with the dog were unfocused; he liked to run 
with the dog, but he did not know how to reward the dog or how to calm 
the dog if need be.

during the classes, one of the goals was to remove the Rubik’s Cube 
and to increase marcel’s attention to his dog. one of the strategies i used 
to reduce the use of the Rubik’s Cube was to ensure that marcel, as well as 
the other children in the group, practiced heeling, which in turn requires 
rewarding the dog very often, by either petting or using treats. Rewarding 
the dog meant that both of marcel’s hands were occupied and that he was 
attentive to the dog. Further, the heeling exercises were conducted at dif-
ferent paces, from a very slow pace to a fast pace.

Another strategy was based on using games and activities that were 
engaging to deter marcel from playing with the Rubik’s Cube. games 
such as maintaining a line formation while heeling ensured that marcel’s 
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attention was focused on his peers and his dog rather than on the Rubik’s 
Cube. in addition, running the agility course also made certain that marcel 
did not have time to engage in playing with the puzzle. Another factor that 
contributed to marcel eventually leaving his Rubik’s Cube outside of class 
was an incident during which his dog grabbed one of the plastic pieces 
from the Cube after marcel accidentally dropped it. After i discussed with 
the children the consequences of dogs swallowing foreign objects, marcel 
began petting his dog.

during the following sessions, marcel was more focused on his dog and 
no longer brought his Cube to class. Although it is unknown what caused 
him to stop bringing his favorite object to the class, i believe that it was 
due to marcel’s growing emotional attachment to his dog and his desire to 
protect his dog from being hurt. his parents noted that marcel appeared 
to be more emotionally open about his dog, and he had shown them that 
he was able to care for another being.

Macy
macy was a 9-year-old girl diagnosed with high-functioning autism, post-
traumatic stress disorder, and attention-deficit/hyperactivity disorder. 
due to her mother’s drug addiction problems and her father’s complete 
absence, macy had been adopted at age 4 and raised by her aunt and uncle. 
She was seen in play therapy for her trauma and worsening behavior 
problems at home and school. She was unable to handle angry or fearful 
feelings and became destructive and extremely distraught when she expe-
rienced those emotions.

macy had made progress through the use of play therapy and filial 
therapy in terms of her relationship with her adoptive parents. disruptive 
behaviors had lessened, but macy continued to struggle with her feelings 
and social relationships. She had no real friends, was unable to talk about 
her feelings, and had low frustration tolerance. She spoke rarely, made 
almost no eye contact, had very poor social skills, and had difficulty focus-
ing on auditory information.

macy readily admitted that she loved animals and much preferred their 
company to that of humans. She gravitated toward her primary therapist’s 
office dog, henry, a rescued labradoodle, and enjoyed petting him and 
lying on the floor with him. Because macy was seen at the practice affili-
ated with the first author (VanFleet), CAPT sessions were added to the ser-
vices she was already receiving. Because macy already had a relationship 
with henry, i began CAPT with henry, and the primary play therapist 
joined us for those sessions to ensure continuity. later, i introduced macy 
to two of my own play therapy dogs.

henry was a good choice because he had some similar difficulties to 
macy’s. Although he was a very social dog, his attention drifted from one 
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toy to another, and his focus on people was fleeting unless they were offer-
ing him food or rubbing his belly. he had a calm demeanor and relatively 
low energy while in the office, which made him seem safe and relaxed.

For macy, the goals of CAPT were to increase her ability to focus, to 
help her learn more about recognizing and expressing feelings, to develop 
her self-confidence, and to improve her social and communication capa-
bilities. She sometimes had been physically intrusive with henry, result-
ing in his moving away from her or becoming too excited, so i hoped that 
CAPT would also show her how to create a relationship with him that was 
respectful of his space and body.

Macy: Early CAPT Sessions in her first three CAPT sessions with henry, 
macy said almost nothing. She had trouble following instructions and was 
distracted by the toys. during these early CAPT sessions, i chose simple 
dog-training activities that i thought would keep macy’s and henry’s 
attention while resulting in some success for both of them. They are briefly 
described herein.

First, i taught macy about clicker training, during which she used a 
small device that made a click sound (conditioned reinforcer) just prior 
to her giving the dog a treat. The click communicates clearly to the dog 
that the current behavior is good. it also makes the interactions with the 
dog quite concrete and helps children focus more on the dog’s behavior 
(they must watch for the right moments to click). macy enjoyed this and 
mastered the clicker quickly. She chose not to talk and used the clicker to 
communicate with henry. Next, in an eye contact game, macy gave henry 
treats whenever he made eye contact with her. Soon, henry and macy were 
making regular eye contact with each other. i offered encouragement and 
praise, with a few suggestions to help her succeed.

during the third session as macy taught henry a new trick, she acciden-
tally tossed a toy so that it nearly hit me in the stomach. when i laughed, 
macy began giggling. it was the first time i or her primary therapist had 
seen her smile. There was a brief moment of laughing together—a sig-
nificant social connection—before our attentions turned back to the dog. 
The third session ended with a hide-and-seek game. macy hid and henry 
searched until he found her, rewarded by treats when he did. Each time i 
asked if she wanted to play this game again, she nodded and found a new 
place to hide.

when i suggested that macy provide some verbal cues to henry, she 
declined, and i accepted her decision. Pushing her would not yield the out-
comes that we desired.

Macy: Middle CAPT Sessions macy improved during the fourth and 
fifth CAPT sessions, entering the room with more confidence, taking the 
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clicker and preparing the treats with new initiative. macy taught henry to 
turn in a circle, smiling frequently at henry’s attempts to learn this trick. 
She glanced and smiled slightly at me and at her primary therapist (still 
observing the sessions) several times. She offered several soft but audible 
comments to both therapists about henry’s behavior.

during the fifth CAPT session, macy laughed openly several times. She 
obviously found henry’s antics funny, but of real significance was the fre-
quency of her eye contact with me. macy used hand gestures and whistles 
to prompt henry to do one of his tricks, then looked at me and smiled, 
then returned her attention to henry. her acknowledgment of me seemed 
to convey her sense of joy in being able to play the games with henry as 
well as a shared component; that is, she was sharing with me specifically 
her pleasure in the activity (a bit like two parents whose eyes meet and 
who smile when their child does something cute). This was a new behavior 
for macy and seemed to be an indication of the social lubricant effects of 
the work with henry. This socially engaging glance increased in frequency 
and duration with each session that followed.

At this time i introduced a canine puzzle game to macy and henry. 
other than showing macy how to work the game, i gave few instructions, 
allowing her to teach henry as she wanted. henry was particularly dis-
tractible during this session, so macy first had to get his attention to show 
him that there were treats hidden in the puzzle. She tried several strategies 
to do this, and i was able to reinforce her persistence and problem-solving 
skills. when henry walked away several times, i asked macy how he might 
be feeling, and she was able to identify possible frustration and boredom. i 
reinforced her recognition of his feelings. Eventually, macy helped henry 
focus on the puzzle and gave him hints about how to solve it. Throughout 
this 20-minute sequence, macy was fully engaged, showed complete focus 
on the task, and demonstrated more patience than would be expected of 
most people! She smiled when henry succeeded and quietly waited when 
henry seemed to forget what he was doing and became distracted. From a 
therapeutic perspective, macy was showing significant progress and inter-
est in what she was doing. She was pleased with henry’s (and her) eventual 
success and asked to demonstrate the puzzle game for her parents.

Macy: Later CAPT Sessions From this point forward, macy made much 
progress. She increasingly was able to identify henry’s feelings when 
prompted, and she listened carefully to my instructions or prompts. She 
began using spoken language spontaneously and more frequently. her 
focus was on the work she was doing with henry, and it seemed to reduce 
her self-consciousness and discomfort when interacting with people.

during her eighth CAPT session, we made a dVd that demonstrated 
the things that she had taught henry, and during a family session her 
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primary therapist helped her decide to share it with some extended family 
members. They worked out the details so there was no pressure on macy to 
talk about what she was doing—she simply could show the dVd, which i 
had edited to remove any sense of “therapy” from it.

during all of the CAPT sessions, i emphasized the metaphors as they 
arose: “it’s hard to keep focused on things sometimes. gee, henry keeps 
trying and he can’t figure it out. he’s frustrated, but you’re helping him 
take it a step at a time. Sometimes with tough problems, henry has to keep 
trying different things, and he doesn’t always get it the first time.” i made 
little effort to “teach” these lessons to macy, as that would have made the 
process much too cognitive. i knew she was absorbing much more through 
her own experiences with the dogs.

macy also began to work with two of my own dogs during the later ses-
sions, and she confidently was able to teach them some new tricks as well. 
This required her to have flexibility in teaching the dogs, as they did not 
react quite the same way that henry did. Again, she was able to demon-
strate focus, patience, and caring.

Some rather remarkable progress occurred during two sessions with 
Kirrie, my border collie/hound play therapy dog. Kirrie is very energetic 
and quick to learn, and she enjoys physical games. i brought in a 10-foot 
flexible fabric tunnel similar to those used in canine agility. macy helped 
teach Kirrie to run through the tunnel, and macy ran to the other end of 
the tunnel to meet Kirrie with a treat. Kirrie came to the end and stuck just 
her head out to get the treat from macy. macy began laughing at this, as 
did both of us therapists in the room. Soon thereafter, macy began climb-
ing through the tunnel herself, followed by Kirrie. macy was trying to beat 
Kirrie to the end. Several times Kirrie came out of the tunnel and began 
licking macy’s face. Although she had some negative reactions to licking 
before this, macy laughed even harder, clearly enjoying it. At the end of 
this session, i gave macy a choice regarding which dog she would like to 
play with for the next session. She chose Kirrie.

when macy came into the playroom for the next session, she was 
extremely talkative about school, a sports game she had played, and dogs. 
Neither her therapist nor i had seen her talk this much. There was much more 
tunnel play with Kirrie, including the “races,” and macy also found ways to 
“fool” Kirrie so she could get a head start in the tunnel. She laughed aloud 
during all of this play, highly engaged with the dog but also with us. Kirrie is 
also an expert hide-and-seek player, so i suggested this game, knowing that 
macy had been interested in it before and because it fit well with some of 
her attachment needs. macy hid in several locations and was always pleased 
when Kirrie almost immediately found her. After 40 minutes, i took Kirrie 
to my office and then met with macy’s aunt and uncle to review progress 
while macy’s primary therapist held a short play session with her.
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macy’s uncle told me that in the waiting room just prior to this ses-
sion with Kirrie macy had initiated a conversation with him for the first 
time ever. he was very pleased. macy’s aunt and uncle also reported that 
her newfound confidence seemed to be spreading to the home and school 
settings, where there were fewer emotional or behavioral outbursts. her 
verbal conversations were also on the rise.

As we talked, macy and her therapist came from the playroom, and macy 
asked me to come back to see “a surprise.” This social initiation was also 
new for her, not seen before by her therapist, aunt, or uncle. She showed me 
a sand tray she had created, with people’s houses neatly arranged around 
the edges and all the “courtyard” space in between filled with animal fig-
ures. There were also birds perched on the top of some of the houses. macy 
proudly showed me her creation and commented about how it was such a 
fun place where animals could feel free and play! macy seemed to be reach-
ing out through the animals to some of the humans in her life.

After 12 CAPT sessions, i invited macy to bring in her own family dog 
for us to work with part of the time. She was pleased to do this, and this 
part of the CAPT process is continuing. her parents now join us for some 
sessions, as they are learning how to facilitate the canine interactions at 
home in ways consistent with the CAPT sessions.

in summary, CAPT helped open doors for macy. She was able to 
develop her own skills and confidence. She began to communicate more 
appropriately with people while sharing social interactions involving the 
dogs. her primary play therapist reported that she was able to relax more 
during play sessions and make greater progress than she had. her parents 
reported that she seemed to demonstrate more interest in family life, espe-
cially when they included their dog in more activities (something i had 
worked with the entire family on).

guidelines and Specific levels of Client Functioning

The use of CAPT with children with ASd is a newly emerging practice. 
more research and clinical experience will help define its applications and 
limitations. Because the relative strengths and difficulties of children with 
ASd vary significantly across the spectrum and for each individual child, 
specific guidelines for the use of CAPT are not yet available. it does appear 
that CAPT is probably not appropriate for all children with ASd, and 
individual children may benefit from the involvement of specific dogs and 
types of interactions with them. A thorough knowledge of children with 
ASd and their needs is critical, and an accomplished and perceptive play 
therapist properly trained in the methods of CAPT can probably make 
some good decisions based on the guiding principles of child development, 
clinical child work, play therapy, and CAPT. it is hoped that future research 
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and experience will begin to define the circumstances under which CAPT 
can facilitate therapeutic interventions and offer the most benefits.

it seems likely that forms of CAPT might be beneficial for children with 
ASd who are functioning at all levels. dogs offer a tactile, living presence 
that does not require language or fine-tuned social skills. They provide a 
metaphor for attachment, communication, social skills, problem solving, 
and many other features of productive relationships. interactions can be 
as simple as petting a willing dog and as complex as teaching the dog a 
new trick or game. when therapists facilitate interactions between chil-
dren with ASd and dogs, they can capitalize on whatever interactions and 
metaphors along this continuum that best meet the needs of each indi-
vidual child.

given the special needs and symptoms of children with ASd, however, 
there are some special considerations to ensure that the use of CAPT is 
appropriate and helpful to all involved. First, it is absolutely essential that 
therapists have full training in play therapy and in CAPT. it is inappropri-
ate to take one’s own companion dog into a play session without preparing 
the dog and oneself fully for this eventuality. Supervision during initial use 
of CAPT is also very important to ensure professional skill development in 
the use of the method.

Second, therapists must develop competencies in positive dog train-
ing, handling, and relationship. use of any force- or dominance-oriented 
equipment or methods is completely inappropriate, not only for its nega-
tive impact on the dog but also for the poor model it presents to children. 
Perhaps of greatest importance is to become fluent in canine communica-
tion and body language. dogs communicate a great deal about their emo-
tional states and their stress levels through their nonverbal signals, and 
therapists must be able to monitor the dog’s reactions at all times before, 
during, and after therapy sessions to ensure that the dog is enjoying the 
interactions and to prevent negative outcomes for child or dog. Too often, 
in their enthusiasm to harness the potential benefits of canine involvement, 
therapists and researchers overlook the needs of the dog. This is counter-
productive for the dog, the child, and the therapy process. Attentiveness 
to canine communications allows therapists to ensure the best possible 
experiences for all. Even if a child with ASd is enjoying an interaction 
with a dog, the therapist must be prepared to stop that interaction in the 
instant it turns negative for the dog. Therapists use their clinical skills to 
do this in a nondisruptive and therapeutic manner. in addition, fluency 
in canine communication allows therapists to foresee dogs’ reactions and 
thus allows them to better guide the therapeutic process by knowing how 
the dogs will react to children’s behaviors.

Third, children with ASd sometimes exhibit behaviors that can trig-
ger dogs’ instinctive reactions or that can startle or frighten dogs. These 
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include children’s sudden or erratic movements, laughing or talking very 
loudly, hitting or kicking when frustrated, talking in a pressured man-
ner, squeezing or touching too hard, yelling, trying to keep things in a 
particular order, strong reactions to some sensory input, incoordination, 
intolerance of normal dog behaviors, and others. Any dog who works with 
children needs to be socialized for a wide range of unpredictable child 
behaviors, and this is especially true of dogs who work with children with 
ASd. Not all dogs have the right temperament for this type of work, and 
this fact needs to be taken seriously. For dogs who can tolerate varied and 
unexpected child movements and noises, the therapist still must be aware 
of canine reactions and know how to help adjust the child’s behaviors or 
the activities to ensure calm, smooth interactions. Again, solid knowledge 
of dog behavioral communications is required to understand the dog’s 
behavior as well as to reliably anticipate the dog’s behavior when the chil-
dren might exhibit certain threatening behaviors.

The use of CAPT has much potential to help children with ASd break 
through some of their difficulties and to facilitate their social development 
and communication abilities. The use of CAPT must be handled care-
fully and in conjunction with research and program evaluation so that 
the methods can be refined and expanded in the best interests of children 
with ASd, their families, and the dogs. The work involving autism service 
dogs, companion dogs in families of children with ASd, and CAPT can be 
complementary, and what is learned in one endeavor can benefit the oth-
ers. This chapter represents an attempt to highlight key theory, research, 
and practice in the involvement of dogs in the lives of children with ASd, 
with the hope that more play therapists, child clinicians, and researchers 
will explore its considerable potential.
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ChaPter 4
Family Theraplay

Connecting With Children on the Autism Spectrum

SuSan Bundy-MyroW

A 5-year-old sits cross-legged atop two large pillows as he faces his smiling 
mom. Their hands are entwined, clasped together. A second adult sits close 
by with a supportive hand on the child’s shoulder. As the mom signals, 
“Pokémon!” the child lunges forward, launching himself toward his “play-
mate.” Squeals of laughter erupt from the boy and feigned resistance from 
the mom, who says, “Push! more!” The adult guides her airborne child 
to her chest as she rolls backward. They each take a deep breath as their 
eyes meet. “Again!” announces the child. The second adult, the therapist, 
smiles at the parent and says, “you know just the way to make it fun for 
him!” This scene may not resemble the expected interactions of a child 
with autism. it happens in Theraplay® treatment, though, and parents are 
integral to this hands-on, attachment-based play therapy.

The synchrony and delight inherent in the secure attachment relation-
ship of a mother and her baby is the cornerstone of Theraplay treatment. 
in the context of attuned, often joy-filled, sensorimotor-based play activi-
ties, the Theraplay therapist joins and leads children with autism spectrum 
disorder (ASd) to experiences that they can comprehend—experiences 
that promote the desire to relate. Theraplay builds the foundation to inte-
grate awareness of self and others, communicative intent, regulation, and 
modulation. when children receive the right “dose” of multisensory “face 
time” to build basic connections, they want to respond—and do. The inter-
personal dance of attuned play begins.
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Theraplay includes parents each step of the way: assessment of parent–
child play interactions, goal setting, treatment, and evaluation. Theraplay 
therapists have the unique opportunity to first establish direct, attuned 
play with the child and then share that therapeutic experience with par-
ents as they increasingly assume a leadership role in the playroom. Parents 
first become therapeutic partners by viewing videos of Theraplay sessions 
with the therapist. Then they are included in role play, modeling in the 
playroom and direct coaching. Just as the therapist and parents “fill” the 
child’s Theraplay prescription for specified doses of structure, engage-
ment, nurture, and challenge (SENC) in the playroom, Theraplay can, 
further, inspire and guide healthy relationships at home. This chapter 
describes Family Theraplay and its application for children with ASd and 
illustrates the method via the treatment of a 5-year-old boy with autism. 
modifications follow for children with higher-functioning ASd, such as 
Asperger’s disorder, and those with cognitive delays as well.

Theraplay: origin and Theory

developed by Ann Jernberg in 1967, updated and expanded by Phyllis 
Booth (Booth & Jernberg, 2010; Jernberg, & Booth, 1999) and maintained 
by contributors at the Theraplay institute (Chicago, il), Theraplay is a 
trademarked method, with clinical certifications in group Theraplay and 
individual and Family Theraplay and practiced in more than 20 coun-
tries and instructed by national and international trainers. The interested 
reader is referred to the Theraplay website (http://www.theraplay.org) and 
the third edition of Theraplay: Helping Parents and Children Build Better 
Relationships Through Attachment-Based Play (Booth & Jernberg, 2010).

Theraplay is a developmentally based play therapy influenced by 
Jernberg’s hands-on work with two colleagues. Psychiatrist Austin m. des 
lauriers emphasized the need to actively engage children, to make focused 
eye contact in their present-focused work together. From Viola Brody, 
Jernberg adopted the nurturing aspect of the therapist–child relation-
ship with its characteristic touch, rocking, and singing. Brody continued 
to develop her own dyadic approach, known as developmental play. The 
observer of a session will note similar roots (Jernberg, 1979).

Booth (2003, p.4) defined the method: “Theraplay is a structured play 
therapy for children and their parents. its goal is to enhance attachment, 
self-esteem, trust in others and joyful engagement. The method is fun, 
physical, personal and interactive and replicates the natural, healthy inter-
action between parents and young children.” Children have been referred 
with overactive-aggressive behavior, withdrawn or depressed behavior, 
phobias, tantrums, and difficulty socializing. Children with learning 
and developmental disabilities may also exhibit various behavioral and 
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interpersonal difficulties. given that Theraplay is an attachment-based 
therapy, families with foster and adoptive children find it to be a logical 
and valuable choice for their needs. Theraplay also serves as a preventive 
program to strengthen parent–child relationships when faced with family 
or environmental stressors.

myrow (2000) noted that Theraplay’s focus on the emotional age of 
the child, coupled with an emphasis on physical closeness and warmth, 
expedites the building of a therapeutic alliance whether or not the attach-
ment bond is the focus of treatment. unlike traditional child-centered 
approaches, the Theraplay therapist is the primary playroom object and 
the method is tailored to give corrective experiences that organize the sen-
sory system in an experiential-dependent way. mäkela (2003) maintains 
that the result of Theraplay is change in the multiple systems of the child 
and parent’s experience of self, other, and world.

Roots in Attachment Theory, Self Psychology, and Object Relations
 1. Theraplay is based on the assumption that the self and person-

ality develop out of early parent–child interactions that result in 
an inner representation of self that is either positive or negative. 
Consistent with winnicott’s (1987) concept of a holding environ-
ment, Theraplay is guided by the adult.

 2. The kind of responsiveness from the parent is playful, empathic, 
and attuned for children to develop a strong sense of self, feel-
ings of self-worth, as well as the capacity to understand and empa-
thize with others. As discussed by Booth, not only is it the playful 
interactions between parent and child, but of primary importance 
also is the attunement (Stern), contingent response (Ainsworth), 
regulation of internal states (Schore), and reflexive function or 
mind reading (Fonagy) (Booth & Jernberg, 2010; Bundy-myrow 
& Booth, 2009).

 3. one’s adult capacity for self-regulation depends on early experi-
ences between mother and child regarding coregulation of affect 
(Booth & Jernberg, 2010; Bundy-myrow & Booth, 2009). Their 
communication with each other is largely nonverbal; an interac-
tive “dance” between their right brains, managing arousal and 
emotion (Schore, 1994; Siegel, 1999).

 4. when care giving is attuned, children develop an “inner working 
model” (Bowlby, 1973, 1988) of themselves as lovable, valued by 
his primary attachment figure, who has provided a secure base 
from which to explore the world (Booth & Jernberg, 2010). Siegel 
and hartzell (2003) suggest that positive emotional interactions 
may allow for neuronal growth in the hippocampus and synap-
tic development in the prefrontal and orbitofrontal cortex of the 
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right (emotional) hemisphere of the brain. For children who have 
missed the experiences of attuned care giving, the corrective 
nature of Theraplay provides with and for children an opportu-
nity to access the relevant brain structures (mäkela, 2003). This is 
accomplished via guided positive sensorimotor-based play, regu-
lating optimal arousal and dyadic “now” moments for self-affirm-
ing stimulation.

Theraplay Research
Anecdotal case studies and qualitative research over a 50-year period 
have documented its use with diverse populations, from babies to senior 
citizens. Recent quantitative evidence of the effectiveness of Theraplay 
includes children presenting with attachment disorders, autism, speech 
and language disorders, and internalizing and externalizing behaviors 
such as social anxiety and aggression (Booth & Jernberg, 2010; Coleman, 
2010; wettig, Coleman, & geider, 2011).

during Theraplay’s early years of head Start psychological services, 
outcome interviews of 23 teachers regarding the progress of 41 children 
found progress in social relationships with adults (87%), peers (73%), 
overall behavior (87%), and pretest–posttest predictions of success in kin-
dergarten for the upcoming year (myrow, 2000). Another means of docu-
menting change in functioning as a result of early Theraplay treatment 
was the creation of two films, each with a 3-year follow-up and interview 
(Coleman, 2010).

mäkela and Vierikko (2004) reported significant decreases in social 
problems and internalizing and externalizing behaviors in children who 
had experienced abuse, neglect, and loss. The study assessed Family 
Theraplay as the primary treatment for 20 children ages 4 to 13 and their 
community of foster parents in Finland.

The work of Siu (2007, 2009) addressed experimental design weaknesses 
of some previous studies in research where second- to fourth-grade boys 
and girls with elevated internalizing scores on the child behavior check-
list (CBCl) participated in group Theraplay with their mothers (Coleman, 
2010). The eight sessions of this hong Kong project resulted in significant 
pre–post improvement for somatic symptoms, anxiety-depression, with-
drawal, and self-esteem. Two additional experimental studies described 
by Coleman (2010) and conducted by Theraplay therapists in Korea fur-
ther support the efficacy of Theraplay as a short-term group treatment to 
improve self-esteem and social relationships.

The most extensive experimental work to date is that conducted by 
ulrike Franke and herbert wettig using Family Theraplay to treat dually 
diagnosed children with language disorder and shyness/social anxiety in 
germany and Austria (wettig et al., 2011). This well-controlled, two-part 
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study first addressed 22 children ranging in age from 2 years 6 months, to 
6 years 11 months at a single institution by one therapist. The second study 
investigated generalizability across nine sites (N = 167 children). Results 
indicated statistically significant improvements in assertiveness, self-con-
fidence, and trust, improved expressive and receptive language skills, and 
maintenance of gains at a 2-year follow-up. The finding of similar results 
across nine sites suggests that Theraplay is replicable across settings and 
therapists, given consistent training. Following treatment, social behav-
ior was within normal limits, typical of nonclinical peers. Receptive and 
expressive language skills improved as part of the Theraplay experience, 
which appeared developmentally sensitive for children as young as 2.5 
years old. Theraplay required a relatively brief treatment phase of an aver-
age of 18 sessions.

Theraplay Dimensions
Structure, engagement, nurture, and challenge are necessary components 
in all healthy parent–child relationships and are consistent with the essen-
tial parenting tasks discussed by Sroufe, Egeland, Carlson, and Collins 
(2005). From this base, Jernberg, and later, Booth derived the Theraplay 
treatment “prescription” (Booth & Jernberg, 2010; Jernberg, 1979). when 
parents and children participate in Theraplay’s structured interpersonal 
assessment, the marschak interaction method (mim), the therapist simi-
larly considers the extent to which the parent provides and the child can 
receive structuring, engaging, nurturing, and challenging interactions. A 
description of the dimensions follows.

Structure The essence of structure in the healthy parent–infant rela-
tionship is safety, organization, and regulation. The parent is trustwor-
thy and predictable; activities have a beginning, middle, and end. Time is 
sequenced, planned, and finite. Songs and Rhymes have a
rhythm. in treatment, the fact that the adult is in charge is reassuring, 
teaching the child to be in control of self, also assuring the child of order 
if the environment is unruly or chaotic. Structure, therefore, addresses 
inner and outer disorder. Rather than being about control, structure in 
Theraplay conveys a comforting assurance that a trustworthy adult can 
provide safety and predictability, especially for children who are overac-
tive, undirected, or overstimulated or who anxiously try to control their 
world. Parents who can benefit from structure in their Family Theraplay 
work find it difficult to be regulated, follow through with directions, or to 
effectively lead their children (Booth & Jernberg, 2010).

Engagement The essence of engagement in the parent–infant relationship 
is the synchronous emotional connection that happens when the parent 
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entices the baby into joyful interaction. The parent is attuned to the inten-
sity, type, and length of stimulation and maintains an optimal level of 
arousal. The result is that the baby is able to regulate and integrate physical 
and feeling states. in Theraplay treatment the therapist focuses on the child 
in an intensive and personal way using what the child says and does to 
maintain engagement. Empathic persistence draws the child into interac-
tion and is helpful for children who are withdrawn, avoidant of contact, or 
too rigidly structured.

Nurture The essence of nurture in the parent–infant relationship is the 
responsive care that calms, soothes, and communicates a reassuring pres-
ence when needed. Rocking, feeding, cuddling, and holding make the world 
feel safe, warm, and secure. in treatment, nurture meets children’s unfilled 
younger-child needs and helps them relax and “receive” care. Children who 
are overactive, aggressive, or pseudo-mature start to feel lovable and valued.

Challenge The essence of challenge in the parent–infant relationship is 
twofold. The parent helps the child take mild, developmentally appro-
priate risks, a kind of successful “stretching,” whereby the child masters 
the “newness” and uncertainty of experiences. Second, parents support 
the child’s independence and competence, communicating pleasure and 
support of the child’s mastery. Similarly, in treatment, the therapist intro-
duces mild, age-appropriate risks via two-person activities that support 
the child’s sense of competence (Booth & Jernberg, 2010).

The Marschak Interaction Method
The mim is a structured technique for observing and assessing the rela-
tionship between two people such as biological parent and child, foster 
or adoptive parent and child, or grandparent and child. it is the assess-
ment tool unique to Theraplay that drives the treatment planning process. 
The adult is given a series of cards with instructions for tasks designed to 
elicit interactions in the four Theraplay dimensions. The mim evaluates 
the parent’s capacities to provide and the child’s capacities to receive struc-
ture, engagement, nurture, and challenge. Additional mim information is 
available in Booth and Jernberg, (2010, pp. 115–135).

The Family Theraplay Treatment Plan
A typical Family Theraplay protocol is presented as follows (Jernberg & 
Booth, 1999):

Session 1: initial interview with parents, gathering history, present-
ing problem, family dynamics to ultimately assess the parent–
child relationship.
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Session 2: one parent and child participate in the marschak 
interaction method. The Theraplay therapist observes and makes 
a video recording of this interaction.

Session 3: mim 2—in two-parent families the mim is administered 
to the other parent.

 Session 4: Feedback session with the parents in which the mim obser-
vations are viewed and discussed, followed by a plan for treatment.

Session 5–8: Theraplay—parent and child apart. The therapist inter-
acts with the child for a 30-minute session followed by consulta-
tion with the parents as they view the video of the session together. 
Alternatively, when two therapists are present, the “interpreting” 
therapist observes the session with the parents as it is occurring. 
in either format, the therapist and parents discuss the rationale 
for the SENC activities, link history and dynamics to present-day 
behavior, and discuss how parents can begin to apply these com-
ponents to home.

Session 9–15 (or more when needed): Theraplay—parent and child 
together. Sessions continue as before, except that parents now join 
the child and therapist in the playroom for the last 15 minutes 
of the session. Parents receive guidance from the therapists, fre-
quently in the form of coaching and role play. The final session 
ends with favorite activities and a good-bye party.

Session 16–19: Additional sessions or quarterly follow-up sessions 
occur with parents and child over the next year. Children with 
ASd often require more sessions.

Why Family Theraplay for Children With autism?

The prevalence of autism in the united States, now at 1 in every 110 births 
(ASA, 2011), reflects the nature of the disorder as a spectrum, with mild, 
moderate, and severe cases. The core issues are neurologically based 
social communication deficits in the child’s ability to engage and regu-
late (Tanguay, 1990). what differentiates Theraplay for children with ASd 
from other play therapy approaches is twofold: As the primary playroom 
object, the Theraplay therapist uses sensorimotor-based play to engage the 
child and counter autistic patterns. To empower parents as therapeutic 
partners, the Theraplay therapist demonstrates and guides parents to pro-
vide the unique relationship building blocks their child needs for develop-
ment. in addition to the primary work of Family Theraplay, children with 
ASd can benefit from the shared sense of belonging with peers that group 
Theraplay provides.
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Primary Relationship Deficits and Theraplay Treatment Goals
lindaman and Booth (2010) describe how basic neurological deficits asso-
ciated with autism spectrum disorders result in difficulties in engagement 
and regulation:

 1. deficits related to sensory-affect-motor coordination make it dif-
ficult to establish regulation, rhythm, resonance, and synchrony 
with another. A Theraplay treatment goal is to link sensations, 
movement, and emotion to basic regulated patterns.

 2. with mirror neuron deficits, the child is less able to imitate and 
anticipate others’ actions. The goal is to read and respond to ver-
bal and nonverbal cues contingently.

 3. difficulty communicating (e.g., emotional signaling, gestures, and 
language), engaging attention, and then shifting attention make it 
difficult to predictably identify feelings, thoughts, and wants. The 
goal is to express feelings and thoughts.

 4. To varying degrees, processing deficits in motor planning, audi-
tory, visual-spatial abilities, and sensory modulation may be 
present. The child may receive or process information differently 
and be hypo- or hyper-reactive to sensory input. Sensory differ-
ences may further complicate developmental experiences, mak-
ing the child less able to feel comfortable, perceive the world as 
safe, achieve routines, and develop warm reciprocity with parents 
in typical activities such as holding or rocking (Bundy-myrow, 
2005). The goal in Theraplay is to establish physical engagement 
with optimal sensory arousal. in the context of the attachment 
relationship, the child can be helped to modulate responses to 
sensory stimuli and thereby increase attention and regulation 
(Kiermaier, 2010).

 5. A deficit in core synchronization interferes with further devel-
opment of connection, coregulation, and relatedness. Theory of 
mind, joint attention, higher-level abstract thinking, emotional 
reciprocity, and problem solving rely on the basic foundational 
skills to develop. in their review of executive functions (EFs) in 
preschoolers, garon, Bryson, and Smith (2008) defined EFs as 
adaptive goal-directed behaviors (i.e., components of a central 
attention system strongly associated with the prefrontal cortex) 
that serve to override more automatic or established thoughts and 
responses. Particularly salient for children with ASd, EFs such 
as working memory, response inhibition, and shifting attention 
may be amenable to environmental remediation (garon et al.). 
Theraplay may provide an important step in this regard via its 
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focus on establishing basic patterns of attention, regulation, and 
relating.

 6. The child’s difficulties make it challenging for the parent to 
attune to them and to coregulate interactions, which in turn may 
increase additional withdrawal of the child. The Theraplay goal is 
to guide parents to establish synchrony and mutually rewarding 
interactions.

Autism and Theraplay: Evidenced-Based Studies
 Recent research has added experimental rigor to the case studies of chil-
dren with ASd. Coleman (2010) described a recent experimental study 
of eight children with either pervasive developmental disorder (Pdd) or 
mild autism. Texas Christian university conducted the intensive, daily, 
2-week study with parents and their children. The behavioral measures to 
assess treatment effectiveness included the gilliam Autism Rating Scale-2 
(gARS-2; gilliam, 2006), Parenting Stress index (PSi; Abidin, 1995), the 
Sensory Profile (dunn, 1999), and the mim. This study included biologi-
cal indicators of change; neurotransmitter assays were obtained from the 
children via urine samples. Specifically, epinephrine levels were assessed 
for both children and parents. The participants received daily Theraplay 
treatment conducted by certified Theraplay therapists over a 2-week 
period. Although results indicated no change on the standardized mea-
sures of autism, the PSi, or the Sensory Profile, significant improvements 
across mim dimensions were found as well as normalization of epineph-
rine levels for both the children and parents. Changes in the children were 
consistent with stress reduction and included proximity seeking with 
the parent, gaze fixation, vocalization, and acceptance of parent support. 
Parents increased positive affect, eye contact, and ability to guide their 
children. The normalized epinephrine levels underscore the depth of rela-
tionship change experienced by both children and parents after their brief 
attachment-enhancing experiences, and further study was encouraged 
(Coleman, 2010).

The extensive, two-part, evidence-based Theraplay study by wettig, 
Franke, and Fjordbak (2006) included a subset of children with autism. 
Treatment for the ASd group consisted of an average of 26 30-minute 
Family Theraplay sessions, somewhat greater than the mean of 20 sessions 
for children without neurologically based disorders. Results indicated 
that children originally identified with mild symptoms improved to levels 
similar to the interactive behavior of clinically nonsymptomatic controls. 
Those originally rated with moderate to severe symptoms improved at the 
end of therapy to mild or mild-moderate levels. The reduction of symptoms 
was clinically and statistically significant for children with ASd (p < .0001 
to p = .0009). in the follow-up group, the treatment effect was maintained 

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 C

ol
le

ge
 L

on
do

n]
 a

t 1
2:

37
 1

2 
O

ct
ob

er
 2

01
7 



82 • Susan Bundy-myrow

at 2 years. The authors noted that these studies meet stringent A-minus 
and B level codes of the American Psychiatric Association evidence-based 
therapies criteria (wettig et al.).

Next is Theraplay for a young boy with autism and his parents. 
identifying information has been changed to protect confidentiality.

Case Study: Jack Five-year-old Jack was nothing like his older sister had 
been, reported mrs. N. “i know boys are different, but he’s like a loose can-
non on deck!” her wry smile veiled her distress: “we never know when he’s 
going to fire. . . .” Frequent tantrums, pinching and hitting his sister, sleep 
dysregulation, and food selectivity were stressful enough. given his prefer-
ence for isolated play and strong resistance to preschool group activities, 
she worried in anticipation of a stormy kindergarten experience for Jack. 
As will be seen, the goals that were developed for Jack’s Family Theraplay 
were to help him engage, regulate, and relate to others. For mom and dad 
to assist Jack in his current development, Family Theraplay was designed 
to help them to attune physically and affectively to him at his sensorimo-
tor stage; to recognize and act upon his need to have both environmen-
tal stress reduced as well as to help him calm; and to help him focus and 
extend his positive interactions in Theraplay to his home.

Assessment
Assessment included family, developmental, and attachment history; edu-
cational and medical records review; school observation and consult with 
his teacher; and administration of the mim with Jack and each parent fol-
lowed by two parent feedback and planning sessions.

Birth and Developmental History mrs. N. reported having a normal preg-
nancy, labor, and delivery with Jack. As an infant he was very contented, 
smiled and liked to be held, but didn’t sleep much. he was not as active 
and “verbally advanced” as his older sister morgan, but mom knew boys 
could develop speech later than girls. he became interested in cars and 
trucks: he liked the buttons and sound effects of toys and became con-
tent to be alone. mom recalled that as a toddler Jack did not yet anticipate 
routines, wave bye-bye, show interest in other children from playgroup, 
or show mommy and daddy his toys. A speech evaluation showed that 
a slight delay was present but that Jack was progressing nicely with more 
words. heartened by the fact that his “learning” seemed okay, mr. and 
mrs. N. chalked his oddities up to being strong-willed. As Jack neared age 
4, his primary care physician referred him for a developmental evaluation. 
Results indicated “Asperger-like” tendencies and recommendation for a 
structured preschool.
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At the intake session, mrs. N. reported Jack’s repetitiveness, expressive 
language delays, and narrow range of emotions. he didn’t follow or imi-
tate and would often push others away. For sleep he took clonidine 1 mg 
tablets; his mother said the medicine now enabled Jack and her to sleep 
until 5 a.m. mrs. N. wanted assistance to help him calm and develop to his 
potential. mr. N. repeated his family story of being a late talker who liked 
to play by himself. Now a successful engineer, he thought Jack might “grow 
out of it.” he was concerned, however, about Jack’s intermittent aggression 
to peers, disinterest in learning, and poor attention. Regarding home tan-
trum behavior, dad would simply lift and carry Jack to a different location.

Both parents came from intact families of origin with no psychiatric 
histories. mrs. N. described a very close relationship with her mother and 
two sisters. her father had worked hard for the family and was often busy. 
mr. N. described his mother as “a very good mother who covered all the 
bases” and his father as “smart and responsible.” mr. N.’s sister is married 
and lives 3 hours away, near his parents. They visit twice per year. mrs. N. 
described mr. N. as “a very good father who plays with the kids.” mr. N. 
described his wife as “a very good mother. The kids can get to her some-
times, though.”

School and Peer Behavior Jack had entered his 4-year-old preschool pro-
gram midyear and was relatively strong academically. his teacher said his 
sense of humor emerged after about a month, and he often became very 
silly. She was puzzled by the fact, however, that it was difficult to find moti-
vators that worked for any length of time. his solitary play focused on 
green cars—moving and gathering them. Jack also enjoyed pushing and 
pulling vacuums and sweeping the rug. giving him this “heavy work” and 
large motor activities seemed to help when he needed a break. At times 
Jack’s “silliness” became too disruptive, and a distant beanbag chair helped 
him calm. Staff learned, however, that he was finished with the beanbag 
when he would dash to touch and turn off the classroom lights! Teachers 
were beginning to teach him positive “go” behaviors in which he worked 
for another car versus “Stop” behaviors, such as the classroom lights.

Marschak Interaction Method mims were scheduled for Jack and each 
parent. general observations follow. it was often difficult to differentiate 
among what Jack was saying, what he understood to be happening, and 
his reaction to what was occurring because his facial expressions, move-
ments, and gestures seldom matched his words. when frustrated or over-
whelmed, Jack might laugh loudly or giggle uncontrollably. his difficulty 
“reading faces,” tone of voice, and discerning body language prevented 
him from anticipating a fun activity or a serious concern. The words, “Jack, 
come here!” were either ignored or returned with a “Nooo!” despite the 
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fact that the words pertained to something he enjoyed. however, if mom 
or dad persisted in attempting a task after Jack’s initial, “No!” he would 
attempt it, as in trying on hats with dad. in general, Jack appeared moti-
vated to end or avoid interactions. when something was familiar, how-
ever, he would interact longer and initiate more. Following are two specific 
mim examples.

 1. Squeaky animals: Adult and child each take one squeaky animal. 
Make the two play together. This is both an engagement and struc-
ture task. mom pursued Jack verbally and consistently to engage 
him by attempting to both gain and keep his attention. Both were 
hard work. As mom asked questions, Jack withdrew and attempted 
to leave the chair. he held the squeaky toy to his ear, squeaking 
it continuously. when mom touched his arm and moved closer 
to him saying in her own squeaky voice, “hi squeaky,” he turned 
briefly toward her and smiled. She started to return her toy to the 
bag when, as an afterthought said, “Remember this little piggy?” 
The most intimate moment in the mim between Jack and mom 
occurred when she initiated the “This little piggy” game. with the 
expectation that Jack would finish the phrase, he smiled, made eye 
contact, and participated with her. once the song ended, however, 
Jack was ready to end as well. Their brief but satisfying moment of 
interaction was a nourishing morsel for mom.

 2. Adult leaves the room for 1 minute: mrs. N. clearly prepared Jack 
with eye contact, words, and touch. She kissed him on the cheek 
and told him he could play with the toys she had brought along. 
Both his toys and mom were comforting as suggested by his eye 
contact and smile upon her return. on dad’s comparable separa-
tion task, he told Jack he’d be back and to “stay in your chair.” 
without the diversion of preferred activities, Jack clearly became 
anxious, called out to dad while swinging his arms and legs, tossed 
the instruction cards off the table, and began to rub his shirt and 
to hum. he made eye contact when dad returned, who inquired 
how the cards had “jumped” off the table. in this moment, Jack 
expressed his feeling, “All done!”

Treatment Goals and Methods
 1. Using Theraplay techniques, engage Jack in his world—a senso-

rimotor world where actions are louder than words, where simple 
words support and clarify actions, where the actions are interper-
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sonal, fun, and regulated for maximum registration and compre-
hension, where he can ask directly for more, where he can trust 
someone to extend a scaffold of support when he feels uncertain.

 2. Discover with Jack, how to calm him—to use his visual strengths, 
strong memory, and humor to make interactions predictable with 
familiar beginnings, middles, and ends; help Jack calm his body, 
modulate his voice, guide him through transitions to familiar 
sequences, and help him “pack and transport” (Bundy-myrow, 
2005) the safe strategies to home.

 3. In the process of engaging and calming Jack, he will be achieving 
the goals associated with the Theraplay dimensions (Booth & 
Jernberg, 2010):

 a. Accept and respond to his parents’ attuned attempts to engage 
him.

 b. Accept his parents’ limit setting, order, and direction (structure).
 c. Accept his parents’ calming and comforting efforts (nurture).
 d. Participate in activities that support his developmental 

advancement (challenge).
 4. Support Mom’s structuring activities with Jack, guiding him 

to increase interactions and reciprocity. help mom set clear 
expectations and lead Jack, providing the consistent level of 
support he needs. Encourage mom to develop ways to care 
for her own needs for emotional growth. As discussed by 
lindaman and Booth (2010), the Theraplay therapist creates 
the following conditions with Jack and then guides mom to 
take the lead to:

 a. Assist Jack to achieve an optimal level of arousal; neither 
under- or overstimulated.

 b. lead Jack through simple, organized, and playful sequences.
 c. increase Jack’s ability to continue interactions for longer peri-

ods of time.
 d. increase Jack’s ability to transition between activities in a reg-

ulated way.
 5. Support father’s efforts to be attuned to Jack’s feeling states—entice 

and lead Jack in achieving regulated, playful interactions (engage-
ment). Assist dad in determining Jack’s behavioral signals indi-
cating his need for regulation, calming, and comfort (nurture). 
mr. N. wants Jack to be more grown up and enjoy his indepen-
dence. Recognize when support is needed to encourage Jack’s 
efforts to be successful at his developmental level (challenge). As 
discussed by lindaman and Booth (2010), the Theraplay therapist 
creates the following conditions with Jack and then guides dad to 
take the lead to:
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86 • Susan Bundy-myrow

 a. Focus intensely on Jack, noticing his special physical and 
interaction qualities.

 b. Acknowledge Jack’s reactions, distress and pleasure, likes and 
dislikes.

 c. determine what kind of touch is comfortable for Jack and 
soothe him when upset.

 d. help Jack attend to dad’s face, expressions, and gestures.
 e. imitate Jack to transform his behavior into communication.
 f. involve Jack to develop turn taking, to anticipate other’s 

actions, and to make predictions.
 g. increase Jack’s ability to continue interactions for longer peri-

ods of time by marking time with beginnings, middles, and 
endings.

 h. Encourage Jack’s expression of nonverbal and verbal 
communication.

 i. Encourage Jack’s ability to develop an assortment of play rou-
tines that he can initiate.

Treatment Description
Session 1 For the initial Theraplay session, mom escorted Jack into the 
playroom with the therapist who said, “mom, let’s hold Jack’s hands and 
run together so he can jump on top of those two pillows. Ready, set, go!” 
Jack liked the sensory input of the jumping and said, “Again?” The thera-
pist noted, “you like jumping! mom, we’re going to do more jumping and 
other fun things. we’ll get you when we’re done!” Jack tolerated the sepa-
ration well and helped to carry another big pillow to add to the stack. The 
therapist held his hand and ensured his eye contact and calm body before 
the structuring signal “Ready, set, go!” once atop the three pillows, the 
therapist announced, “one more jump to me. Ready?” She then gave him 
a cuddle squeeze, like mom had done last session, and guided his body to 
sit knee to knee facing each other. The Theraplay therapist engaged Jack 
in alternating quiet activities (checking for hurts or boo-boos and giving 
a “soft touch” with cotton ball around any hurts) with more active activi-
ties (e.g., “Row the boat”). The activities form a context within which to do 
the work of Theraplay. Jack was able to attend briefly with optimal arousal 
and began to follow the therapist’s lead in simple play sequences. As the 
therapist focused intently and exclusively on Jack, she noticed his special 
attributes and showed these to him in a mirror (e.g., his blue crayon-col-
ored eyes and the letter C-shaped dimple when he laughed). when Jack 
said, “No lotion!” the therapist acknowledged his discomfort: “you don’t 
like the lotion today. Something about the lotion. maybe the smell? let’s 
check.” The therapist put a tiny amount on her finger so he could smell it 
and then surprisingly left a dab on her own nose when she smelled it. The 
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therapist helped Jack to notice this funny moment, and he connected with 
his therapist in laughter.

Session 2, 3, and 4 when the therapist warmly greeted mom and Jack 
in the waiting room, she said, “we’re going to have fun today! This is our 
plan,” and proceeded to write the numbers 1, 2, 3, 4 since Jack liked num-
bers: Number 1—Jack and dr. S.; Number 2—Jack plays with cars and dr. 
S. talks with mommy; Number 3—Jack, mommy, and dr. S.; Number 4—
go home. The goals were to use Jack’s visual strengths to increase compre-
hension and his ability to prolong interactions and to transition smoothly 
between activities. he joined the therapist and was able to follow this new 
sequence. mrs. N. reported that aggression was decreasing over the past 2 
weeks and some transitions at home were easier. The parents would track 
aggression at home and school.

Session 5: Parent Preparation With Mother we discussed and role played 
Jack’s reactions, including that he might pull away and protest with 
renewed “Nooos!” as he does at home. mrs. N. practiced responding by 
soothing and was prepared to comfort him in her lap while demonstrating 
with the therapist to show Jack how the game would go. She would focus 
on leading in a reassuring, patient manner.

Sessions 6–8: Family Theraplay With Mother Jack engaged in greeting 
and checkups with his therapist, and then mrs. N. entered the session and 
assumed increasing responsibility to engage and lead Jack in his activi-
ties. She realized Jack seeks “a lot” of sensory input—loves to be picked up, 
swung, and squeezed. while he did not protest, it was difficult for mom to 
lead him in a new, regulated way. The therapist modeled for mom to “check 
to see if his body is calm and ready,” and cued Jack with “Ready position!” 
in a stop/go game, he giggled as the soap bubbles rose in the cup when 
mom blew air into a straw. The therapist guided him as a social translator 
to stop the bubbles from overflowing by yelling, “Stop!” mom thoroughly 
enjoyed their shared attention to the bubbles, and at the end Jack sponta-
neously said, “Thank you!”

Notable in succeeding sessions was when Jack started to loudly perse-
verate about the toy cars. The therapist asked, “Jack, do you have a ques-
tion?” he managed to say, “may i green car Jack?” he discovered he could 
make an impact on the adult in a new way and through turn taking could 
anticipate what would happen. Jack also asked mom for a Theraplay game 
at home, the spinning airplane, then settled into bed to let her rub his back.

Session 9: Parent Preparation With Father Both mr. and mrs. N. attended 
to be able to plan together. mrs. N. had been surprised and pleased to note 
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88 • Susan Bundy-myrow

that by “hanging in” and trying to calm Jack he actually recovered more 
quickly and her relationship with him deepened. mom and dad had prac-
ticed a game called “Tunnels,” where two adults suspend a sheet under 
which the child crawls. Jack wasn’t sure about this new game at home—
with mom, dad, and sister morgan playing as well. he was both smiling 
and protesting simultaneously. dad thought Jack was perhaps being stub-
born. we discussed how his change could be overwhelming. Jack needed 
the grown-ups to “pack and port” the calming strategies of the playroom 
to home. The task was to continue to support him, not remove him, and 
be patiently persistent and reassuring in our expectation that this will be 
enjoyable, too.

Sessions 10–12: Family Theraplay With Father For dad to attune to Jack, the 
Theraplay therapist guided him to focus intently and exclusively on Jack, 
noticing first his physical attributes and how he looked when he interacted. 
As part of a checkup activity, the therapist had coached dad to examine and 
measure how strong and big Jack’s muscles were becoming. mr. N. knew 
his son liked numbers, as did he, and enjoyed showing Jack the measur-
ing tape. “let’s see what number your arms are,” he said. measuring Jack’s 
biceps, dad noted, “your right arm is a little bigger—getting strong!” The 
therapist then helped the pair increase their shared positive affect by sug-
gesting Jack’s favorite push-push game, now using those strong muscles. 
dad was coached to proactively ensure Jack’s “ready position” by helping 
his arms and legs be just the right way for success.

Another kind of noticing that was important to their relationship was 
Jack’s likes, dislikes, fears, and giggles. The therapist instructed dad to 
observe Jack between sessions to determine whether Jack had any feelings 
other than contentment with his cars and stubbornness. The here-and-
now experience with the therapist, however, was ultimately more useful for 
dad to help identify and modulate Jack’s excitement as well as his refusals. 
For example, dad realized that Jack giggled so much he couldn’t climb 
the tower of pillows until dad hugged him, made sure his body was ready, 
and gave just enough help for Jack to be successful. dad noticed in ses-
sion that Jack could “stay longer” when he responded this different way. At 
one significant point when Jack started to disengage, dad successfully kept 
his voice low and hands touching Jack, which helped the boy reconnect. 
Jack loved jumping to and hugging dad. when Jack said, “Again jumping, 
daddy?” dad smiled and met his eyes, saying, “let’s get ready.” At home 
dad practiced helping Jack “get his body ready,” meeting Jack’s eyes and 
monitoring his own voice volume.

Sessions 13–14: Consult and Planning With Parents, Family Theraplay With Whole 
Family with dad’s new skills in attuning to Jack’s affect and mom’s new 
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expectations that Jack can follow directions with support, they were excited 
to share their “mechanical gear” theory about Jack’s resistance. he needed 
time to “switch gears,” and the gears needed to be greased and “lined up” 
to shift smoothly. They understood their boy better, were enjoying their 
interactions with him, and felt hopeful about future transitions.

To mark the end of weekly sessions, there was a Theraplay family party. 
Jack got to pick his favorite activities and snacks, with mom, dad, and sis-
ter morgan present. Jack helped mom and dad say “Ready, set, go,” when 
it was morgan’s turn to go through the “tunnel sheet.” he shared laughter 
with everyone when it was daddy’s turn to crawl under the sheet.

Monthly Sessions Over the Next 6 Months goals during this period addressed 
maintaining and supporting Jack’s regulated states when changes occurred, 
such as mom being away for a weekend and dealing with “resistance in the 
gears” such as transitions from “No!” to “yes!” in Theraplay a green “yes” 
square with attached pipe cleaners served as the portable gas station for 
Jack to follow mom and dad’s game directions. His Theraplay fuel was 
cuddle squeezes and spin arounds. The “yes” station became a “pack and 
port” tool to also help Jack at home.

Following formal Theraplay treatment, families with children with ASd 
know that they can check in with their therapist at any time. Theraplay 
reminds them how to reconnect joyfully, attune, and provide the structure 
and assurance often needed. Jack’s parents have scheduled a follow-up mim 
to see, on tape, evidence of the change they have experienced in their lives.

guidelines for Family Theraplay across the Spectrum

Because Theraplay is intensive, hands-on, and provides developmental and 
corrective parent–child experiences, specific training and supervisory expe-
riences are required to prepare the practitioner to effectively and ethically 
address the needs of the child and family. To ensure consistency of training 
and proficiency of its practitioners, Theraplay is a registered service mark of 
The Theraplay® institute (TTi). introductory and intermediate coursework 
plus a supervision practicum lead to the credential of Certified Theraplay 
therapist. These practitioners may refer to their practice as Theraplay. There 
is also certification as group Theraplay Specialist. The reader is referred to 
The Theraplay institute in Chicago, illinois (http://www.theraplay.org).

Determining When Family Theraplay Should Be Used
Family Theraplay may be modified, deferred, or combined with other treat-
ments depending on the presenting concerns, strengths, and resources of 
the parents. issues such as substance abuse, domestic violence, and paren-
tal mental illness may prevent the parent from ensuring the child’s safety 
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and consequently may require interagency service, parent therapy, sup-
port, and coordination prior to Theraplay. Enlisting the assistance and 
involvement of family members and others who can support the health-
promoting work of Theraplay may also be possible.

Children who are dangerously acting out or actively psychotic may first 
require psychiatric consult and medication to experience sufficient safety 
and stability to benefit from Theraplay. in modified form, Theraplay is an 
important aspect of treatment for children with abuse, loss, and trauma his-
tories. The Theraplay therapist recommends a course of treatment that meets 
the needs and capacities of both parent and child (Booth & Jernberg, 2010).

Theraplay Across the Spectrum
unlike other disabilities with cognitive impairments, iQ and degree of 
relatedness will vary across people with ASd. The fact that Theraplay’s 
treatment prescription is always individualized prepares the therapist 
for creative ways to connect with the child with ASd. Theraplay for 
school-age children with high versus low iQ and degree of autism symp-
toms follows.

High Cognitive Level and Mild Symptomatology higher iQ is often associated 
with relatively mild autism symptoms in children with ASd. in their work 
regarding uneven cognitive profiles of children in the autism spectrum, 
Black and his colleagues (Black, wallace, Sokoloff, & Kenworthy, 2009) 
reported that although high-functioning children with fewer communica-
tion deficits often exhibit strong verbal abilities as measured by verbal iQ 
(ViQ), as the differences between verbal and nonverbal iQ increase nota-
ble social difficulties increase as well. A strong vocabulary, verbal usage, 
and fluency do not ensure social relevance, reciprocity, and the ability to 
process the multiple nonverbal cues associated with social competence. 
in addition to studying the social deficits associated with a diagnosis of 
autism, Klin, Saulnier, Sparrow, Cicchetti, Volkmar, and lord (2007) also 
recommend focus on adaptive social functioning associated with specific 
cognitive abilities as these may have implications for treatment interven-
tion and be associated with markers of functioning. Children with high-
functioning ASd can benefit from both Family Theraplay and group 
Theraplay. The following strategies are likely to be helpful:

 1. use the child’s relative verbal strength and interests to engage 
interactively.

 2. Provide clear, verbal, functional rules, in context, to clarify roles 
and expectations.

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 C

ol
le

ge
 L

on
do

n]
 a

t 1
2:

37
 1

2 
O

ct
ob

er
 2

01
7 



Family Theraplay • 91

 3. Rehearse steps of an activity, increase memory with key phrases; 
e.g., “Ready, set, go!” Check verbally for comprehension by saying, 
“oK, tell me the plan.”

 4. This child will more likely have intact basic interaction skills such 
as the ability to answer and ask questions, attend, wait, comment, 
and evaluate information. Particularly for older children, increase 
initiation and reciprocity by adding challenge to the Theraplay 
activities, such as, “great! let’s see if you can do that on one foot!” 
“Now, you be the leader!” when one child saw that his therapist had 
the same koala bear as his “friend” at home, he identified the new 
one as “Fake bear junior!” and brought his own to add to the next 
session.

 5. Empower the child to provide feedback, design social games, 
problem solve, vote, and provide opportunities to develop judg-
ment in sessions.

 6. Theraplay activities can address higher executive control func-
tions specifically related to ASd social symptoms, such as seman-
tic fluency and auditory divided attention (Kenworthy, Black, 
harrison, della Rosa, & wallace, 2009).

Executive Function and Theraplay Activities Two activities designed to engage 
and provide practice in semantic fluency and auditory divided attention 
follow. Semantic fluency taps language organization by asking the child to 
orally name as many words as possible that belong to a certain category (e.g., 
foods or animals). Auditory divided attention requires a child to simultane-
ously divide attention and working memory between two stimuli (e.g., lis-
tening to music and waiting for the phone to ring). it may have implications 
for social reciprocity and general social interactions (Kenworthy et al., 2009).

Activity:  Toll Booth: Family or Group Theraplay 
Activity to Increase Semantic Fluency

Materials

Eight index cards with a consecutive number between 1 and 8 on each
Eight paper plates each marked with a number from 1 to 8

Directions
Place eight numbered paper plates (i.e., the “stations”) on the floor around 
the perimeter of a room. Person 1 is the toll collector who stands, arm 
extended, next to plate number 1. The toll collector holds the eight index 
cards in the other hand. he tells the traveler: “i’m thinking of a category 
(e.g., food items, Pokemon characters, weather-related items). Pick a card 
to see how many items you must tell me to move on.” Person 1 picks a 
number and attempts to recite the number of items in the category. (if 
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92 • Susan Bundy-myrow

child cannot recall the exact number, he can ask a friend or family mem-
ber for help. The helper joins the child at the station, and they together 
then advance forward from the new position). Children or family mem-
bers take turns being the toll collector by moving to the spot of the next 
traveler. The therapist tracks the numbered spot of each player. The first 
member to reach plate number 8 reaches his destination and becomes the 
snack leader—offering a snack to the next person.

Variations to maintain attention of younger children include adding 
a bell or buzzer for the toll collector, who sounds the bell for every word 
spoken by the traveler. Simplify category items by providing a visual cue 
of the word for the traveler to say or point to relevant items in an array. 
work in teams or decrease the number of items required.
involve older children and young teens in establishing the categories 
and items for the set, such as video games, pop bands, or sports. write 
on separate cards (in case the adults are unfamiliar). Consider working 
in dyads. distribute snack for all when the entire group reaches station 
number 8. how quickly can the entire group reach their destination?

Activity:  Awesome Name Ball: A Theraplay Activity to 
Increase Auditory Divided Attention

Materials

Ball
Chair for each person
list of positive adjectives for therapist to read

Directions
Family or group generates and records a list of positive words associated with 
each person, such as compliments. The Theraplay therapist selects a word 
from the list as the key word to “grab” during a concurrent game of name 
ball. members toss a ball around the circle making eye contact and calling 
the member’s name before throwing the ball. At the same time, the therapist 
slowly reads the list of words with the embedded key word. The member 
who recognizes and “grabs” the key word chooses the next key word for the 
following round. To vary this activity, members track the number of times a 
bell sounds during Name Ball until the therapist says, “Freeze!” 

High Nonverbal Cognitive Level and Marked Symptomatology Children 
with these characteristics often have severe language, social compre-
hension, and interaction deficits with relative strengths in nonverbal 
abilities. Family Theraplay and group Theraplay can be provided:

 1. Similar to the case of Jack, it is important to engage children in 
warm physical interactions via imitation and repetition of simple 
sequences. Assist children to regulate by tailoring the stimulation 
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to meet their emotional and physiological needs. Stay connected 
and patiently persist in being “present and felt.”

 2. increase comprehension and clarify expectations by dividing 
the session into sections with obvious beginning, middle, and 
end rhythm and patterns. Avoid power struggles and questions 
to children; use fewer words and emphasize success by adjust-
ing developmental expectations—where appropriate (Booth & 
Jernberg, 2010; Bundy-myrow, 2005).

 3. in group Theraplay it is helpful to have a smaller number of chil-
dren and more adults to engage and to provide physical guidance 
when needed and visual cues such as pictures, words, and objects. 
The therapist modifies the pace and duration of activities to meet 
limited attending skills and leads the children in both predictable 
and new fun ways to be together (Booth & Jernberg, 2010; Bundy-
myrow, 2000; Rubin & Tregay, 1989).

Low Cognitive Level and Autistic Symptomatology Children with moder-
ate cognitive impairment but mild symptoms of autism may more readily 
be able to calm and engage and to sustain attention and optimal level of 
arousal. more often, however, lower cognitive functioning is also associ-
ated with more moderate symptomatology. Emphasize simple skills and 
directions and increase structure and rehearsal to address receptive, 
expressive language delays and regulation issues.

Because children with ASd who are considered lower functioning often 
have strengths in visual, nonverbal learning, they can be surprising in their 
comprehension and enjoyment of Theraplay activities. A group of middle 
school students with moderate to severe academic delays were champs at 
an interactive game of cup stacking and removal. To stack the large plas-
tic drinking cups, two peers had to cooperate in using a special device 
(four pipe cleaners twisted as spokes around a thick rubber band) to lift 
and move the cups without touching them with their hands. max held the 
end of a green pipe cleaner in each hand. his partner, John, chose two red 
pipe cleaners for his hands. The boys sat knee to knee, and their therapist 
secured the pipe cleaners to a large rubber band by twisting the remaining 
ends to the rubber band. The boys could then work together to stretch and 
shrink the rubber band around the cups. using the boys’ visual strengths 
proved helpful to coordinate their motor skills. The therapist observed that 
to release the rubber band from the cup a square shape was formed as stu-
dents pulled their pipe cleaners toward their respective bodies. in contrast, 
a circle was formed around the cup as it was carried to the stacked pile. The 
boys soon understood the coaching commands, “Circle!” and “Square!” As 
the team grasped and moved the cups, the peers counted them, seeing how 
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94 • Susan Bundy-myrow

many could be stacked. As a variation, the entire class tried to “beat their 
own record” as they became proficient.

Summary

Theraplay therapists have the unique opportunity to first establish direct, 
attuned play with the child and then share that therapeutic experience 
with parents as they, in turn, increasingly assume a leadership role in the 
playroom. Just as the therapist and parents “fill” the child’s Theraplay 
prescription for specified doses of structure, engagement, nurture, and 
challenge in the playroom, Theraplay also inspires and guides healthy 
relationships at home. Theraplay can also be used in its group format as a 
stand-alone treatment or to help generalize gains from family work. This 
chapter described Family Theraplay and its evidence-based effectiveness 
and application for children with ASd and illustrated the method via the 
treatment of a 5-year-old boy with autism. modifications followed for chil-
dren with higher-functioning ASd, such as Asperger’s disorder, and those 
with cognitive delays as well. Theraplay engages the power of the affec-
tive world of the child while prescriptively and systematically integrating 
it with the child’s cognitive potential. Theraplay is rewarding to children 
with ASd and their families, but the play therapist may also find great sat-
isfaction in exploring it for parents and their children with ASd.
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ChaPter 5
From Monologue to Dialogue
The Use of Play and Drama Therapy for 

Children With Autism Spectrum Disorders

loretta gallo-loPez

. . . my life has been spent in a perpetual state of parallel play, alongside 
but distinctly apart from, the rest of humanity. Tim Page (2009, p. 3)

in his memoir Parallel Play, Tim Page (2009) chronicles his life growing 
up with undiagnosed Asperger’s disorder and in so doing provides the 
reader with a rare glimpse into the social and overall life challenges of 
individuals with autism spectrum disorders (ASd). That Page chose the 
title Parallel Play to describe his experience is at once telling and poi-
gnant. The term parallel play so clearly describes what we often see when 
observing a child with autism spectrum disorder engaged in play—a child 
playing “alongside but distinctly apart” from others.

The word autism is derived from the greek word autos meaning “self.” 
This sense of children rarely relating beyond the self—disconnected from 
the world and the people around them—is arguably the most profound 
and significant description of autism. in searching for a way to reach and 
connect with these children, it is obvious that the most effective and pur-
poseful approaches would (and should) somehow move them beyond the 
solitary and toward the shared experience. Toward this goal and in this 
context, drama and drama therapy are interactive in nature, providing 
an experience that has at its core interpersonal and social interplay. in 
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98 • loretta gallo-lopez

theater, we use the term monologue when referring to an individual speak-
ing alone. The term dialogue, on the other hand, refers to a conversation 
between two or more people, a discussion, an exchange of ideas—requir-
ing relating, connecting, or joining with others. it is this lack of a capacity 
for dialogue, not just through language but through experience as well, 
that embodies the core deficit of children with autism spectrum disorders. 
And so it must be the mandate of those seeking to assist these children to 
transport them from an existence limited by monologue to a life as rich as 
possible with dialogue.

it is the intention of this chapter to present an approach to working with 
children with autism spectrum disorders that uses drama therapy to spe-
cifically address the core deficits and needs of this population. As an intro-
duction, a brief look at autism will be offered, including a discussion of the 
increase in the numbers of individuals being diagnosed with ASd as well 
as the most common symptoms and behaviors that typically characterize 
this very diverse group of individuals. drama therapy will then be defined, 
and an overview will be presented. The significance of dramatic play in 
child development and a rationale for the use of drama therapy with chil-
dren diagnosed with ASd will be examined. A drama therapy treatment 
protocol based on the continuum of dramatic play skills will be explained. 
Finally, a case presentation will be offered to provide a clear example of the 
use and effectiveness of this protocol with children diagnosed with ASd.

autism Spectrum disorders

As recently as 30 years ago, autism was considered a rare condition diag-
nosed in only 4 of 10,000 children (Baron-Cohen, 2008). however, in 2006, 
the Centers for disease Control and Prevention (CdC, 2009) reported that 
approximately 1 8-year-old child in every 110 was classified as having an 
autism spectrum disorder. The CdC report postulates that the marked 
increase over time may be due to several factors including a change in ter-
minology. Prior to the 1980s, statistics were based on the single diagnosis 
of autism. The current statistics refer to three different diagnostic catego-
ries that comprise ASd: autistic disorder, Asperger’s disorder, and perva-
sive developmental disorder—not otherwise specified (Pdd-NoS).

There are several categories of characteristics that span the “spectrum.” 
Those considered the essential triad are social difficulties, communica-
tion deficits, and a third category including narrow, sometimes unusual 
interests or fixations as well as repetitive behavior (Baron-Cohen, 2008). 
Another key deficit that many children on the autism spectrum share is 
that of theory of mind (Tom). Tom refers to “the ability to put oneself in 
someone else’s shoes, to imagine their thoughts and feelings, so as to be 
able to make sense of and predict their behaviour” (Baron-Cohen, p. 57). 
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Baron-Cohen maintains that the Tom deficit may lead to anxiety and 
confusion in individuals with ASd due to the fact that they are unable 
to predict, understand, or interpret the behavior of others. individuals 
with ASd often have difficulty understanding what behaviors or actions 
on their part, or that of others, may hurt someone else as well as difficulty 
directly experiencing or understanding empathy or interpreting facial or 
bodily expressions. These skills are prerequisites to successfully engaging 
in social interaction and initiating and maintaining social relationships.

A second deficit area that many children with ASd share is that of joint 
attention skills. This refers to the ability to follow another person’s gaze, 
to show interest in what another person is interested in, or to share a play 
experience. many young children with ASd exhibit significant deficits in 
this skill area (Kasari, Freeman, & Paparella, 2006). Kasari et al. report 
study results that indicate the importance of teaching joint attention and 
symbolic play skills to children with ASd. They also postulate that under 
the right circumstances children with autism can learn these skills. Even 
more significantly, they note that these skills can be generalized from the 
treatment milieu to the home or school environment. They go on to urge 
that to affect changes in children with ASd both joint attention and sym-
bolic play skills should be a significant focus of any intervention.

most non-ASd, or neuro-typical, 2- to 3-year-old children are capable 
of pretend play. They demonstrate at least a basic understanding of the 
idea that both they and the person they are playing with are pretending. 
Pretend play involves at least to some extent the use of symbolic play—the 
representational use of objects. in symbolic play we accept that one object 
represents another as a box becomes a jail—or that inanimate objects such 
as dolls and toys can engage in human activities, can express language, 
and can feel emotion (Kasari et al., 2006; lewis, 2003). Because many 
young children with ASd do not have an inherent understanding of sym-
bolic play, they would benefit from interventions that provide pretend play 
experiences and practice.

The importance of pretend play experiences for children cannot be 
overstated, as it is through such play that children learn what is culturally 
and socially significant. Pretend play affords children the opportunity to 
explore and experiment with activities that prepare them for life. The fact 
that children with ASd often miss out on these experiences is highly rel-
evant when examining the deficits in social competency that so many indi-
viduals with ASd share. with the increasing numbers of children being 
diagnosed with autism spectrum disorders, it is even more imperative that 
we identify effective and purposeful interventions. most typical interven-
tions are adult led and directed, such as those that rely on principals of 
applied behavioral analysis (Stahmer, ingersoll, & Carter, 2003) or the 
use of social stories (gray, 1994). Such approaches have been shown to be 
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effective in extinguishing certain problem behaviors and in learning skills 
such as activities of daily living (Attwood, 2007; Baron-Cohen, 2008).

Play, however, because of its spontaneous and inherent nature, may not 
be truly teachable through techniques such as social stories and imitative 
play. it would seem that the most effective means of enhancing play skills 
in children with ASd would be an approach that is primarily informed 
by the social significance of play and the implications of play deficits on 
a child’s ability to engage in social interaction and to form relationships. 
Such an approach would recognize the developmental nature of play and 
the progressive nature of the acquisition of play skills and offer a compre-
hensive conceptual framework incorporating focus on each of the areas of 
the play continuum.

drama therapy is one such approach that encompasses both the devel-
opmental and social aspects of play, enables a more internalized participa-
tion in actual play, and relies on intrinsic as opposed to external motivation 
and reinforcement. An overview of drama therapy is provided next, along 
with support for the use of drama therapy with children with ASd. The 
framework for a drama therapy approach that supports the social nature 
of play within a developmental context is then presented.

drama Therapy

According to the National Association for drama Therapy, drama therapy 
involves the intentional use of drama and theater techniques by profession-
als trained in the field of drama therapy to bring about healing, growth, 
and therapeutic change. drama therapy is practiced in a wide variety of 
settings including inpatient and outpatient mental health facilities, pris-
ons, schools, and private practices and with a broad range of client popula-
tions including children, teens, adults, and the elderly. drama therapy is 
used in individual, group, and family therapy. drama therapists employ 
an expansive array of techniques and interventions including role play, 
improvisation, enactment, storytelling, puppet, and mask work (http://
www.nadt.org). drama therapy is based at its most organic core on the 
prehistoric human need and instinct for connection and for engaging in 
rituals and storytelling to explain and explore our world and celebrate our 
history (Courtney, 1974).

in drama therapy, the child is the creator, the actor, the director—while 
the therapist may at once take on the role of actor, observer, and audi-
ence. Although the child is typically the director of the drama, at times 
the therapist/actor may attempt a divergent path to support the child’s 
move along the developmental play continuum. As a play partner, drama 
therapists offer total acceptance of the child relying not only on their clini-
cal competence but also on the skills of a creative and spontaneous player 
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(Cattanach, 1994). whenever the therapist is actor—taking on a role in 
play as assigned by the child—it is important that the therapist clearly dis-
tinguish between playing and not playing, between being in and out of 
role, so as not to confuse the child. The boundaries between self and role, 
between me and not me, should always remain clear. The therapist can 
accomplish this by speaking about the character in third person or asking 
specific questions about how a particular character should be played. As 
therapists enlist the child in explaining what their character should say or 
do, they help the child to determine when they are in and out of role. For 
example, in a drama where the therapist is assigned the role of an alien 
who has just landed on Earth, the therapist might ask the child to dem-
onstrate how the alien character moves and speaks and what he might say 
when confronting the earthlings for the first time.

drama therapy supports the use of symbolism and projection in play “as 
the child endows the object with properties of himself and represents his 
view of reality through his projective play” (landy, 1986, p. 12). Similarly, 
Jennings (1993, 1995) affirms the relevance of dramatic imagination in 
child development, asserting that it is through dramatic imagination that 
we gain understanding of why we behave as we do. She argues that “the 
creative imagination is the most important attribute that we can foster in 
children” (1993, p. 20).

Drama Therapy and Autism Spectrum Disorders
drama therapy is for the most part a child-led and child-inspired inter-
vention, making it well suited to therapy with children with ASd. Such 
an approach is supported by Rogers and Vismara (2008), who cite a 2001 
National Research Council (NRC) report on interventions for young chil-
dren with autism that identifies as best practice those “approaches that 
begin with child choice and use intrinsic reinforcers, foster child motiva-
tion and generalization” (pp. 32–33). Another element of drama therapy 
that supports its use with individuals with ASd is that it is an interactive 
process that fosters interpersonal interaction and growth (irwin, 2005; 
Sandberg, 1981). interactive and shared play experiences provide opportu-
nities for the development of cognitive, social, and communication skills 
in ways that solitary play experiences cannot (Chasen, 2011; lewis, 2003). 
wolfberg (2009) asserts that “peer play is an especially important social 
and cultural context within which children acquire various skills equated 
with social competence” (p. 34).

when considering most neuro-typical children, independent and peer 
play is widely acknowledged as their primary means of communicating 
about, experimenting with, exploring, and understanding their world 
(Cattanach, 1994). This is often not the case, however, for children with 
ASd, whose play typically is less exploratory and more rigid and repetitive. 
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Schuler and wolfberg (2000) coined the term echoplaylia to compare the 
often literal and highly repetitive quality of the play of children with 
autism to the mimicking and imitative speech that defines echolalia. They 
maintain that the play of children with ASd is often limited to repetitive 
manipulation of objects or play materials, engagement in complex and 
intricate routines or rituals, and obsessive focus on specific topics or ideas. 
without direction and guidance, children with ASd may not participate 
in pretend play, may not use toys and play materials in imaginary, func-
tional, or symbolic ways, and will rarely engage in role play or enactment 
in a flexible or spontaneous manner. likewise, without adult intervention 
children with ASd do not typically or spontaneously engage in free play 
with peers or siblings, instead choosing to play in a solitary or parallel 
fashion (wolfberg, 2009).

Shared pretend play is a primary vehicle for the social development of 
children. The social world and social behavior inspire and inform collab-
orative play. Through shared pretend play, children’s social communica-
tion skills are strengthened, and the participants engage in an exchange of 
ideas that leads to a deepening of understanding of the social world, social 
behavior and relationships (Attwood, 2007; Chasen, 2011).

Along related developmental lines, irwin (2005) describes the signifi-
cance of role play in the evolution of empathy skills. She notes, “when one 
plays a role, for example, one is asked to think, talk, and be like someone 
else. in this way, one can develop an appreciation, perhaps even empathy, 
for another’s point of view” (p. 21). greenspan and wieder (2006) strongly 
advocate the use of drama to communicate affect in play. Through drama, 
children can begin to experience the expressive and receptive communi-
cation of a broad range of emotions and begin to truly understand their 
significance. As we take on a role, we are experiencing the “me and not 
me”—the similarities and differences between self and others, the joining 
that brings about connection. Sandberg (1981) maintains that “the ability 
to see things from another’s point of view is central to our understanding 
of the self and others” (p. 39). Role taking and role playing, understand-
ing the role as separate from the self, not only allows the development of 
empathy and perspective but also supports a clear sense of self-identity. 
Cattanach (1994) emphasizes the connection between role play and the 
development of perspective-taking abilities, a key element necessary for 
deepening skills related to Tom. She maintains that “to re-experience the 
world from the others point of view is the very meat of role taking” (p. 24). 
The development of plot and adapting the space to establish the “where” 
in an improvisation enhances the use of imagination and guides the sense 
of the “as if,” the use of symbolism and projection that is central to drama.

For children with ASd, drama therapy provides a purposeful interven-
tion that affords a unique opportunity to address many of the significant 
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areas of need via a single medium. meaningful communication, shared 
experience, social connection, and social understanding are each devel-
oped and enhanced through joyful, child-initiated dramatic play.

Toys and Materials for Facilitating Dramatic Play
over the years, i have successfully engaged children in dramatic play 
without props or costumes and in spaces that were hardly conducive to 
imaginary and spontaneous play. Such an approach may be adequate for 
more typically functioning children whose play skills develop in a more 
natural fashion. when fashioning a drama therapy experience for children 
with autism spectrum disorders, however, it is helpful to provide materials 
that enhance the play experience and help to move children along the dra-
matic play continuum. Toys and materials should be purposeful and delib-
erately chosen to support the identified goals. Typical play therapy toys 
such as dollhouses, people, and animal figures, baby dolls and accessories, 
vehicles, and a sand tray are all basic necessities. These materials support 
the development of symbolic and projective play skills. materials and an 
environment that promotes sociodramatic play are equally important ele-
ments and include hats, capes, masks, and fabric for creating costumes 
and defining space—all of which support the development of imaginative 
play and improvisation. Telephones for communicating, a cash register 
and pretend food items, household items such as brooms and dust pans, 
and props such as keys, doctor kits, and flashlights are helpful tools when 
engaging in play related to typical daily activities. materials such as wands, 
swords, shields, crowns, and animal ears enrich and inspire fantasy play. A 
full-length mirror and large dry erase board are helpful additions. A final 
key ingredient is a space that provides both the level of safety and freedom 
necessary to facilitate the drama effectively.

The Dramatic Play Continuum
Jordan (2003) emphasizes the concept that as children move through and 
develop skills related to the various developmental stages of play they 
acquire a repertoire of play skills that they will continue to use through-
out their lives. The dramatic play continuum is based on a similar con-
cept—the idea that children must experience and master play skills in a 
developmentally significant manner, moving from one level to the next as 
mastery is achieved. For neuro-typical children, this process occurs in a 
relatively natural way without the need for intervention or direction. on 
the other hand, children with autism spectrum disorders require our help 
to facilitate this process. in so doing, we allow children to begin where they 
are developmentally rather than attempting to push them to where they 
“should” be chronologically.
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Sensorimotor activity is children’s introduction to play and the basis 
for all future play-based experiences. in infancy and early childhood, we 
begin to play and explore through sensation—through sound and touch. 
For the child with ASd this is typically where we must begin. This type 
of play is especially relevant for the child who is just beginning to explore 
and experiment with toys and objects but has not yet developed the skills 
to play symbolically (Cattanach, 1994). Sensory play involves exploring the 
world through sound (i.e., music, rhythm), and through touch (i.e., slime, 
water, sand, clay, marbles, rocks, shells). For the child with autism, this 
play often becomes the road to connection as child and therapist share the 
sensory experience. we bury our hands in the sand, experiencing the idea 
of here and not here—a rudimentary hide-and-seek.

As children begin to master sensory and sensorimotor play, the next 
goal is to assist them toward exploring symbolic play. in the evolution 
from sensory to symbolic play, we first may witness symbols used to depict 
events or experiences—real or imagined. For example, a truck delivers 
mail, blocks are lined up to represent a road, a pile of sand is transformed 
into a volcano. we can move any sensory experience toward a symbolic 
experience by giving meaning—to voice, movement, inanimate objects. 
when children begin to understand that toys and objects can be trans-
formed and used to represent and symbolize other things, whether real or 
imagined, symbolic play has begun (Cattanac, 1994).

As this predramatic play deepens, children move toward the projection 
of personal feeling and experiences that involve emotion. Through pro-
jective play, feelings, emotions and other human qualities are projected 
onto the toys and objects. The truck excitedly delivers mail to or from 
daddy, the bus hurriedly races the children to school, people run in fear 
from the erupting volcano. Projective play infuses thoughts, emotions, 
and experiences into the play, moving the play and the social connection 
to another level.

From projective play there is a natural progression to sociodramatic 
play. Through sociodramatic play, we witness the first true movement of 
the child with ASd from monologue to dialogue. it is through sociodra-
matic play that play becomes a truly shared experience—where others are 
allowed in and true joining occurs. The entire room becomes the play space. 
Various environments are created as play develops: house, store, post office, 
school. Roles are established, costumes are donned, and props are used 
to enhance the improvisational experience. Voices and bodies are used to 
establish characters. Self is distinguished from other. Feelings and emo-
tions are explored. Problem solving and empathy skills begin to develop.
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Involving Parents in Dramatic Play
involving parents in the drama therapy sessions of children with ASd 
enhances the child’s ability to develop and maintain new play skills. 
Coaching parents both in and out of session can assist them in establish-
ing an environment for dramatic play at home, to engage in play with their 
child on a regular basis, and to support the continuity of interventions 
used in the drama therapy sessions within children’s natural environ-
ments. greenspan and wieder (2006) encourage parents to get involved in 
their children’s dramatic play by taking on a role in their play and actively 
engaging in the drama. Parents are encouraged to prioritize dramatic play 
time at home. A list of recommended toys and materials is offered to par-
ents. The more children engage in dramatic play the greater the chance that 
these behaviors will generalize to other environments and situations—
specifically with peers. Parents are encouraged to schedule play dates with 
peers on a regular basis, gradually increasing the frequency and length 
of the play dates. Parents are advised to allow the play to naturally evolve 
from parallel play to interactive play and on to dramatic play and to avoid 
the urge to force or expect their child to play at a developmental level that 
they haven’t yet reached. The National Research Council report, as cited by 
Rogers and Vismara (2008), maintains that parent involvement in treat-
ment of children with ASd is especially important. Parent involvement 
should include both training in effective ways of helping and interacting 
with their children and instruction in ways to support their child’s newly 
learned skills at home and within the community (Kasari et al., 2006).

Case Presentation: Max
max is a 4-year, 3-month-old child diagnosed with Pdd-NoS, whose par-
ents had received the results of their son’s comprehensive evaluation just a 
week before their first meeting with me. max had been referred to me for 
play and drama therapy, and both parents expressed an appreciation of 
the importance of this type of intervention. max’s parents reported that 
they were devastated by their son’s diagnosis but on some level were not 
surprised. They had sensed that something was wrong with max from the 
time he was an infant. he had not developed as had their two older chil-
dren, particularly in the areas of socialization, social and emotional con-
nectedness, and play skills. They described max as “inflexible, unyielding, 
and rigid.” They worried that he isolated himself from others, especially 
his peers, and showed little interest in interacting with others. Though his 
parents believed that max was obviously bonded with them, they com-
plained that his hugs always seemed superficial and that he had habits that 
they found quite strange. he opened and closed doors incessantly, paced 
the house listing or naming things, and though his older siblings tried they 
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106 • loretta gallo-lopez

could not engage max in play. max had great difficulty dealing with tran-
sition times, unexpected changes, and large social events. Such situations 
would often lead to anxious pacing, rocking, screaming, and at times full-
blown “meltdowns” as they described them. max had a large vocabulary 
but used language primarily to name objects or to recite scripts from his 
favorite videos or television shows rather than to communicate with oth-
ers. his parents and teachers expressed concern that max would some-
times look as though he wanted to play and interact with other children 
but didn’t seem to know how to initiate interaction or even how to respond 
to another child’s invitation to play. max would often totally ignore both 
peers and adults who attempted to engage him in conversation, and, of 
particular annoyance to his parents, he would often completely ignore 
their requests. he had a passion for maps, airplanes, cars, street signs, and 
anything mechanical.

during the initial parent session, i explained the importance of parent 
involvement in the therapy sessions, and both parents made a commit-
ment that at least one of them would participate in each of max’s sessions. i 
explained that during the sessions with max i would model responses and 
interventions and encourage them to engage directly with max to increase 
their comfort with the approach and increase the likelihood that they will 
follow through at home. i informed max’s parents that it would be essen-
tial for them to establish an environment at home that would foster dra-
matic play and that it would be important for them to engage in dramatic 
play with max daily to support the new play skills max would be learning 
during his sessions. we discussed the types of toys and play materials that 
they might want to make available to max at home, including a variety of 
dramatic play materials that would support max’s newly developing play 
skills. At the end of my initial session with max’s parents, i asked them 
to identify their greatest wish for their son. max’s mother stated “that he 
learn to play and have fun and interact more with others.” max’s father 
stated only “that he have friends.”

when i observed max at his preschool prior to my first session with 
him, i saw a child who isolated himself on the playground, staring blankly 
through the fence or picking up and dropping random items he would 
find on the ground. he did not engage his classmates, nor did they engage 
him. during circle time in the classroom max was fixated by fibers on the 
carpet, the pattern on the sweater of the girl sitting in front of him, and 
the tiny string hanging from the hem of his jeans. At snack time, while the 
other children laughed and talked, max counted his crackers as he popped 
them into his mouth. Fortunately the school was willing to work with me 
and with max’s parents, and together we developed a list of guidelines for 
the teachers and school personnel that would support the goal of helping 
max to play, interact, and communicate more effectively with his peers.
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max attended his first therapy session in my office with both parents 
present. he reluctantly held his parents hands as he walked into the build-
ing but darted away from them before they could get him through the door 
of my first-floor office. instead, max ran up and down the steps leading to 
the second-floor offices, counting steps, naming things he saw—“banister,” 
“skylight,” “doors.” max’s parents finally coaxed him down the steps and 
led him into my office waiting room.

when i walked out to the waiting room to meet max and his parents, i 
found him crouched over the floor register that covered the air condition-
ing vent. he stared into and put his hand over the vent, feeling the cool air. 
he laughed as the air blew on his face. The disturbance in texture of the 
grate on the smooth wood floor and the cool air were likely what attracted 
max (and several other children i have worked with diagnosed with ASd) 
to the vent on the floor. max remained transfixed by the physical sensa-
tions and did not respond as i called his name several times. i grabbed a 
tissue, sat on the floor next to max, and put the tissue over the vent. max 
continued to ignore me but laughed as the breeze blew the tissue off the 
vent. i caught the tissue and covered the vent a second time. This time, 
max and i both laughed when the tissue was blown from the vent. i held 
the tissue behind my back. max watched the vent for a few seconds, wait-
ing to see the tissue trick again. Finally max looked in my direction, and i 
smiled and said, “hi, max.” max responded “hi,” and then looked behind 
me for the tissue. when max found the tissue, he grabbed it from my hand, 
dropped it in my lap, and shouted, “do it again.” i put the tissue over the 
vent, and when it blew off i handed it to max and said, “your turn.” max 
took the tissue and placed it over the vent. when it blew off max looked 
at me and we both laughed. max handed the tissue to me and said, “your 
turn.” we continued the tissue game for the next few minutes. Each time 
max looked at me as we laughed together. we had made our first connec-
tion and shared our first playful experience. max’s parents reported that 
max was eager to return for his next session.

The air vent game involved the physical sensations of sensory play. As 
in play with an infant, feeling the air on his face allowed max to connect 
first with the physical sensations and then with the source of the sensa-
tions—which included me. during the next several sessions we continued 
to engage in sensory play. i introduced max to the sand tray, and together 
we explored the soft, cool texture of the sand. i dug my hands into the sand 
and playfully poked one finger at a time up out of the sand. max smiled 
and remained engaged and after a few minutes joined me in this game of 
peek-a-boo. we played with sand toys, allowing sand to stream onto our 
hands from increasingly larger funnels. we used a spray bottle to spray 
water onto our hands and then into the sand, changing the texture from 
soft and smooth to wet and lumpy. As we played, i began to hide objects 
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108 • loretta gallo-lopez

in the sand—rocks, shells, marbles—as max excitedly searched for them 
in our basic game of hide-and-seek. i began to add animal figures into the 
sand, and we continued to bury and forage for the figures. max’s continued 
rigidity and need for repetition were evident as he methodically lined up 
the animals and other objects that found their way into the sand tray. As 
the objects were covered with sand, max began to use the spray bottle to 
wash each object clean. As the objects were sprayed i began to give them 
voice shouting, “oh i’m all wet!” max laughed each time i did this and 
sprayed some more. max then raised the spray bottle higher and sprayed 
water all over the sand tray. he then looked at me and at his mom and 
stated, “it’s raining!” max had made the jump to symbolic play—giving the 
spray bottle a new identity as the rain.

despite max’s foray into the world of symbolic play, he continued to 
engage in a fair amount of rigid and repetitive play with toys and objects. 
he would often stare at the wheels of the toy cars and trucks, spinning the 
wheels, opening and closing the doors, lining them on the floor or in the 
sand tray. he brought an ambulance close to his face and in a high-pitched 
sing-song voice repeatedly named the parts: “wheels,” “doors,” “lights,” 
“bumper,” “siren.” max rolled the wheels with his fingers and opened and 
closed the ambulance doors. At this point in max’s therapy my attempts to 
engage him in more imaginary and symbolic play with the ambulance did 
not typically garner much success.

one activity that seemed to especially grab max’s interest involved a 
small dollhouse with a garage door that could be raised and lowered. max 
would lie on the floor with his face as close to the garage door as possible, 
repeatedly moving the door up and down as he stared incessantly. like 
much of the repetitive play often seen in children with ASd, this activity 
appeared to have no apparent purpose. i decided to intervene and engage 
max and the door in a drama. At the back of the garage was an opening 
meant to symbolize a door. As max closed the garage door i put my finger 
through the back door. when max raised the garage door he saw my finger 
and laughed. From this point on the raising and lowering of the garage door 
took on a purpose (i.e., seeing my finger) and a connection (i.e., attending 
to and laughing at my action). during the next session when max again 
played with the garage door, i moved people figures through the back door 
and eventually gave them voices. “open the garage door; i want to get out!” 
i shouted. max opened the garage door, and as i tried to push the figures 
through he quickly closed the garage door, looking at me and smiling as he 
did so. As we continued this drama, max began to respond to my figure’s 
pleas with statements such as, “No you can’t come out.” At times he would 
actually tease saying, “oK!” and then quickly close the garage door as he 
laughed heartily. when i added to the conversation with lines such as, “But 
i have to go to work!” max opened the garage door and let the person out. i 
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asked, “where’s my car?” max quickly grabbed a car and pushed it into the 
garage. i put the person into the car and pushed the car through the garage 
door. max rolled the car around the room voicing the figure in the car. “i 
have to go to work.” i added other figures into our drama engaging max’s 
figure in conversation and activity. This game continued throughout much 
of max’s therapy, with the drama expanding in each session. The person in 
the car eventually became people, who traveled to school, work, home, the 
supermarket, usually starting out from behind the garage door.

over time, max was able to add more drama into all of his play. The 
ambulance picked up sick or injured people and transported them to the 
hospital where a doctor would tend to them and family members would 
express worry and concern. his repetitive play with other vehicles such as 
the mail truck evolved into an elaborate game of mail delivery as we cre-
ated a mailbox, the post office, and pieces of mail to be delivered to real and 
imaginary recipients. in the sand tray, roads were created as cars traveled 
to grandma’s house or to Aunt Annie’s in Tennessee. Volcanoes spewed 
lava and dinosaurs battled. For many months, most of this play relied on 
the distance afforded by the use of objects and toys as opposed to the use 
of role play and improvisation that is the basis of sociodramatic play—the 
ultimate goal of the many months of drama and play. But max was obvi-
ously moving ever closer to this goal.

Sociodramatic play for max began with the use of a cash register and a 
couple of phones. max had played with the toy cash register before, but his 
play was for the most part repetitive as he pushed buttons and listened to 
the sounds. The play had little purpose and was for the most part a solitary 
activity. during this session, i moved a box of pretend food and two tele-
phones next to where max was playing. max began to use the cash register 
to scan the food items. i began to dial on one of the phones and asked max’s 
mom to answer with the other phone. i told her i was calling the super-
market to see what time they opened so that i could do some shopping. 
mom handed the phone to max telling him that a customer was calling 
to ask what time the store opened. max excitedly grabbed the phone and 
yelled, “Two o’clock!” i then pretended to drive to the store and shopped 
for groceries as max played the cashier. over the next few weeks as we 
continued the store theme, the whole room evolved into a mall with signs 
identifying the various kinds of shops. in addition to max’s supermarket 
there was an ice cream shop, a toy store, a tool store, and several others. 
max and i, along with whichever of his parents was present, would don dif-
ferent hats, costume pieces, and props and take turns playing the roles of 
customers and store keepers. Through our roles, we engaged in reciprocal 
conversation, responded to requests, and engaged in a variety of interactive 
tasks and activities. our sociodramatic play expanded from week to week 
as we enacted scenes in places such as restaurants, hospitals, and school. 
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max always took on the role of teacher, which is typical for most children. 
however, in the initial weeks of dramatic play max’s teacher role was lim-
ited to listing the day’s activities, classroom rules, vocabulary words, or 
homework assignments on the dry erase board. Although his parents and 
i attempted to engage max by taking on the roles of students max did not 
interact with us and often would completely ignore our attempts to engage 
him. But as we became more playful and intrusive in our student roles, 
max began to respond to our behavior. i especially liked to play a ram-
bunctious, noncompliant student, who called out, interrupted my teacher, 
and bothered my classmates. max would scold me for my misbehavior, and 
i would often be sent to “time-out” until i could follow the rules. School 
continues to be a favorite scenario for max. he still prefers to play the 
teacher while his parents and i are assigned the roles of students, establish-
ing different names, identities, and personalities. max’s mom will often get 
a star for following directions while i typically get my name on the board 
for unruly behavior. on a good day my behavior might even warrant a 
phone call home to my parents.

Today there are few monologues in max’s play—and his ability to dia-
logue and connect increases steadily both in and out of the playroom. 
his parents continue to engage in dramatic play with him at home and to 
arrange play dates on a regular basis. in his kindergarten class, max has 
begun to spontaneously engage with other children on the playground and 
to interact verbally during snack time. he has identified several of his class-
mates as his friends and has had successful play dates with two children 
from his class. in his classroom, dramatic play has become max’s favorite 
activity as he engages with other children in both fantasy and real-life play 
scenes. Now when max comes in for his weekly drama therapy session, we 
set the stage by moving furniture and fashioning fabric, props, and other 
materials to create our sense of place. our dramas continue to develop, and 
new themes emerge as we battle with swords, shop at the mall, and fly off 
to distant lands—together.

Dramatic Play Dyads and Groups
once children such as max have journeyed through the dramatic play con-
tinuum and can engage comfortably in symbolic, projective, and sociodra-
matic play, the next developmental step should involve peer group drama 
therapy experiences. Participation in such a group offers children with 
ASd the opportunity to continue to strengthen their emerging play and 
social skills, provides a supportive and safe environment to experiment 
with new interactive skills and behaviors, and enhances feelings of social 
connectedness and competency. For children not yet ready for a group 
experience, dyads—involving two children appropriately paired based on 
characteristics such as common interests, social/developmental level, or 
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communication skills—affords children the opportunity to practice their 
skills in a therapeutic setting with only one other child at a time. As with 
dyads, groups can be formed for general dramatic play, bringing together 
children of similar ages and social skill levels. Alternatively, groups can be 
formed around a specific theme. A popular group theme is that of superhe-
roes. many children and teens with ASd identify with superhero charac-
ters for a variety of reasons and are able to use these characters to explore 
significant issues of their own. Self-identity and bullying are consistent 
themes, for as Rubin (2007) notes, “Superheroes rarely fit in” (p. 17). Tony 
Attwood (2007) extols the benefits of role play involving super heroes with 
children with Asperger’s disorder. “often the super-hero is someone who 
has two identities, a timid and often meek and unsuccessful person who 
is able to transform himself into someone with special abilities, able to 
conquer adversity” (p.187). The common superhero themes of power and 
transformation (Attwood, 2007; Rubin, 2007; Scanlon, 2007) resonate with 
many boys including those with autism spectrum disorders.

The Super Friends Group
Jeremy, Alex, david, and Tim are four boys ages 8 through 10 who partici-
pated in a weekly drama therapy group over a period of 6 months. Jeremy, 
the youngest of the group, was diagnosed with Asperger’s disorder. his 
verbal interaction with others tended to be perseverative and repetitive. 
he often bluntly criticized both adults and peers and attempted to control 
any social situation. Alex and david, both diagnosed with autism, had lan-
guage and articulation delays, adding to their already pronounced deficits 
in social interaction skills. Tim was the oldest of the boys, and though 
he was quite verbal his social vocabulary was generally limited to talking 
about or scripting lines from his favorite cartoons. All four of the boys 
had a great deal of difficulty understanding and interpreting social cues, 
which lead to conflict and hurt feelings in typical play or social settings. 
And all four of the boys had a passion for comic books and superheroes, 
which were the common threads that motivated them to come together 
and enabled them to ultimately connect. By the third group session they 
had named their group “The Super Friends group,” a symbol of their deep-
ening connection. goals for the boys included enhanced feelings of social 
competence, increased use of spontaneous reciprocal conversation, and 
improvement in peer interaction, perspective taking, emotional flexibility, 
collaboration, and compromise. Each week over the 6-month period the 
boys came together and created and enacted stories involving super heroes. 
during the first weeks the stories closely mimicked comic book stories 
they had read or cartoons or movies they had seen. Characters engaged 
primarily in monologue or soliloquy as opposed to dialogue or reciprocal 
conversation. when conversation did take place it rarely involved listening 
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or an exchange of ideas but rather was limited to each boy waiting for the 
other to finish speaking so he could have his turn. Even in those weeks, 
however, the boys began to learn how to compromise and negotiate to turn 
four ideas into one story that they could enact. The boys used fabric, fur-
niture, props, hand-drawn scenery, and costumes to enact the stories they 
had created. As the weeks went on i encouraged them to create characters 
and stories of their own and the boys worked together to develop their 
own superheroes and villains. Some of the characters persisted and over 
time the stories became episodes, with themes developing and evolving 
from week to week. As the characters interacted, the level of spontane-
ous reciprocal communication among characters—and among the boys—
increased. The characters and the boys began working together to solve 
problems, listened to each other, and regularly engaged in conversation.

The boys looked forward to their time together and often excitedly 
arrived for their group with lists of ideas for stories and enactments. 
Through their stories they explored themes related to a variety of issues 
including friendship, good versus evil, and family relationships. The boys’ 
typical rigidity softened as they became more obviously flexible and will-
ing to compromise. They were able to more readily recognize the value 
of someone else’s ideas and perspective and to find ways to compromise 
and merge their ideas into a cohesive whole. They clearly demonstrated an 
understanding of symbolic, projective, and sociodramatic play and were 
able to use these skills when involved in peer play outside of the therapeu-
tic environment. All four of the boys expressed less resistance to engag-
ing in peer play experiences both at school and within the community, 
advancing their play journeys into more natural settings and affording 
them the opportunity to establish and maintain friendships.

Conclusion

Though anecdotal information such as the cases of max and the Super 
Friends group presented in this chapter appears to provide a foundation 
for the theory that drama therapy has long-term positive implications for 
children with ASd, there is an obvious need for scientific investigation and 
study to provide evidence-based support for this type of intervention. The 
little research that is currently available can at least be viewed as a step-
ping stone to the work that needs to be accomplished here. Chasen (2011) 
focuses on neurobiology and drama therapy. he points to recent research 
in the field of neuroscience that indicates that imitation and reenactment 
are the basis “for understanding self and other” (p. 66). Chasen maintains 
that the “inherently dramatic functions of imitation and reenactment” 
(p. 64) support the idea that dramatic enactment promotes a stronger 
social connection and clearer sense of self-identity.
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Corbett et al. (2011) report on a brief study into the effectiveness of a 
program that involves theater as therapy for children with autism spectrum 
disorders. They report that participants evidenced a “modest” enhance-
ment in skills related to theory of mind and social perception (p. 508).

The protocol presented in this chapter has been shown through observation 
as well as through parent and school report to enable participants to enhance 
their capacity for social connectedness, social communication, perspective 
taking, and shared positive experiences. Such qualities have the ability to gen-
tly guide children with ASd from a solitary existence to a life filled with pur-
poseful and joyful interaction and heartfelt, meaningful relationships.
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ChaPter 6
LEGO-Based Play Therapy for Improving 

Social Competence in Children and 
Adolescents With Autism Spectrum Disorders

danIel B. legoFF, g. W. Kr auSS, and Sar ah leVIn allen

Introduction

Children with autism and related conditions, by definition, are often diffi-
cult to engage in play, especially interactive play. This is not a trivial aspect 
of their condition. Play is at the core of childhood development in all its 
dimensions. language, social competence, problem solving, motor skills, 
technology, identity, moral reasoning—all important aspects of learning—
are apparent in the self-directed practice evident in various forms of play, 
from stacking blocks to blasting aliens. At the core of autistic pathology 
is the absence or deficiency of adaptively relevant play. The lEgo®-based 
approach has much in common with many play therapy approaches that 
focus on using whatever elements or approximations of adaptive play are 
evident and then engage with and expand that core. Fortunately, for many 
children with autism spectrum disorders (ASd), there is not only an inter-
est and an island of efficacy with regard to constructional play, and espe-
cially lEgo play, but also a shared interest.

This is not exclusive to lEgo, of course, so the natural question is, 
“why lEgo?” To some extent this was arbitrary or accidental—the result 
of finding a common interest among a number of children with autism 
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and taking advantage of that motivation to increase willingness to par-
ticipate in a group activity. on the other hand, the sustained interest and 
growth of the lEgo therapy approach has not been accidental. Currently, 
lEgo-based therapy is being used with children with autism and other 
disabilities throughout North America as well as in the united Kingdom 
(owens, granader, humphrey, & Baron-Cohen, 2008), Asia, Australia, 
South America, and Africa. There is definitely something relevant with 
regard to this population about the use of lEgo materials and the result-
ing therapeutic benefit.

Children play with lEgo bricks all the time—lEgo has been con-
sistently in the top ranks of toy manufacturers since the 1970s (hansen, 
1982; wiencek, 1987). what is it about this common play toy composed of 
little more than simple snap-together primary-colored plastic blocks and 
the process of constructing things with them that can make it therapeutic? 
over the years, my colleagues and i have formally and informally decon-
structed this approach and have identified some key therapeutic features:

• likely first and foremost is the high level of motivation that many 
children with autistic spectrum conditions have for this particu-
lar activity and play materials—motivated participation is obvi-
ously going to be key to any therapeutic intervention, especially a 
child-led approach based on play.

• An often overlooked aspect of lEgo materials is the high rate 
and frequency of discrete actions, and repetition. A typical lEgo 
activity will involve hundreds of actions and objects and at least 
that many opportunities for interaction and communication in 
less than an hour. Clearly, this is a fundamental aspect of learning. 
Social competence is not something that children with autism learn 
through insight; they learn through practice and repetition—slow 
approximations, similar to learning to play a musical instrument.

• As golan et al. (2009) pointed out, lEgo play is very systematic, 
and this play activity capitalizes on the strong systematic reason-
ing abilities of individuals with autism. The system of lEgo then 
can lead directly to acquisition of a system for interacting with 
others: accessing the underlying norms and rules of social inter-
action that have been previously invisible to them.

• lEgo Corporation expends an enormous amount of effort and 
ingenuity on an ongoing basis in product development. The 
range and diversity of lEgo materials lends itself to both the 
idiosyncratic interests of the population of children with autistic 
conditions as well as to their typically developing peers. There is 
virtually no idiosyncratic interest that could not be accommo-
dated by the ever-expanding range of lEgo materials.
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• Finally, lEgo toys are simple and sensorily appealing, elements 
that are attractive to children who have difficulty managing com-
plex and changing visual stimuli and patterns.

Theoretical and empirical rationale

The use of lEgo bricks as a therapeutic medium to enhance the social 
and communication skills of children with autism spectrum disorders was 
initially developed in the mid-1990s and was introduced to the research 
literature about 10 years later (legoff, 2004; legoff & Sherman, 2006). 
This approach did not evolve strategically from a given methodology or 
intervention and was not based on a preexisting theoretical framework. 
Rather, a number of coincidental findings led me (legoff) to consider the 
potential use of lEgo bricks as a therapy tool—i had been exposed to 
them as a play material as a child but had not seen them used in any of my 
training as a child psychologist. of course, i’m sure many of my colleagues 
would agree that there is a considerable overlap between lEgo-based con-
structional play and that of other materials, such as clay, sand tray figures, 
blocks, and K’Nex. Nonetheless, there also seemed to be something unique 
and powerful about the lEgo play system, particularly for the emerging 
population of children—mostly boys—identified as autistic.

one key aspect of this particular approach is, of course, the lEgo 
materials themselves. This is not by accident. lEgo Corporation, based 
in Billund, denmark, has conducted its own research on the nature of 
play and utility of play activities for cognitive and social development for 
decades (Papert, 1999; weckstrom, 2010). obviously, for reasons of corpo-
rate competition, lEgo Corporation does not typically share its research 
and development findings publicly. There may be a number of reasons for 
the popularity of lEgo materials with this particular population, such as 
their systematic nature (Baron-Cohen, 2003) or the ever-changing themes 
that capture the interests of the autistic population (e.g., Star wars, comic-
book superheroes, robots, trains). of course, lEgo toys are equally popu-
lar with typically developing children, especially boys—although there has 
not been any evidence of a gender difference in response to lEgo bricks as 
an educational or therapy tool (legoff, 2004; Papert, 1999).

As has been previously reported (legoff, 2004), the initial advent of the 
therapeutic use of lEgo resulted from the observation of spontaneous 
social interest and social interaction between two boys, both diagnosed 
with mild autism spectrum disorders. After noticing that each of them had 
brought lEgo creations to share with me, they took it upon themselves 
to begin meeting in the waiting room of my clinic to discuss their shared 
interest. Taking the advice of Attwood (1998), i decided to capitalize on 
this interest. Attwood’s approach capitalizes on the cognitive-behavioral 
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theory of self-efficacy (Bandura, 1977, 1997)—that is, the use of intrinsic 
motivation and the experience of a sense of mastery to help enhance moti-
vation for social engagement and interaction.

without additional structuring, the lEgo therapy approach would 
have likely been limited to primarily individual play intervention. many 
years of experience with this population has taught me that most children 
with autistic disorders will withdraw quickly from social interaction if 
they are allowed to pursue a solo activity. A key aspect of lEgo therapy is 
the enhancement of motivation for social interaction and social self-effi-
cacy (Bandura, 1997) through the experience of a potential intrinsically 
rewarding group activity. This is achieved through the use of a technique 
i refer to as horizontal task analysis. most professionals who work with 
children with developmental disabilities are familiar with traditional task 
analysis, which is vertical in the sense that it breaks down more complex 
sequences of actions into linear, sequential steps (Jonassen, Tessmer, & 
hannum, 1999). A horizontal task analysis involves breaking down a task 
into interdependent components that can be engaged in simultaneously or 
that at least can occur in parallel.

The ideal social learning context involves three key components: (1) a 
positive and meaningful experience (i.e., personally relevant); (2) a high 
frequency of rewarding social interaction (i.e., the experience of others as 
helpful and collaborative and the experience of self as efficacious); and (3) 
an experience of joint accomplishment (i.e., successful interdependence). 
The lEgo structured group play activity emphasizes all three of these. 
At the same time, a critical aspect of the lEgo approach is the high fre-
quency of opportunities for positive interaction. This is an inherent aspect 
of the lEgo building process itself: Each lEgo activity—whether it is a 
simple set-building project or something as elaborate as a stop-motion film 
project—involves many steps, each requiring joint attention, joint decision 
making, and reciprocal communication (verbal and nonverbal). The fol-
lowing provides a review of the previously published outcome research as 
well as further detail regarding implementation of this particular method 
of structured group play intervention.

Level One—Building Skills
Collaborative set building can be initiated once children show indepen-
dent abilities to identify pieces and then sort and select them based on 
either the instructions or their own basic imitation. medium-level sets 
(50–150 pieces) can be introduced. The lEgo age guidelines provided 
on sets can be very useful in determining the next level for a given child. 
Parents should be encouraged to attempt sets at home that are at the next 
level of difficulty above the one most recently mastered. often, at this level, 
the child will need adult prompting and help, especially with parts that are 
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more difficult to assemble (e.g., wheels, smaller parts). once able to con-
sistently collaborate with an adult and stay focused on task appropriately 
without requiring external reinforcement for each step (i.e., rewards can 
be delayed to final completion), children are ready for collaborative build-
ing with a peer.

Level Two—Collaborative Building With One Peer
level-two activities involve collaborative building with one peer and often 
require close adult supervision. it is often helpful, especially initially, to 
have a typically developing or at least more advanced peer mentor as a 
helper. in this regard, we have often found it useful to match a child who 
is working on prosocial and helping behaviors with a learner (i.e., a lEgo 
creator or lEgo master with a lEgo builder or helper—see section 
lEgo Club groups and Behavior management and Rewards). initially, 
paired collaborative lEgo projects can be an important precursor to 
larger lEgo group participation. This involves working on collaborative 
projects with half a dozen or so peers, often with assigned interdependent 
roles, that emphasize cooperation, communication, and joint accomplish-
ment as opposed to individual projects and achievements. Although peer 
mentoring continues at all levels of the lEgo Club groups, at times such 
as this it is more explicitly the focus of the intervention.

Collaborative Set Building with pairs, it is often helpful to start off with 
sets that are within reach of the child who is being helped. As the pair 
demonstrates reciprocal building (i.e. they are able to complete a small set 
independently, with minimal adult intervention), the level of complexity 
of sets can be increased. The helping child may need to be given additional 
support and rewards for being patient and supportive at this stage, with 
access to preferred sets or magazines or by earning new sets or desired 
pieces. Typically, helpers have difficulty allowing the less skilled builder 
to fully participate and will tend to take over the task completely. For this 
reason, the adult should strictly regulate the activity by assigning specific 
tasks as follows.

The child just starting level two will be the parts supplier. his job is to 
find the correct lEgo pieces and give them to the child with whom he 
is working. The more advanced member of the pair will be the builder. 
The builder’s job is to put the pieces together according to the instruc-
tions. The parts supplier should be encouraged and prompted primarily 
by the builder, not the adult supervisor. For example, the builder should 
prompt the parts supplier when they have finished one step and need the 
next piece.

The builder should be instructed to follow a hierarchy of requests or 
prompts. First, the builder will ask for specific parts needed to complete 
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the set by verbally describing the pieces (e.g., “Please can i have a black 2 
by 2 brick?”). Second, if the parts supplier gives the wrong piece or doesn’t 
respond, the builder should point to the item in the instructions, again giv-
ing the verbal label. Finally, if the parts supplier has not yet given the cor-
rect piece, the builder should point to the actual piece and again verbally 
label it. The builder should not take pieces from the parts supplier or take 
the parts supplier’s hand to guide a response. only when there is a clear 
failure of verbal and nonverbal requests should the adult give direct assis-
tance by pointing or hand-over-hand prompting. The adult should also 
repeat the verbal prompt and, if necessary, should place the piece in the 
parts supplier’s hand and then prompt him to give the piece to the builder.

This process of collaborative building with a peer is at the core of the 
lEgo therapy process and should be learned and perfected as a central 
skill-building strategy. All higher-level lEgo therapy activities are depen-
dent on mastery of this initial collaborative task.

once a parts supplier has shown some mastery of this task (i.e., the child 
spontaneously gives parts and needs fewer nonverbal prompts), then turn 
taking should be introduced. in this situation, the set is divided according 
to either number of steps (e.g., one child is builder for the first 20 of 40 
steps and the second child is builder for the final 20 steps) or functional 
design characteristics of the set (e.g., building different parts or sections 
of a set). on larger sets, with pairs collaborating, it may be necessary to 
switch more than once during the completion (e.g., switching every 10 
steps). Alternatively, turn taking can be determined by time, such as swap-
ping roles every 10 minutes.

Collaborative Freestyle once children are able to sustain consistent turn 
taking and collaboration with a peer on set building, they can be intro-
duced to paired freestyle building. Freestyle building involves designing 
and building their own creations from nonset-specific lEgo pieces rather 
than following printed instructions to build a particular model. The adult 
can help steer the pair toward possible projects, which have good potential 
for success.

Freestyle building involves an increased demand for communication, 
sharing of ideas, joint attention, and collaboration. The pair should ini-
tially be led by the more advanced child. his role is now the engineer, who 
is in charge of designing the freestyle creation. The less skilled child, who 
is working at level two, combines the roles of parts supplier and builder.

The emphasis in freestyle building should be on both effective com-
munication and collaboration. Problem solving, compromise, and turn 
taking may need to be encouraged, modeled, and supported by the adult. 
if there is little success initially (e.g., the engineer just takes over and the 
builder winds up watching or making suggestions, which are ignored) the 
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adult should take a more active role. in this situation, the adult should 
join in a subservient role (parts supplier or assistant builder) rather than 
as engineer.

once the pair has demonstrated some proficiency at independently 
designing and completing freestyle creations, the less experienced child 
is ready to take over the role of engineer. Again, the adult may need to 
be more involved initially and, again, should assist rather than direct the 
project. Typically, at this stage lEgo helpers will be given a mock diploma 
recognizing their achievement of the lEgo Club status of lEgo Builder 
and are eligible for inclusion in larger group settings with age/develop-
mentally similar peers (legoff, Krauss, & Allen, 2009).

Level Three—Collaborative Building With Two Peers
Set Building group set building within lEgo Club groups usually 
involves small subgroups. with some of the larger projects undertaken 
by the older groups, there are often five or six participants working on 
a project, but with younger groups (age 12 and under), there are usu-
ally no more than three participants working on a given project. in the 
dyads and triads, the members are assigned different building tasks.

The engineer describes which parts are required and where to put them 
according to the instructions. Bricks can be described according to their 
color, shape, and size. A good place to find appropriate names for bricks 
that are quite complicated in shape is either the lEgo Factory website on 
the pick-a-brick pages (factory.lego.com/pab/) or the private online web-
site Bricklink.com.

once the engineer has described the bricks, the parts supplier searches 
through the bricks to find the piece that the engineer has specified and 
passes the pieces one at a time to the builder. Typically, all the bricks are 
tipped out onto a tray rather than out onto a table so that pieces are less 
likely to fall onto the floor and get lost. The parts supplier may have addi-
tional tasks during building, such as cleaning parts for reassembly for res-
toration projects or sorting parts for preassembly on larger projects. The 
parts supplier may also be assigned some preassembly, when there are a 
large number of simple units needed (e.g., preassembling wheels, axles, 
and tires). The builder is given the pieces by the parts supplier and con-
structs the lEgo set according to the printed instructions and directions 
from the engineer. Participants then take turns playing each of the dif-
ferent roles (e.g., swap every 10 steps of the instructions). here is a useful 
opportunity to practice turn taking in a fair way. it is useful to ask children 
to generate fair strategies to decide who gets to be builder first (usually 
everyone wants this job).

with most groups of five or more participants, there are at least two 
adults in the room to facilitate and supervise. As noted already with 
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single-peer collaborations, it is important not to take a leading role in the 
set building but to defer most conflicts or problems to the members them-
selves. Children often seek out the adults for help but should be redirected 
to the other children in the group as appropriate resources. in some situ-
ations (e.g., a critical missing lEgo piece), the entire group may be solic-
ited to provide help. “Search parties” are common during groups in which 
larger projects are under way.

in younger groups (8 and under) there are more dyads than triads, and 
there is a need for closer adult supervision. off-task behavior is more fre-
quent and is tolerated as long as the participants can return to the group, 
often with peer-mediated prompting, such as, “hey, i still need your help!” 
Set building can be very technical and demands considerable attention and 
close interpersonal contact. younger group members can rarely tolerate 
this for more than about 20 minutes at a time. Although some older group 
members can spend a full hour or 90 minutes building sets, the younger 
ones will need to have breaks during which they can play with the sets or 
do some relaxed freestyle building. one way of organizing a 1-hour session 
would be to have 20–30 minutes of set building followed by a 10-minute 
break (e.g., for a drink outside the lEgo space) and then another 20 min-
utes of freestyle building and finally 10 minutes to clean up.

Freestyle Building in a larger group, it is difficult to maintain close super-
vision during freestyle building. There is a greater need for movement 
around the materials, and typically there is more noise and off-task behav-
ior as well. when one participant has an idea for a freestyle design, he is 
encouraged to share the idea with the group, and other group members are 
recruited to help. This typically results in two or three small groups work-
ing with the engineer who had the idea and two builders or suppliers who 
assist. The duration of interaction during freestyle building tends to be 
shorter, as diverging interests draw group members in different directions. 
Participants are often cued or prompted to recruit helpers, especially when 
they seek advice or assistance from the adults. For example, consider the 
following exchange:

Phillip: hey dr. dan, i need another black wheel like this one.
Dr. Dan: i know we have one somewhere, not sure. who’s helping you?
Phillip: No one. i’m building this by myself.
Dr. Dan: Can’t do that, Phil, buddy. you’ll need help. Find a helper.
Phillip: hey, who wants to help me find this wheel? Curt? help me.

Freestyle building in small groups can often take the form of competi-
tions. For example, two triads may be challenged to create the best space 
ship, monster truck, or fire station. The group members and the group 
leaders later judge the results. or there may be some objective assessment 
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procedure, such as a race, completion of a stunt or trick, or a drop test 
(lEgo creations are tested for engineering quality by being dropped from 
a certain height—the creation that loses the fewest pieces wins).

other more complex issues can also be worked on, including active lis-
tening and expressing empathy, social problem solving and conflict reso-
lution, and assertiveness. For these skills, it is important to use examples 
and situations that occurred in the group context rather than hypothetical 
situations, which tend to be ineffective in eliciting the appropriate behav-
ior in natural settings. during individual sessions, participants are asked 
to review events that occurred during groups, sometimes with videotaped 
evidence to help. Following this, the participant is encouraged to role play 
alternative responses or to practice skills:

Dr. Dan: Tony, remember when Burt came to group last week? he was late.
Tony: yeah, he was late.
Dr. Dan: what was he doing when he came in?
Tony: he was being late.
Dr. Dan: yes, but what else?
Tony: [laughing] he was crying.
Dr. Dan: Right, he was upset about being late. it bothered him. what did 

you do when you saw him?
Tony: i teased him  . . .  oh, i said, “Cry baby, did you poop your diaper?”
Dr. Dan: yeah. Then what happened?
Tony: Burt threw the train and broke it. he ran out there, and he was 

knocking things in the waiting room!
Dr. Dan: do you think you made him more upset?
Tony: yeah, i think so. i shouldn’t have teased him.
Dr. Dan: oK. So what could you have said to him instead of teasing?
Tony: i should have said it’s oK, don’t worry.
Dr. Dan: how about this—i’ll pretend to be Burt, and you practice saying 

something that will help me feel better.

in general, the format in a group session moves from a higher degree of 
structure and control by the leaders to more self-directed and less struc-
tured activity toward the end. The first part of the session sets the tone for 
the rest of the time so it is important to have a strong presence and a clear 
agenda at the outset. Following the usual chaos of bringing members in 
from the waiting room and talking briefly with parents there should be a 
clear set of options or an established procedure to get the group engaged in 
a productive and semistructured activity. Allowing free play at the begin-
ning of a session, as opposed to the end, essentially guarantees that the rest 
of the group time will be spent in semichaotic individual activities.
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Group-Based Semistructured Activities
This is the core of the group session and the time during which the group 
members are actively engaged in an activity. during this time, the group 
leader may need to be very active with members, or less so, depending 
on the skills and developmental level of the group. it also depends on the 
novelty of the task. For newer, less familiar tasks, there is a need for much 
more input from the leader. younger group members or inexperienced 
builders also tend to require more input. if the group activity is chosen 
appropriately, the leader can focus more on the social and communication 
coaching and less on helping get the project done on time.

it is best to try to limit the group to an achievable number and com-
plexity of tasks at the beginning. This can take some experience to know 
how long a given building task may take. For set building, a rule-of-thumb 
formula for gauging time requirements is

Number of lEgo pieces involved/developmental age  
of group members (years) = time (minutes)

For example, a group of children with the building skills of average 
10-year-olds can put together a lEgo set with 600 pieces in 60 minutes. 
Keep in mind that that is an uninterrupted and intensive 60 minutes. 
Alternatively, a group of children with the developmental age of 4 years 
would accomplish the same task in about 150 minutes.

Less Structured, Creative Time
Following the main structured activity, there is often some time remain-
ing, and this is a good time to allow a relaxation of structure and allow the 
members to pursue their own interests and projects. As much as possible, 
during this time it is useful to try to link members up in pairs to work on 
joint projects or match together members who may be engaging in play 
activities with similar themes.

Cleanup Time
Start giving cleanup time warnings about 5 to 10 minutes ahead of time, 
depending on how involved and complex the ongoing projects are and the 
extent of the mess in the room. give at least two or three warnings before 
announcing cleanup time. Following the first warning, make sure no new 
projects are started and no new play themes or lEgo sets are taken down 
from the shelf: “don’t start anything new; it’s almost cleanup time, and 
you have 3 minutes to finish up what you’re doing.” Announce cleanup 
time at roughly 15 minutes prior to the group ending—don’t be flexible 
about this, or the group leader will spend an inordinate amount of time 
ordering and cleaning the materials. Be sure to indicate that all materials 
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must be returned to their original locations, and all members should help 
each other put all materials away, not just the pieces they were personally 
using. This is a good team-building exercise. Remind the group members 
that any pieces left on the floor will go into the vacuum cleaner. we have 
routinely offered LEGO points to younger members for gathering up stray 
lEgo’s under tables.

Farewell and Parent Review
once the room is put back in order and everything is off the floor, cue 
group members to give age-appropriate farewells, including use of mem-
bers’ names. while group members are rotating through their farewells, 
i usually head out to the waiting room to give a brief feedback to parents 
about the group session, progress, problems, and concerns. There are inev-
itably a second set of farewells in the waiting room and often a continua-
tion of this process out the door. At times, parents may be late in getting 
their child following a group. This elicits a wide range of reactions from 
the members, few of which are positive. A couple of times parents have 
neglected to return to pick up their child following a group. it is a good 
idea to remind parents ahead of time that this is not acceptable and that 
they need to be on time to get their child after the group. of course, this is 
not a problem for school-based or other groups in which parent transpor-
tation is not an issue.

LEGO Club Rules
Parents as well as teachers and other therapists who are not familiar with 
this treatment approach often ask about discipline or behavior control 
procedures. it turns out that problem behavior is quite rare using this 
approach, especially when the participants are highly motivated and have 
been properly prepared during the initial interview.

A key to lEgo therapy is establishing self-regulation and using peer-
mediated corrective feedback. These skills are aided by the use of posted 
rules, the lEgo Club rules. during the initial interview, potential partici-
pants are told, “if you want to come to the lEgo Club, you have to be able 
to follow the rules.” For nonverbal or preverbal children, this message is 
usually conveyed by correcting their behavior during individual therapy 
sessions. Children without verbal communication skills are not included 
in groups until they are proficient at the required skill set, which includes 
behavioral compliance. The lEgo rules were developed by the original 
participants in the first lEgo-based social skills groups and reflect the 
consensus regarding a necessary and sufficient set of rules for peer-medi-
ated regulation of the group process (legoff et al., 2009):
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lEgo Club Rules

if you break it, you have to fix it.
if you can’t fix it, ask for help.
if someone else is using it, don’t take it, ask first.
No yelling. use indoor voices.
No climbing or jumping on furniture.
No teasing, name calling, or bad words.
No hitting or wrestling—keeps hands and feet to yourself.
Clean up—put things back where they came from.

The rules are printed in large print so they can be easily read and are posted 
on the poster board in the lEgo therapy room. whenever a new member 
is introduced to a group, one or more of the group members are asked to 
review the rules with the new member, and we often then have a group 
discussion about how each of the members has occasionally needed to be 
corrected about a rule violation.

An important aspect of using the rules is implementing them consis-
tently and without negativity. The leader should typically not offer direct 
feedback regarding inappropriate behavior. instead, whenever possible, 
the leader will request that the other children in the group remind each 
other about the rules. using indirect and ambiguous terms enhances the 
participants’ abilities to identify inappropriate behaviors in others and 
in themselves. For example, when a child climbs onto a chair to retrieve 
something from a high shelf:

Dr. Dan: hey guys, is someone in here breaking a rule?
David: uh, yeah, Peter is hogging the big truck wheels.
Dr. Dan: Anything else?
Peter: yes! Sam is climbing on furniture. get down, Sam; that’s rule num-

ber 5.
Dr. Dan: good point, Peter. Sam?
Sam: Sorry, dr. dan, i just wanted to get R2-d2 for my x-wing.
Dr. Dan: well, what should you do?
Sam: i couldn’t reach it without getting up  . . . 
Dr. Dan: lEgo Club, what should Sam do?
Group (together): he should ask for help!

Rules of Cool unlike the proscriptive lEgo Club rules, the Rules of Cool 
are implicit, prescriptive rules that are not overtly written or otherwise 
indicated. These implicit rules are actually defined by the group members 
as part of an ongoing discussion that takes place informally during ses-
sions. The topic is introduced to members in situations in which there may 
be socially inappropriate or stigmatizing behaviors evident but that do 
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not necessarily violate one of the lEgo Club rules. Positive or prosocial 
behaviors exhibited by group members should be noted and pointed out by 
the therapists or instructors: for example, “hey, matt, thanks for sharing 
with Nick. That was cool. wasn’t that cool guys?” Also encourage group 
members to comment on other’s behaviors, both positive and negative: for 
example, “hey, John, did you see Sean just grab that out of david’s hand? 
was that cool? what should he have done—tell him.”

The LEGO Club Level System Similar to many aspects of the lEgo 
approach, the level system evolved over time and was used as a strategy to 
support social development based on direct clinical evidence. The lEgo 
Club levels are in place to reward children and to motivate children to 
improve. There are five lEgo Club levels that are outlined next. once the 
skills for a particular level are demonstrated, children are given a lEgo 
Club certificate or diploma (which many group members have kept and 
cherished for years). Rather than the group leader awarding a certificate, 
it is the peers in the group who review whether a child’s project meets the 
specific criteria for a given level.

in general, there is a clear and persistent interest by group members in 
attaining higher levels within the system, and this often leads to improved 
motivation, task persistence, and willingness to undertake difficult tasks 
(legoff et al., 2009).

LEGO Levels

1. LEGO Helper Participants are considered to be at the helper level 
when they first join a group. At this level, they are encouraged to “help 
out” the group activities by presorting pieces when set building (e.g., all 
the gray pieces together), sorting freestyle pieces, checking sets for integ-
rity against directions when completed, ordering and cleaning the lEgo 
room. This level serves different functions for children depending on their 
skills: For children who are not yet proficient at set building or who do not 
have the ability to sustain attention on a task long enough, this allows for 
participation and provides the context for peer approval and appreciation 
of input. For children with more advanced skills, these activities motivate 
them to demonstrate their proficiency at higher-level skills needed to move 
up to the next level, including gaining peer approval and building peer 
alliances.

2. LEGO Builder once a lEgo helper has demonstrated that he can 
construct lEgo sets of a moderate size (100 pieces and above) and can 
take the role of builder in a group set-building activity, the group members 
will be asked if the participant warrants graduating up to lEgo builder 
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status. if the group agrees, the participant is then awarded a diploma, 
which is signed by the therapist and all other group members.

3. LEGO Creator The challenge for a lEgo builder who wants to 
move up to being a lEgo creator is to construct a freestyle creation. This 
has to be an original idea, with a certain degree of complexity and gestalt 
integrity that makes it appealing to the other members. The other group 
members again make a group decision regarding the creation, and if they 
are agreed the participant is given a second diploma.

4. LEGO Master The challenge at this level is to lead a group project. 
The participant must have either initiated the purchase of a large lEgo 
set (over 300 pieces) for which he then coordinates the construction or the 
presentation to the group of a desirable group freestyle project (e.g., build 
a complex building, a small town, an airport, or a zoo, or construct a series 
of creations such as a set of vehicles, robots, or other craft). The important 
point here is that the group members are assigned tasks and roles by the 
leader, and he effectively directs the project, enlisting support and input 
from other members, resulting in a project that all group members are 
agreed was challenging and worthwhile.

5. LEGO Genius This level was actually created to appease a few lEgo 
masters who requested a new challenge against which to pitch their lEgo 
leadership skills. The criteria for achievement at this level include writing 
a movie script or story that they present to the group (they can choose a 
reader for this). The script must be critiqued by other members and edited 
as necessary. The final script is then analyzed in terms of how the project 
can be translated into a lEgo-based stop-action animated short film. This 
is a new development in lEgo Club, and the details of lEgo stop-action 
film making are beyond the scope of this manual but may be covered in 
more detail later. The lEgo master must lead the group in the project, 
including assigning building tasks for the set and characters; assigning 
action, voice, and sound-effects roles; controlling or assigning control of 
the camera and computer (a digital video camera and laptop with editing 
software are used); and then directing the film itself.

The project can take numerous sessions to complete and requires con-
siderable leadership skill to get all members to sustain focus on the task for 
the required length of time. The resulting animated short film is then edited 
by the producing member and is shown to the group and other groups, and 
the group members and participant discuss whether the work qualifies as 
worthy of the lEgo genius diploma. This level has been attained by only 
four members to date. They have ranged in age from 9 to 12, and all four 
had different developmental levels and diagnoses.
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Guidelines for Using This Approach
There are three ways to set up and implement lEgo therapy:

 1. Permanent lEgo room: This requires setting up a designated 
lEgo therapy room where all the materials are to be kept and 
where all therapy sessions take place.

 2. Temporary setup: This approach uses a specific site, but the mate-
rials are not permanently installed or displayed so that they can 
be moved or stored separately.

 3. Portable materials: This involves using a portable set of materi-
als that are transported to different sites (e.g., schools, community 
settings, libraries).

Choosing Materials The choice of materials is a key issue in implement-
ing lEgo-based interventions, for obvious reasons. unlike many other 
approaches, however, the process of choosing the materials is an integral 
part of the therapy itself. Participant selection of lEgo materials can be 
a part of both individual and group therapy sessions and should be both 
structured and facilitated by the therapist.

when you are starting a program, it is useful to begin with several 
lEgo sets. Bear in mind that an important element of lEgo therapy 
is allowing the children to choose models themselves and to discuss as a 
group which models to get. however, as this is not always possible when 
setting up a group, leaders should speak with children individually to find 
out what sort of lEgo they enjoy and find motivating. This can be done 
by showing children lEgo magazines or lEgo catalogs or by looking at 
the lEgo website.

Choosing Materials: Freestyle LEGO Freestyle lEgo materials can be 
acquired either directly from lEgo or informally as the remnants of 
defunct sets, donated shoeboxes full of abandoned bits, or large bins or 
sets that have multiple possible uses. As much as possible, the freestyle 
materials should be kept organized in plastic, see-through bins. A large 
supply of freestyle materials is needed to facilitate the wide range of inter-
ests and the tendency for group members to reify freestyle creations. 
Although members can be encouraged to “recycle” freestyle pieces, certain 
groundbreaking masterpieces tend to take on particular importance for all 
concerned. A large supply of freestyle materials can be acquired via dona-
tions, although these often require extensive sorting and cleaning, which 
is time-consuming. lEgo Educational division also offers a large range at 
reduced cost to educational and nonprofit organizations.
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Assessment Procedures
A key component of any intervention is a thorough assessment. The assess-
ment process allows the leader to determine areas of need and strength 
as well as to establish objective baseline data for assessing progress in the 
future. The assessment process has two elements: the initial assessment 
and the progress assessment. Although there will be considerable vari-
ability across leaders and individual participants, the following general 
guidelines have been established as core features of lEgo-based therapies 
through both clinical experience and research.

Initial Interview The assessment process should begin with an introduc-
tory interview of the participant and family, typically lasting 1 hour. This 
interview is designed both to provide information regarding the methodol-
ogy and procedures to participants and parents and to collect information 
about participants that will help with further assessment and treatment 
planning. if the leader will be using a permanent lEgo room site, then 
the interview should be conducted in that room and should begin with 
an orientation to the room. if the site is a temporary one (multipurpose 
room), then the lEgo materials should be present. if the participant will 
be attending a portable site, the interview can be conducted at the site or at 
the leader’s clinic or office. in any case, it is helpful for information shar-
ing, as well as for establishing rapport, to have lEgo materials available 
at the initial interview.

The interview should be conducted in a relatively informal and unstruc-
tured manner. References to the mental health aspects of lEgo interven-
tion should be minimized (e.g., therapy, interventions, diagnoses, social 
skills), with an emphasis instead on the activities, requirements for partici-
pation, and the social nature of the group.

most of this information is conveyed directly to parents during the 
interview. it is also helpful to have written information, in the form of a 
brochure or single-page description, which may be shared with parents 
and educators either at the initial interview or beforehand. many parents 
find this helpful as there is often too much information to absorb in one 
interview. Participants should be directly involved in the discussion of the 
lEgo Club Rules and asked if they understand and can comply with the 
rules as a condition of participation.

Case example

Background
Colin was 10 years old when i first met him. he was referred initially by 
his parents at the recommendation of his school counselor. Colin had been 
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previously diagnosed with oppositional defiant disorder (odd) and atten-
tion-deficit/hyperactivity disorder (Adhd) and was taking a psychostimu-
lant medication. he lived with his parents and two younger brothers, both 
of whom were noted to be doing well academically and socially. Colin’s 
father was a successful architect, and his mother had a bachelor’s in educa-
tion but was working at home. it was clear from the time i met the family in 
the waiting room at a large outpatient clinic that they were exasperated with 
Colin. They described him as “rude” and “annoying” and noted that he was 
unable to make friends and was more or less constantly in trouble at school. 
he had been referred to the principal for discipline multiple times and to 
the school counselor, who didn’t know what to make of him.

Colin’s mother described him as “ . . . a pain from birth on.” She had dif-
ficulty breastfeeding him as an infant, and he did not snuggle with her. he 
kept his body rigid and had a harsh, persistent cry, which his mother felt 
helpless to stop. he was her first child, however, and she often blamed her-
self for being inept as a mother. As a toddler, Colin seemed aloof and liked 
to play with his father’s tools and drafting table. he began reading almost 
before he could talk. his early language acquisition was rapid, but he often 
repeated phrases from TV or other media. while in his car seat, at the age 
of 3, Colin would read out the road signs and other printed advertising 
they passed. That year he also spent a lot of time watching TV and, on his 
own, learned how to turn on the subtitle text for the hearing impaired and 
would turn off the sound and read the text rather than listen to the TV. he 
preferred news and informational shows and liked to watch Japanese soap 
operas that his grandparents watched.

when Colin attended preschool, his teacher was impressed with his 
reading skills but noted that he did not want to participate in group activi-
ties. he refused to sit on the carpet for circle and did not want to join 
the group for snack or naptime. At times, he would wander out of the 
classroom and would go out to the playground to look for insects in the 
shrubs or in the grass. he had a fascination with insects and would pick 
them up and put them in his pockets. Colin had a precocious vocabulary 
and often spoke in a rapid half-whisper, often talking to himself or car-
rying on long monologues, much of which was repeated from the news 
or weather announcements. Colin refused to wear what most of his peers 
did—T-shirts, shorts, and flip-flops (“slippers”). he insisted on wearing 
long pants, golf shirts or Aloha shirts, and penny-loafers, like his father 
and grandfather wore.

Initial Interview
Colin presented as a small Asian–Caucasian boy, neatly dressed in adult-
like clothing, and indifferently groomed, with a mussed mange of straight 
black hair, dark brown eyes, and glasses, seated on the edge of a waiting 
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room chair, still wearing his bulky backpack. his parents were seated 
across the room from him. he did not make eye contact or respond in 
any way to my greeting. when i came over to him and crouched down, he 
stared at the floor.

i interviewed Colin’s parents first, getting a developmental history, and 
we completed the Vineland Adaptive Behavior Scales. i then went back out 
to the waiting room for Colin. he had taken a marker from the reception-
ist’s desk and was writing on the wall, recreating a spelling test he had 
taken earlier that day. his parents were upset and loudly chastised him for 
this, but Colin just shrugged, “i was bored.” when i asked him to come 
with me, he refused and looked to his parents: “do you have permission to 
abduct me this way?” Colin’s parents told him it was okay, and he eventu-
ally agreed.

Colin kept his jacket and backpack on in my office. he sat on a chair 
near the door and looked like he was ready to bolt. “what are you going 
to do with me?” he asked. he remained anxious and guarded throughout 
an hour, during which i tried to engage with him. he got up at one point, 
took a ceramic mug from the top of a filing cabinet, and dropped it to 
the floor, smashing it. he looked at me, apparently anticipating my reac-
tion. he opened the filing cabinet drawers, exploring them, and then came 
over to the desk, where he pushed me out of the way while he rummaged 
through the drawers. in one drawer, he found some mints and helped him-
self to a handful. when the interview was over, Colin ran down the hall to 
the waiting room, jostled by his heavy backpack.

Therapy Process
Based on my review of Colin’s history and initial interview, i informed his 
parents that i strongly suspected that he had Asperger’s disorder, not odd 
or Adhd. i asked to observe him at school and subsequently got permis-
sion from his school administrator to observe him there. i watched him 
in his classroom, where he was isolated from the other students at a single 
desk in the corner, next to his teacher’s desk. he seemed to enjoy the learn-
ing assignments but often talked loudly to his teacher or to himself, as if 
there were only the two of them in the room. on the playground at recess, 
Colin explored the bushes, looking for insects. later he told me he had 
seen a gecko there before and was hoping to find it and adopt it as a pet. 
At one point, he went over and stood next to the school janitor, who was 
out looking at a broken window. he discussed the window and the repair 
process with the janitor.

At the initial therapy visit, Colin met me at my private office—differ-
ent from the state health department office where we had initially met. he 
seemed confused by this, and was pacing and complaining in the waiting 
room: “i thought i was here to see dr. dan. why am i here? This is not dr. 

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 C

ol
le

ge
 L

on
do

n]
 a

t 1
2:

37
 1

2 
O

ct
ob

er
 2

01
7 



lEgo-Based Play Therapy for improving Social Competence • 133

dan’s office.” he was not reassured by seeing me. “why are we here?” he 
did come in though and immediately went over to the toy shelf where there 
was a bin of lEgo bricks. “Can i use these?” he asked. he took the bin to a 
table, dumped it out, and then began sorting the pieces by shape and color. 
he asked me to keep them sorted like this: “don’t touch anything. i want 
to work on this some more when i come back.”

Colin was very annoyed when he came back and noticed that the lEgo 
bricks had been moved. “who did this? why didn’t you keep them the 
way they were? you promised.” i helped him resort the bricks, and then he 
started building a structure. “i need more roof pieces, more shingles. Can 
you get those for next week?” i agreed and did buy more. The next week 
he came in with a drawing of the building he wanted to make, which was 
a complexly designed home, with many windows and doors and a gabled 
roof. he also noted that another client of mine, a boy about his age, had 
started building a lEgo set, a pirate ship. he asked who was building it 
and then asked the boy’s name and age.

one week, Colin and the other boy, Juan, met in the waiting room. Juan 
had brought a small lEgo creation—a spaceship—and Colin approached 
him. They chatted about lEgo sets and freestyle building and surprised 
both of their parents with their animated and amicable interaction. i later 
asked the parents’ permission to work with the two of them together, and 
they agreed. Colin and Juan were clearly excited to be together and quickly 
began sharing ideas about new projects. i had some lEgo catalogs in the 
waiting room, and they had agreed that they would ask me to purchase a 
pirate castle that they could build together.

The pirate castle project took a few weeks to build (1 hour per week). 
Colin and Juan agreed to take turns building or giving each other pieces. 
As the project developed, other clients of mine noticed the progress and 
commented on it. Eventually, other students asked if they could join in 
with Colin and Juan, and they agreed “as long as they can build.” Colin 
and Juan continued as leaders in the growing group of clients, all of whom 
had been diagnosed with Asperger’s disorder or high-functioning autism. 
They reviewed the latest catalogs and had lengthy debates about what 
to choose next for the growing lEgo collection. They also shared ideas 
about freestyle projects and brought sketches to help guide the team. The 
lEgo creations eventually eclipsed all the other materials in the playroom 
(e.g., drawing materials, puppet theater, sand table, dolls, stuffed animals, 
plastic dinosaurs, Play-doh), and became an impressive display.

Colin’s parents reported that he was now very enthusiastic about his 
new “lEgo Club.” he made a sign for the door of the playroom, “dr. dan’s 
lEgo Club,” on his computer at home. he told his classmates at school 
about it and invited them and his younger brothers to come by and see 
it. Colin became much more interested in interacting and collaborating 
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with his peers at school, including non-lEgo projects. Colin’s occupa-
tional therapist reported that he had made significant improvements in 
fine motor skills since starting the lEgo play at my office and also that 
he was much more cooperative and willing to try difficult tasks. At an 
individualized Education Program (iEP) meeting, his teacher reported 
that Colin had improved dramatically in his willingness to participate in 
group activities and in spontaneous interactions with peers during lunch 
and recess.

Outcome
Colin had been participating in individual therapy with me for about 3 
months and in group therapy for another 3 months. To further assess the 
reported improvements in Colin’s behavior at school and at home, his 
parents were interviewed and completed the Vineland Scales again, and 
Colin was observed at school, during both class time and lunch and recess. 
Colin’s Vineland results were significantly improved, with gains on the 
Communication and Socialization domains of over 1 standard deviation 
within 6 months of therapy. his parents reported that he was much less 
oppositional at home, was much more willing to help out with his younger 
brothers, and was much less “. . . rigid and self-centered.” At school, Colin 
was observed to have developed a few peer relationships—primarily other 
students who were interested in lEgo blocks or Star wars, which was an 
emerging interest of Colin’s. he sat with peers during lunch and initiated 
conversations and was able to sustain conversations for more than a few 
minutes. he played at recess with other students—although his “play” was 
mostly talking to peers about his own interests—but they were apparently 
shared by others enough that they were willing to sustain the interaction. 
Colin had his first playdates with typical peers—focused on lEgo play, of 
course—and his parents were pleased with the outcome.

Colin continued to attend lEgo Club groups on and off for the next 7 
years. he often adopted a leadership role and identified himself as “ . . .  one 
of the founding members.” he did very well academically, and his Vineland 
scores rose to above age level. he had many creative ideas about lEgo Club 
creations. during high school, Colin came to the group with the idea of mak-
ing a stop-motion animated film about the NASA Apollo 13 mission using 
lEgo blocks as a history project for school. This idea was well received, and 
the others helped him make the film using a combination of lEgo, fabric 
backdrops, and a handheld video camera. Colin got an A on the project, and 
he shared his teacher’s positive feedback with the group. other group mem-
bers subsequently shared stop-motion film ideas and scripts, and lEgo-
mation projects became the main focus of group activity.

Colin graduated from a large public high school on the honors list. he 
had decided not to go to college, as his parents had wanted, but enlisted in 

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 C

ol
le

ge
 L

on
do

n]
 a

t 1
2:

37
 1

2 
O

ct
ob

er
 2

01
7 



lEgo-Based Play Therapy for improving Social Competence • 135

the u.S. marine Corps hoping to eventually get his education through the 
military. Colin had to stop taking his medication and then worked hard on 
paying attention to commands and collaborating with his fellow induct-
ees. he emailed me daily during his induction and training and seemed 
very proud of himself. The structure and discipline of the marine Corps 
suited him well. Colin was subsequently deployed into active duty in iraq. 
he sent an excited email the morning before he left for the middle East. 
Sadly, he was subsequently killed in action during a brave standoff with 
rebels at a u.S. checkpoint. his parents were initially very angry—they 
felt the military should not have accepted him—but a year later, his father 
emailed me that they had finally accepted this, and both of them were very 
proud of their son.

Conclusion

The lEgo therapy approach is a mixed form of intervention, combining 
individual and group approaches with adult-directed, child-led, and peer-
mediated approaches (NRC, 2001). The interventions capitalize on the 
natural interests of many of these children in a construction toy system 
and emphasize the enhancement of peer identification and development of 
social identity. The methodology is flexible enough to allow for both highly 
structured and adult-led methods (level 1), leading to increased child-initi-
ated and peer-mediated activities. To date, two outcome studies have shown 
clinically significant positive gains in social development for children with 
autism spectrum disorders who participated. methods for using this toy 
system as a remedial tool with this and other populations of children are 
continuing to be explored and expanded. A replication study using a ran-
domly assigned comparison group design was completed by dr. gomez de 
la Cuesta at the Autism Research Center at Cambridge university, under 
the direction of Simon Baron-Cohen (cf. owens et al., 2008).

while many current social intervention strategies focus on improv-
ing social reasoning (gray, 1998) or on selecting specific behaviors using 
behavior analytic techniques (Koegel & Koegel, 1995), the lEgo therapy 
approach attempts to improve abilities as well as skills and performance 
characteristics. That is, the method seeks to fundamentally change social 
development, leading to sustained and generalizable gains in social func-
tioning. it is the authors’ belief that the benefits of an intervention are more 
likely to be meaningful if they are based on improvements in core social 
abilities and social identity rather than reflecting more superficial changes 
in specific social behaviors. with regard to this belief, clearly there is a 
need for continued research on social development.
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ChaPter 7
Touching Autism Through 

Developmental Play Therapy
Janet a. Courtney

i think it’s very important to desensitize autistic children to touch, 
because all children need to be touched. (Temple grandin, Animals 
in Translation)

Introduction

over the past several years, mental health practitioners, medical person-
nel, policy makers, and parents have witnessed a dramatic increase in the 
diagnosis of autism spectrum disorders (ASd). According to the Centers 
for disease Control and Prevention (CdC, 2011) an average of 1 in 110 
children in the united States has ASd with the incidence predicted to rise. 
inherent with this rise in autism is an increasing quandary about how to 
effectively assess and treat children with autism (Baker, mcintyre, Blacher, 
Crnic, Edelbrock, & low, 2003; Bromfield, 2010; gray, 2011). one approach 
called developmental play therapy (dPT), as formulated by Viola Brody in 
the 1960s, has long been recognized as an effective therapeutic approach 
used in the treatment of autism (Brody, 1993, 1997b).

dPT shares its roots with Theraplay (Booth & Jernberg, 2010; Jernberg, 
1983; Jernberg & Booth, 2001; Koller & Booth, 1997; munns, 2003) and 
therefore may be considered a “close cousin” (myrow, 2000) in approach. 
Although Viola Brody, who died in 2003, was the major contributor to 
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the literature, research, and training in dPT, the dPT model continues to 
be taught, practiced, researched, and evolved by her students (e.g., Bailey, 
2000b; Clarke, 2003; Courtney, 2004, 2005, 2006, 2010; Courtney & 
gray,  2011; Fauerbach & wibbe, 2003; Schwartzenberger, 2004a, 2004b; 
Short, 2008). in addition to the effectiveness of dPT in the treatment of 
ASd, it is also widely recognized as an effective modality in the treatment 
of children identified as having an attachment disorder or attention-def-
icit disorder and those suffering from severe emotional and psychologi-
cal trauma (Brody, 1963, 1978, 1987, 1992, 1993, 1994, 1996, 1997a, 1997b; 
Brody, Fenderson, & Stephenson, 1976; Burt & myrick, 1980; Courtney, 
2006; mitchum, 1987; Short, 2008).

Theories Supporting DPT
The underlying theory base of dPT (Brody, 1976, 1993, 1997a, 1997b, 
1999) is an alchemy of several different theorists and researchers includ-
ing Ainsworth (1969), Ainsworth, Blehar, waters, and wall (1978), Bowlby 
(1969, 1979), Barnard and Brazelton (1990), Buber (1958), des lauriers 
(1962), harlow (1958), montagu (1986), and Spitz (1946). The overriding 
theme common to these authors is the emphasis on early infancy and 
childhood physical and emotional relationships and their impact on later 
development.

dPT also draws on the writings of martin Buber (1958) who described 
the intimate relationship in terms of the “i–thou” relationship. Buber’s 
main thesis is that an individual develops a sense of “i” only in the interac-
tions with another person (“Thou”).

Brody (1993, 1997b) identified this “i” as the core self that emerges from 
the experience of touch in a caring relationship. it is the sensation of touch 
that ultimately produces the condition for a child to develop a core self, a basic 
human need for growth (Barnard & Brazelton, 1990; Brody, 1993, 1997b; des 
lauriers, 1962; harlow, 1958; montagu, 1986; Spitz, 1946). Anthropologist 
Ashley montagu (1986) determined that “the skin as the sensory receptor 
organ which responds to contact with the sensation of touch, a sensation 
to which basic human meanings become attached almost from birth, is 
fundamental in the development of human behavior” (p. 401). Psychologist 
des lauriers (1962), an early mentor and supervisor of Brody, maintained 
that the development of the self began with the appreciation of the body. he 
called this early consciousness of body the bodily self. des lauriers believed 
the bodily self had to emerge before there could be the further develop-
ment of the emotional self. harlow’s monkey experiments in 1969 indicated 
that maternal touch and comfort were essential for normal development in 
animals and, presumably, humans too. Brody (personal communication, 
September, 19, 2002) cited the research of Tiffany Field at the Touch Research 
institute at the university of miami as supporting validation to the emphasis 
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of touch in the dPT model (Field, 1995, 2001; See Touch Research institute 
website for further information: http://www.miami.edu/touchresearch/).

Treatment
The dPT format can vary from individual sessions with a child to parents 
observing and participating along with the practitioner to group therapy 
where each child is paired with a dPT practitioner. dPT uses “first play” 
activities initiated by the therapist including touch and “seeing” games 
that one might observe between a mother and a young child as in singing 
games, patty-cake, or hide-and-seek. The therapy focuses on the recipro-
cal nature of a relationship and is dependent on the interactions between 
what is transpiring in the here-and-now moment. Therapeutic interactions 
may stimulate regression that assists children to pick up what they missed 
from an earlier stage of development (Brody, 1993, 1997b; Center for Play 
Therapy, 1995; Jernberg & Booth, 2001). Thus, interventions are aimed at 
meeting children at their developmental age level and not necessarily their 
chronological age (Brody, 1993, 1997b; Koller & Booth, 1997).

it is important that the type of touch given should be pleasurable or fun. 
Brody (1997a) addresses the significance of touch:

it is the pleasure element in this touching relationship [between adult 
and child] that enables the child to feel his body. Through his felt body 
the child becomes aware of himself. . . . out of the repeated felt experi-
ences of one’s body comes the ability to talk, to image, to fantasize, 
and to think abstractly. A child who has experienced this repeated 
body contact with an adult who is fully present with him will always 
have a solid sense of his body—a “home” or “centering place” within 
himself. . . . The basics include experiencing the awareness of the body 
when touched. This awareness creates an inner self that enables the 
child to deal with the world from the inside out. (p. 161)

Training
in addition to teaching the theoretical foundations of dPT, training 
encompasses a series of exercises that gives practitioners an opportunity 
to practice a “new awareness of themselves” (Brody, 1993, 1997b, p. 341). 
There is a presumption that the practitioner may better be able to assist 
children through dPT interventions if they have also experienced what 
that intervention feels like. Brody (1976) postulated, “it is just as impor-
tant to help the adults experience and define their own feelings. . . . in 
fact, many times, the adult cannot understand the child’s feelings until he 
becomes more aware of his own feelings” (p. 39).
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autism Spectrum disorders

According to Temple grandin, made famous for her introduction of the 
Squeeze machine (a two-sided padded panel that works with compressed 
air to give a deep pressured squeeze that can produce a calming effect on 
children with ASd), most children with autism do not like to be touched. 
however, she writes, “i think it’s very important to desensitize autistic 
children to touch, because all children need to be touched. it’s not that 
autistic children don’t want to be touched; it’s that their nervous systems 
can’t handle it” (grandin & Johnson, 2005, p. 118; see Perry & Szalavitz, 
2006, pp. 140–142 for a touch desensitization case example). individuals 
with autism can overcome their aversion to touch, such as the “real” Rain 
man, Kim Peek. Note that according to Kim’s father, Fran Peek (2008), 
Kim’s official diagnosis is prodigious memory savant with autistic charac-
teristics. After the movie Rain Man was released and Kim began to receive 
a tremendous amount of positive affection and attention, he had a “near-
miraculous transformation” (p. 70). Fran Peek observed that Kim, who 
was once described as having no social skills, introverted, shying away 
from others, lacking any sense of humor, and avoiding eye contact with 
anyone, suddenly after the movie became quite the opposite. his miracu-
lous change included an ability to make eye contact and to initiate hugs 
and handshakes when meeting new people. Consequently, what Kim was 
not able to differentiate was an ability to pick up on social cues, and he 
therefore wanted to hug everyone he came in contact with—a problem 
Kim’s father was deftly able to manage.

Behavioral therapy has been the primary focus of intervention for chil-
dren diagnosed with autism spectrum disorders (Bromfield, 2010; grandin 
& Johnson, 2005; Perry & Szalavitz, 2006) with experiential play therapy 
interventions slowly gaining acceptance as a viable treatment modal-
ity (Bromfield, 2005, 2010; hess, 2005; Kenny & winick, 2000; lanyado, 
2005; Solomon, 2008; yonge, 2004). Additionally, any touch types of inter-
ventions are more commonly included as part of the work done by pedi-
atric occupational therapists or massage therapists (Field, lasko, mundy, 
henteleff, Talpins, & dowling, 1986; grandin, 1992; grandin & Johnson, 
2005). Few psychotherapeutic modalities have approached the treatment 
of autism with an emphasis on touch considered as the key change agent.

Brody (1993, 1997b) perceived that as children with autism are often 
withdrawn and difficult to engage, and parents may experience “heart-
breaking frustration, anger, and increasing alarm as their autistic child 
continues to live at a far psychological distance from them” (Brody, 1997b, 
p. 44). Consequently, bonding between a parent and a child with autism 
can be compromised, resulting in a disconnected parent–child relation-
ship. Brody noted:
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Bonding begins immediately after birth and forms as parents touch 
and feed the child and continues to be cemented by the quality of the 
interactions necessary between the very young and the parent. Such 
bonding is the essential soil for nourishing the growth of the child’s 
self. without it, the child is bereft of the center that chooses, directs, 
and evaluates her individual life. (p. 45)

The dPT model works to bridge this impeded bond. with children with 
autism, Brody advocated for a treatment plan that included the parent as 
part of the session. in that way Brody would promote the parent–child 
bond by teaching the parents through modeling how to touch and connect 
with their children.

Touch Considerations
our current day society is highly sensitized to the issues of touching chil-
dren. The apprehension over touching and the potential consequences 
associated with it has infused itself into the playroom. however, in spite 
of any misgivings a practitioner might have, touch is an essential com-
ponent to the treatment of the child with autism (Brody, 1993, 1997b, 
2000; grandin, 1992; grandin & Johnson, 2005; Perry & Szalavitz, 2006; 
Thomas & Jephcott, 2011). Brody (2000) writes pointedly, “Regardless 
of the ‘don’t touch’ warnings, it does not make sense to deprive these 
children of this life-giving sustenance-caring touch from a caring adult” 
(p. 1). The Association for Play Therapy (APT) provides a list of clinical, 
professional, and ethical recommendations regarding touch contributed 
by play therapists Trudy Post Sprunk, JoAnne mitchell, david myrow, 
and Kevin o’Connor (n.d.) in “Paper on Touch” (pp. 1–2) and summa-
rized as follows:

 1. Provide caretakers with an informed consent to obtain a written 
release for physical contact.

 2. Touch should be considered only if it meets the treatment goals 
and individual needs of the child.

 3. Seek supervision.
 4. Ethically practitioners should never touch a child if they are 

uncomfortable with the touch, sexually aroused, or angry.
 5. Practitioners need to be more vigilant regarding touching if the 

child has been physically abused.
 6. Some children may need to be physically restrained to maintain 

safety, which requires training.

Regarding the dPT model and its emphasis on touch, some clinical rec-
ommendations were made by Brody (1993, 1997b, 2000) and further con-
tributions expounded upon by this author:

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 C

ol
le

ge
 L

on
do

n]
 a

t 1
2:

37
 1

2 
O

ct
ob

er
 2

01
7 



142 • Janet A. Courtney

 7. A practitioner must receive specialized training in touch prior to 
implementing touch-based therapeutic interventions.

 8. The practitioner must set appropriate physical boundaries in 
regards to touch. For example, Brody (1987) tells a child not to 
touch her “bumps!” as she moves a child’s hand away from her 
breast during a video demonstration. Conversely, if children ask 
to be touched in their genitals, state, “That is something i am not 
going to do. That part of your body belongs to you. No one should 
touch it but you” (Brody, 1993, 1997b, p. 361).

 9. when touching legs, never touch above the knee.
 10. A child can feel seen and “touched” by practitioners without ever 

physically touching them.
 11. Touch can be done through the use of an object such as a puppet 

(e.g., puppets that have movable mouths can count fingers).
 12. Never tickle a child. (Even a light touch stroke can feel like a tickle.)
 13. Touch should be gentle and firm enough for a child to sense the 

touch but never enough to hurt or cause pain.
 14. Never reject a child’s reach or desire for a hug or appropriate 

touch.
 15. Never force touch.
 16. The therapist’s “first task” is to find the “right” touch for each indi-

vidual child. For example, when children say, “do it again,” they 
are confirming that the therapist has found the right touch.

 17. Brody (1993, 1997b) emphasized that before a practitioner is able 
to give loving and caring touch, a practitioner must first learn and 
practice how to be loving (see also Erich Fromm, 1956, The Art of 
Loving, Chapter 4, “The Practice of love”).

 18. Be aware of the cultural differences related to touching.

Case Presentation

Case Background and Presenting Problem
A referral was made from the school counselor recommending play ther-
apy for dallas, age 6 years, due to severe behavioral problems. he was 
recently enrolled in the first grade during the middle of the school year 
after his custody was transferred from his mother, Alena, to his father, 
John. Alena was diagnosed with bipolar disorder and had a history of hos-
pitalizations due to psychosis, depression, and suicide attempts. dallas 
came to live with John after Alena called in a panic shouting, “Come and 
get dallas.” She believed dallas was the Antichrist, was physically attack-
ing her, and wished she was dead. he had missed several weeks of school 
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and was failing first grade. Additionally, Alena’s current boyfriend was 
physically abusive to dallas.

dallas’s parents divorced when he was 1 year old, and he remained in 
primary custody with Alena who refused visitation with John despite court 
orders. Alena would tell dallas that his father did not love him and did not 
want to see him. Furthermore, dallas had a history of multiple babysitters 
and day-care settings. After dallas moved in with his father, Alena ceased 
contact with him and was unavailable for an interview.

Diagnosis
John stated that dallas was “different” even from birth and was described 
as a difficult baby: “not like the other kids i knew.” when in preschool, 
dallas was diagnosed by a psychiatrist with attention-deficit/hyperactiv-
ity disorder. in kindergarten, he was also diagnosed by several different 
practitioners as having oppositional defiant disorder, posttraumatic stress 
syndrome, reactive attachment disorder, and sensory integration dysfunc-
tion. By first grade, he had been diagnosed by a psychologist as having 
Asperger’s. Brody (1993, 1997b) and others (Perry & Szalavitz, 2006; webb, 
Amend, webb, goerss, Beljan, & olenchak, 2005) observed that many 
children with autism often have an early childhood history of differing 
and uncertain diagnoses.

A collateral contact with dallas’s teacher revealed several behavioral 
problems within the school environment including an inability to get 
along with his peers, inappropriate touching or hugging of others, push-
ing and punching other children even without provocation, teasing peers, 
throwing sand, poor physical boundaries, ignoring directions, belligerent 
behavior, inappropriate comments in the classroom, displaying anger at 
trivial things, destroying items in the classroom, refusal to participate in 
classroom activities, and problems staying in his seat.

Preparation of DPT With Father
John’s plea: “i just want to have a good relationship with my son. i love him 
and will do anything i can to help him, but it’s so frustrating. i have tried very 
hard to be in my son’s life, and i am thankful that we can finally be together.” 
in addition to a lack of secure attachment between John and dallas, several 
problem areas were identified including dallas’s refusal to wear his school 
uniform as it was too “itchy,” a refusal to eat anything but macaroni and 
cheese, a refusal to go to bed on time or to take a bath, hiding when it was 
time to leave the house, and no peer friendships. dPT was determined to 
be the best treatment of choice as it seeks to enhance the parent–child bond 
through touch and pleasurable activities—a core problem lacking in the 
relationship between John and dallas. increased adult and child attachment 
naturally leads to greater child cooperation (Bailey, 2000a).
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Since dPT is a different type of therapeutic intervention from other 
child therapies, caregivers need to be educated about what to expect. John 
was prepared in the following ways. First, he was enlightened regarding 
the dPT model and the theories related to attachment and to the impor-
tance of touch and pleasure to the therapeutic process. Next, he was given 
a videotape (Brody, 1998) to watch so he could observe dPT interventions 
in action. John was also advised to expect daily “home-play” activities to 
practice with dallas.

Observations of Dallas and Process of Therapy
unlike many children with Asperger’s that do not like to be touched, 
dallas desperately wanted to make contact through touch; however, he did 
not know how. his behavior was indicated as, on one hand, hugging even 
“strangers” to the extreme of impulsive hitting and punching. From a dPT 
standpoint, he lacked any sense of a core self that flowed from a sound sense 
of his body and its relationship to others. his history of abuse and neglect 
while living with his mother coupled with his early disrupted relationship 
with his father created a lack of secure attachment that was compounded 
by the characteristics of the Asperger’s diagnosis. Bromfield (2010) writes, 
“having Asperger’s as a primary diagnosis does not grant children immu-
nity from other problems such as trauma, abuse, loss, neglectful parenting, 
family dysfunction not related to Asperger’s, alcoholism and substance 
abuse, delinquency, and antisocial behavior, and on and on” (p. 118).

dallas was seen for six sessions because John moved out of the area 
at the end of the school year. This case example was chosen for several 
reasons. Foremost, it is an example of the implementation of dPT with a 
child diagnosed with Asperger’s. Next, this case demonstrates the model-
ing and bridging of dPT interventions with a parent. it also highlights the 
intensity of dPT and the changes that can occur even over a few sessions. 
Finally, the process recordings are intended to provide the reader with a 
better understanding of what is meant by reaching children through dPT 
touch interventions.

Treatment Plan
The initial treatment plan revolved around several factors including the 
building of a therapeutic relationship with dallas through dPT interven-
tions and the setting of limits. Next was to model dPT interventions with 
John and then to transfer and support dPT parent–child interactions 
within the session and at home. Parenting issues were discussed with John 
regarding boundaries, limits, and structure at home. A collateral contact 
was arranged with dallas’s teacher, and a referral was provided for contin-
ued therapy upon John’s relocation. The following process transactions are 
abridged excerpts from dPT sessions with dallas.
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Session 1
DPT: hello. (i greet dallas in the waiting room. he glances at me and with 

head down he races forward, ramming his head into my stomach.)
Dallas: hi! (wrapping his arms tightly around my waist)
DPT: hey, hey, wait a minute. do you know me? (i take dallas’s hands and 

step back for dallas to look at me and place one hand on his 
shoulder.) what do you do when you meet someone for the first 
time? how do you say hello?

Dallas: (Stares blankly at me.)
DPT: how about if we shake hands to say hello?
Dallas: yes. (shaking his head up and down)
DPT: (i hold out my right hand). hello, my name is miss Janet.
Dallas: (he squeezes my hand tightly yanking my arm strongly up and 

down.) hello.
DPT: i can see how strong you are, but that is too strong for me. let’s try 

that again. let me show you how i like to shake hands. (i take 
control of his hand so he can feel a gentler shake.) Now let’s try 
saying hello with your other hand.

Dallas: (Smiling, he lifts his left hand and gives a gentler grip).
DPT: i like the feel of that handshake.
Dallas: (Runs into the office and crouches behind a chair.)
DPT: where is dallas? where did he go? (i act like i am searching around 

the room.)
Dallas: (Pops up from behind the chair) here.
DPT: There you are. i see you. (he gets excited but makes no facial or eye 

contact. i repeat, “There you are,” every time he looks at me.)
Dallas: (looking down at the floor.)
DPT: where is dallas? where is he? (Stated in a happy sing-song voice.)
Dallas: (looks up at me and then away.)
DPT: (game is repeated, and John is observing from the couch.) what type 

of games do you and dallas play together?
Father: well, i pick him up and roll him over my shoulder.
DPT: That must be fun. dallas, can you show me what you do?
Dallas: (Sits on John’s lap.)
Father: (Flips dallas over from one side of this arm to the other.)
Dallas: (giggling.) do it again.
Father: (Repeats activity.)
DPT: wow, that looks fun; what else can you both do?
Father: umm, well we do this . . .  (picks dallas up and flips him over his 

arm.)
Dallas: dad, do that again. (Jumping up and down anxiously)
Father: (Smiling and holding onto dallas he repeats the activity.)
DPT: dallas, it’s fun when you get to play with dad.
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Dallas: (giggling) yes, i like this.
DPT: it’s getting time for us to say good-bye. dallas, when you come here 

we will always end the session with dad holding you. dad can 
you show me how you cradle dallas?

Father: (he places dallas across his lap with one arm under his head and 
the other under his knees.)

Dallas: (dallas squirms in his father’s arms but then relaxes.)
DPT: (i am sitting in a chair close to the couch.) it’s nice when you and dad 

can have some special time together. dad what do you see when 
you look at dallas?

Father: i see his eyes.
DPT: what color are they?
Father: Brown.
DPT: yes, i see they are brown. dallas, what color are your dad’s eyes?
Dallas: uh, brown.
DPT: yes, i see. you both have brown eyes. And dad is looking at you, 

and you are looking at him. it would be good if you both can 
have some cradling time together every day—maybe before 
bedtime. dallas, you will be coming back next week. how 
about if you and dad make up some new tricks and show them 
to me next week. dallas, how would you like to say good-bye 
to me today?

Dallas: Shake. (holds out hand.)
DPT: great, let’s shake. (his grip is easier.)

Comments The waiting room meeting with dallas illustrates how the 
dP therapist sets limits and takes immediate control. As well, Brody (1993, 
1997b, p. 53) notes that some children with autism need to touch “hard” 
just to be able to feel the sensation of touch. The “There you are” game rep-
resents an important early childhood developmental stage. The modeling 
of dP by the therapist is then transferred to the father through the initia-
tion of “tricks.” dallas’s statement of “do that again” is an indication of the 
right kind of touch. Cradling was introduced to dallas as part of the ritual 
for ending each therapy session.

Session 2
Dallas: (Runs toward me and gives a tight squeeze around my waist.)
DPT: That’s a hard hug that squeezes me. i like to have gentle hugs. how 

about if we practice giving gentle hugs?
Dallas: okay.
DPT: (Squatting down at his level, i put my arms gently around dallas’s 

shoulders and give a hug.) how did that feel for you? Now you try.
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Dallas: (Reaches out and imitates the hug by softly putting his arms 
around me.)

DPT: wow, i really like that. That feels good. (The hug practicing is repeated 
and also practiced with John.)

DPT: (dallas and i then sit on the floor across from each other. John is sit-
ting on the couch. i begin to look down at dallas’s hands.)

Dallas: (unexpectedly, dallas draws his arm back and punches me hard 
in the nose.)

Father: dallas, No!
DPT: No hitting, dallas. (Stated firmly. i take his hand in mine and hold it 

up at eye level.) do you know you have a hand?
Dallas: (Stares at me blankly.)
DPT: look, dallas, look at your hand. do you know you have a hand? (i start 

to move his hand and arm to bring his attention to his hand.)
Dallas: (his eyes then shift to looking at his hand.)
Father: Say you’re sorry, dallas. (Stated in a firm voice). Are you okay?
DPT: (i indicate yes toward John but focus on dallas.) dallas, i see your 

hand. let’s look at it. (i begin to open up his fist.) you have fin-
gers here and fingernails. See them? (i touch and point at each 
finger and fingernail.)

Dallas: (dallas starts to show some awareness of what happened and 
begins to look scared.) i’m sorry. (Slumps his body and looks at 
his father.)

Father: (Nods his approval.)
DPT: i can see you are sorry, and i know you will never do that again. 

(Focusing back on his hands.) let’s count your fingers to see if 
they are all still there.

Dallas: (dallas looks down at his hands.)
DPT: (i start at the base of his thumb and move to the top of each finger 

counting with a light squeeze.) one, this is your thumb; two, 
this is your pointer finger; three, this is your big boy finger; four, 
this is your ring finger; Six! this is your little boy finger, pinky. 
(i wiggle his pinky and deliberately miscount.)

Dallas: (looks up.) Six?
DPT: oh, did i miscount? let me try that again. one, two, three, four, five. 

Five fingers on this one. is that right?
Dallas: yes. (he lifts his other hand to give to me.)
DPT: look, this hand wants to be counted too. (i count his other hand and 

then bridge the therapy to John.) dad, would you like to count 
dallas’s hands too?

Father: Sure.
Dallas: (moves over to the couch and puts his hands on John’s legs.) okay.
DPT: (i sit close to guide the interaction.)
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Father: (John quickly slides up dallas’s middle finger.) one.
DPT: okay John let’s go a little slower and put a little pressure on his finger 

from the bottom to the top. dallas, can i show dad? (i demon-
strate the technique again.)

Father: This is your thumb. (Counts fingers on one hand.)
Dallas: (giggles and gives John his other hand.)
DPT: (i count along and when finished i transition to cradling.) okay, it is 

getting time for us to say good-bye. dallas, what do we do here 
before it’s time to leave?

Dallas: (moves up to his father’s lap.)
DPT: That’s right, we have cradle time. dad, do you have any songs that 

you sing to dallas?
Father: Not really. (Shrugs shoulders.)
DPT: how about if we sing “Row, Row, Row your Boat”? (i begin to sing 

keeping the pace slow and soft. Father sings along.)

Row, row, row, your boat,
gently down the stream,
merrily, merrily, merrily, merrily,
life is but a dream.

Dallas: (dallas is quiet. looking up, he reaches out and touches his 
father’s face.)

DPT: let’s practice the cradling and hand counting this week. i would also 
like to see some of the new tricks you do together next week.

Comments The blow to the nose took the dP therapist by surprise and 
came without warning; however, she immediately set limits and took con-
trol. Since dallas lacked an awareness of his bodily self, the dP therapist kept 
bringing the focus of attention directed back toward his body. The transfer of 
the hand touching to John led to dallas receiving an intimate touching expe-
rience with his father. dallas’s touching of his father’s face while cradling is 
an indication of regression to an earlier developmental stage.

Session 3
Dallas: i brought my hands with me today. (he is excitedly running down 

the hallway holding his arms up in the air shaking his hands.)
DPT: yes, you did. Should we count them to make sure they are all still 

there? (he holds out his hands, and i count his fingers.)
Dallas: (Smiling and looking at his hands while i count.) i had a good day 

today at school, and this week i got all “green lights.”
DPT: That’s great. i can hear that you are really trying.
Father: That’s right; i have been getting good reports. (Smiling.)
DPT: what did you do this week? Can you show me any new tricks?
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Father: yes, we call this airplane. (John lies on his back with his knees 
bent. he takes dallas’s hands and placing his feet on his stom-
ach pulls him up.)

Dallas: (laughing, dallas puts his arms out in the air as his father moves 
back and forth.)

DPT: wow, look at you two. it’s fun to play with dad. i want to show you 
another game you can play with dad. (dallas sits across from 
me on the floor.) do you know your face is like a house? your 
brown eyes are like windows and your mouth is like a door.

Knock at the door (i take my knuckles and lightly 
knock on his forehead)

Peek in (i touch below his brows with my fingers and 
look in his eyes.)

Lift the latch (touch his nose.)
And, walk in . . . (i “walk” with two fingers and find 

his mouth shut.)

 Oh, the door is closed. No one is home. I better walk around the 
house and try again. With two fingers I go around his face and 
start at the top again. (I repeat the activity. This time he opens his 
mouth.) Look at all those teeth in there. I bet you take good care 
of those teeth. Right, Dad? I see a tongue in there. (He moves his 
tongue.) Oh, and the tongue moves. Look at it go up and down, 
back and forth.

Dallas: (Starting to laugh in a regressed baby voice.) do that again.
DPT: how about we have dad try this time?
Dallas: okay.
Father: (Sits in front of dallas on the floor. i sing as i direct John with the 

hand motions. when John gets to his mouth it is closed.)
DPT: dad, what are we going to do now?
Father: walk around the house?
DPT: yes, we are going to walk around the house to see if the door will open.
Dallas: (gives a big belly laugh, when his father comes to the “closed door.”) 

do that again. (Stated in a regressed baby voice.)
Father: (Repeats activity.)
Dallas: (opens mouth quickly and then closes it. opens again and then closes.)
DPT: (Father is repeating activity, and i am commenting.) your mouth is 

open. Now it’s closed. oh look it just opened again. i see inside. 
dad, can you see? Now it’s closed again. (Repeat activity until it 
is exhausted.) it’s getting time for . . . what, dallas?

Dallas: uh . . . cuddle time.
DPT: oh is that what you call it now? i like that. yes, it’s time for cuddle time.
Father: (Sitting on the couch, he holds dallas in his arms.)
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Dallas: (his body is less stiff more relaxed.)

Comments  Activities completed at home were bridged to the office 
for demonstration. A new activity was modeled and transferred for John 
to practice. Regressed behaviors are observed in the interactions between 
John and dallas when dallas giggles and speaks in a baby voice. The end-
ing ritual of cradling between dallas and John is revealed as an accepted 
part of the therapy routine.

Session 4
DPT: have i shown you the Rainbow weather massage yet?
Dallas: No. (Sits with his back to me on the floor.)
DPT: This is how it goes. First “wipe the slate clean” (move hand to brush 

off his back). There once was a little boy who was outside play-
ing. (draw a stick figure outline.) it was a beautiful day and the 
sun was shining bright. (with palm make a circle.) The rays of 
the sun shone out in all different directions. (draw long “rays” 
to all sides.) The little boy was having fun laughing, running, 
skipping, and jumping around. As he was playing he looked up 
in the sky and saw some dark clouds rolling in. (draw clouds). 
Then the little boy saw a beautiful castle. dallas, what color do 
you think the castle is?

Dallas: Purple!
DPT: The castle is purple. he runs into the castle, and he is all safe and pro-

tected inside. Then the wind comes and it blows harder . . . and 
harder . . . and harder . . . (i move my hand across his back first 
with the flat palm and then with the back of my hand.) Then it 
begins to rain. (i stroke down with my finger pads.) it rains so 
hard that it turns into hail. (i play with my fingertips all over his 
back.) Then the lightning starts. (with fists i make long zigzag 
motions.) Then it begins to thunder. (i pound lightly with fists.) 
Then the tornado begins. (i start at the base of his spine and 
make swirling motions upwards.) All of a sudden a strong wind 
comes and blows all those dark clouds away. (i sweep across his 
back from right to left.) The sun shines again, and the boy comes 
out of the castle. he looks up in the sky and sees a beautiful 
rainbow. The rainbow has all different colors. it has a blue color. 
(with my fist i sweep half-circles across his back for each color.) 
dallas, what other colors do you think are in this rainbow?

Dallas: Red! (Shouts out.)
DPT: okay, red. what else?
Dallas: green.
DPT: good, what else?
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Dallas: Purple.
DPT: okay, purple. what else?
Dallas: Brown.
DPT: Brown. Now something very special happens. The little boy looks 

up toward the sky, opens his mouth, and swallows the rainbow. 
All those colors move to every part of his body. The blue color 
goes where?

Dallas: uh, to his head.
DPT: To his head. (i touch the top of his head.) where does the red color go?
Dallas: here. (Points to his hand.)
DPT: okay, it goes to his hand. (i continue the activity by touching his 

forehead, throat, stomach, shoulders, arms, knees, and feet until 
the colors are exhausted. when finished, i bridged the activity 
to John to practice with dallas.)

Comments dallas enjoyed this activity and when John practiced 
dallas corrected him if he missed something. The Rainbow weather 
massage evolved from the Weather Massage shared with this author from 
xenia, lady Bowlby, wife of Sir Richard Bowlby (personal communication, 
June 16, 2004).

Session 5 John picked dallas up from school and arrived at the session 
carrying dallas, who clearly was not feeling well, lethargic, and warm 
to touch. dallas’s head was resting on his father’s shoulder. dallas drank 
some water, and we wrapped him snuggly in a blanket. Cradled now in his 
father’s arms he fell asleep as i sang a lullaby:

Rock-a-bye dallas
in the treetop
when the wind blows
The cradle will rock
when the bough breaks
The cradle will fall
And down will come dallas
And dad will catch you.

Comments As the school year end was emerging, John advised that 
they would be moving to a town closer to his parents. The next session 
was thus planned for termination of treatment and a referral of services. i 
called dallas the next day to see how he was feeling and for him to sense 
my care and concern. i stated to dallas that as he and dad were moving, 
our next appointment was planned to be our time to say good-bye.
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Termination
in many cases, therapy can end abruptly for many different reasons, and 
the therapist needs to be prepared to figure out how best to address the 
child’s needs in the last session. ideally, in the dPT model three sessions 
are allotted for termination with the last session entailing a review of all 
that occurred throughout the course of therapy (Brody, 1997). in this 
last session the review of therapy was done through a made-up song. The 
drawing of hands was meant to signify our connectedness and to provide 
a transitional reminder of our time together.

Session 6
Dallas: i brought a flower for you. (he holds it out for me to view.)
DPT: i see, dallas, how beautiful. Thank you so much. Today is our day to 

say good-bye. do you remember on the first day that we mea-
sured you on the wall? let’s do it again to see how much you 
have grown.

Dallas: (leans head against the wall standing straight.)
DPT: (i mark his new height and compare. indeed he had grown!) dallas, 

look you have grown! you’re growing, dallas!
Dallas: dad, see.
Dad: i see, dallas, you’re getting bigger.
DPT: (dallas is sitting in his dad’s lap on the floor with me). how about if 

we make up a song about our time together? let’s call it “dallas’s 
song.” (i make up a tune and begin to sing making hand motions 
for all the different activities we did together. John and dallas 
add to the song. when finished, we move to the children’s table 
where i have paper and markers.)

DPT: dallas, i am going to draw your hand and fingers. (i name and out-
line his fingers while he holds his hand flat on the paper.) how 
about if we have dad draw your other hand?

Father: (Picks up markers and outlines dallas’s hand.)
DPT: dallas, how about your dad’s hands?
Dallas: yeah, dad.
DPT: dallas, where would you like to draw dad’s hands on the paper?
Dallas: here. (outlines dad’s hands next to his and names the fingers). 

Now you.
DPT: me too? where do you want my hands to go?
Dallas: here. (Pointing above his hands).
DPT: (he places his hand on top of mine and while tracing he calls out the 

finger names. we all sign our names, and i write down some of 
the activities we did together.) let’s call this dallas’s graduation 
good-bye picture.
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Dallas: (Starts to look worried.) So i won’t see you again?
DPT: No, dallas probably not, but i will always remember our time 

together. do you know where? it will always stay here. (i point 
to my heart.) how should we say good-bye to each other?

Dallas: hug. (gives a tender hug.)
DPT: That’s a great hug. That feels good.

discussion

This case example demonstrates the intimacy and intensity of dPT and 
the changes that can occur with a child diagnosed with Asperger’s even 
over a few sessions. Although the course of Asperger’s disorder is known 
to be “continuous” and “lifelong” (APA, 2000, p. 82), problems of attach-
ment and behavior experienced by a child with Asperger’s can improve. 
At the time of discharge, John reported that the indiscriminate touching 
and hugging of strangers by dallas had stopped, and his teacher reported a 
decrease in the aggressive acts toward his peers. John stated that the enjoy-
ment in their relationship had increased and that dallas was listening bet-
ter at home. like a sponge, dallas seemed to “soak up” all the touching and 
affection given to him by his father and the dP therapist, and by the end 
of therapy he was better able to make eye contact and his ability to show 
affection was less aggressive and more genuine.

Practitioners must keep in mind that children with autism have dif-
ferent tolerance levels for touch. dPT interventions should therefore be 
adjusted to meet the individual needs of the child. As an example, Brody 
(1993, 1997b; see Chapter 3 for the full case study) describes a child with 
autism who stiffened his body during an attempt at cradling. For him to 
feel a cradling experience Brody instead swung him, with the help of his 
mother, in a sheet. in the case example of dallas presented in this chapter, 
as with many other children with ASd, dPT has proven to be an effective 
therapeutic treatment approach.
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ChaPter 8
Relational Intervention

Child-Centered Play Therapy With 
Children on the Autism Spectrum

dee C. r ay, JeFFrey M. SullIVan, and Sar ah e. Car lSon

A six-year-old boy named Andrew bursts into the playroom with 
his therapist just behind him. he is excited and out of breath but 
manages to gasp, “i just . . . just . . . i unlocked . . . you just earned a 
new spell.” As Andrew is talking, he is swinging a toy snake vigor-
ously around and around. Andrew suddenly yells out with unbridled 
enthusiasm, “The snake is Timmy!!!” The therapist replies, “you have 
a new spell.”

Andrew has received a diagnosis of Asperger’s disorder, which lies 
on the autistic spectrum of disorders, meaning that he is delayed in 
his social understanding and communication and displays rigid or 
ritualistic behaviors. The room he has entered is a play therapy room, 
and it is filled with toys that he can play with in lots of the ways he 
wants. Andrew’s therapist is a play therapist, and, unlike other thera-
pists with whom he has worked, she is not there to teach him social 
skills or instruct him on how to engage in particular styles of play. 
She is there to understand and accept Andrew fully and without con-
dition and enter into a relationship with Andrew through his natural 
language of play. 
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Introduction to Child-Centered Play Therapy

Child-Centered Play Therapy Definition and Background
Child-centered play therapy (CCPT) is a mental health intervention that 
recognizes the relationship between therapist and child as the primary 
healing factor for children facing many types of challenges. CCPT thera-
pists use a playroom with carefully selected toys to match the developmen-
tally appropriate communication style of children, which is play, thereby 
supporting the message that the therapist seeks to understand the whole 
child in the context of his or her world. By understanding and accepting 
children’s world, the therapist offers them an environment that unleashes 
their potential to move toward self-enhancing ways of being. The growth 
that children experience through CCPT typically results in reducing their 
relationally or physically harmful ways of interacting as well as increasing 
their sense of self-responsibility toward behavior.

CCPT was developed in the 1940s, distinguishing it as one of the lon-
gest-standing mental health interventions used today. Based on Rogers’s 
(1951) person-centered theory, Virginia Axline (1947) presented the first 
structure of CCPT by operationalizing the philosophy of person-centered 
therapy, so aptly described for adults, into a coherent working method for 
children. Axline referred to this approach as nondirective play therapy, 
which was later termed child-centered play therapy. in the years since the 
introduction of CCPT, 62 outcome studies have explored its effectiveness 
and have summarily concluded that CCPT offers a viable and effective 
intervention for children (Ray, 2011). Currently, CCPT is recognized as 
the most widely practiced approach to play therapy in the united States 
(lambert et al., 2005), and the approach has earned a strong international 
reputation (see west, 1996; wilson, Kendrick, & Ryan, 1992).

Theoretical Rationale for CCPT
in developing person-centered theory, Rogers (1951) introduced 19 propo-
sitions to explain personality development and behavior. The 19 proposi-
tions provide a framework for human development and explain in great 
detail how maladjustment in the human condition occurs. These proposi-
tions also provide the rationale for CCPT intervention and serve as a guide 
for play therapists in understanding and facilitating the change process. 
According to Rogers, the human response to experience is organic and 
holistic, forward moving, and striving for enhancement of the organ-
ism (organism is the term invoked by Rogers to describe the individual 
person). The essential concept for growth and change is that personality 
development lies in the phenomenological experience of the organism. The 
propositions emphasize that persons are the center of their own perceived 
phenomenological field, meaning that their perception of experience 

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 C

ol
le

ge
 L

on
do

n]
 a

t 1
2:

37
 1

2 
O

ct
ob

er
 2

01
7 



Relational intervention • 161

represents reality for them. individuals’ phenomenological experience, 
which encompasses the perception and integration of experiences from 
the phenomenological field into perceptions of self, guides the growth and 
development of the self.

The self develops through interactions with significant others through-
out development. The development of the self is separate from the phenom-
enological field but is also highly influenced by it. one eventually comes to 
evaluate self-worth based on the perceived expectations and acceptance of 
others (termed conditions of worth). Conditions of worth eventually inte-
grate into the developing self, so that subsequent experiences represent indi-
viduals’ internalized representations of how they are valued. Thus, people’s 
valuing process may or may not contribute to optimal growth based on how 
internalized representations of being valued relate to the self-construct.

The propositions further delineate the roles of behavior and emotion in 
the development of the self. Behavior, described as one’s interactions with 
the phenomenological field, is directly consistent with the view of self and 
valuing process, whether it is within the awareness of the person. Behavior 
is seen as an attempt to maintain the organism and have one’s needs met 
depending on the perceived expectations of the environment, whereas the 
emotion accompanying behavior is seen as dependent on the perceived 
need for behavior. hence, a person will behave and emotionally respond 
in a way that is consistent with the view of self, even if the view of self does 
not facilitate the optimal growth of the individual.

A person’s ability or inability to integrate experiences into a personal 
self-construct greatly influences how adjustment or maladjustment may 
develop. Experiences that are not integrated can be perceived as threats 
to self, even if those experiences are potentially enhancing to the organ-
ism. For instance, if i do not feel worthy of receiving love from others 
based on internalized conditions of worth that i am unlovable unless i am 
perfect, then love experienced from others may be seen as a threat to self 
and rejected. This internalized condition is counterproductive to growth 
and interferes with the development of meaningful relationships. Rogers 
proposed a path to which the person, when given a nonthreatening envi-
ronment, can examine experiences in a nonjudgmental way and integrate 
them into a self-structure that is respectful of the intrinsic direction of the 
organism, thereby enhancing relationships with others.

in more simplistic terms, specifically regarding children, a child is born 
into the world viewing interactions in a unique and personal way that is 
apart from reality or others’ perceptions. however, the child will move holis-
tically toward what is most enhancing for the self-organism. A sense of self 
is established through interactions with significant others and the child’s 
perceptions of those interactions. A child’s interactions result in an attitude 
of self-worth that is influenced by a perceived sense of acceptance by and 

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 C

ol
le

ge
 L

on
do

n]
 a

t 1
2:

37
 1

2 
O

ct
ob

er
 2

01
7 



162 • dee C. Ray, Jeffrey m. Sullivan, and Sarah E. Carlson

expectations of others. if a child feels unworthy or unaccepted for certain 
aspects of self, this sets up barriers for self-acceptance. Because the organ-
ism is holistic in movement, a child’s feelings and behaviors will be consis-
tent. more concretely, if a child feels unaccepting of self or unaccepted by 
others, feelings and behaviors will be more negative and less self-enhancing.

Based on these basic beliefs about human nature, CCPT therapists seek 
to establish environments in which a child will feel fully accepted by another 
(the therapist) and will learn to develop self-acceptance. The given theoretical 
outcome of self-acceptance is the resulting movement toward more positive 
feelings and behaviors. hence, therapeutic movement is dependent on several 
factors including the person of the therapist, the person of the child, the level 
of acceptance established in the therapeutic relationship, and the therapist’s 
trust in the child to move naturally toward self-enhancing ways of being.

Conditions for Therapeutic Change in CCPT
Because CCPT is based on person-centered theory, principles underlying 
the change process identified by Rogers (1957) apply to the provision of 
CCPT. Six postulated conditions must exist for the therapeutic process to 
work effectively. All six conditions are based on the primacy of the rela-
tionship between therapist and child:

 1. Two persons are in psychological contact.
 2. The first person (client) is in a state of incongruence.
 3. The second person (therapist) is congruent in the relationship.
 4. The therapist experiences unconditional positive regard for the 

client.
 5. The therapist experiences an empathic understanding of the cli-

ent’s internal frame of reference and attempts to communicate 
this experience to the client.

 6. Communication to the client of the therapist’s empathic under-
standing and unconditional positive regard is to a minimal degree 
achieved.

in the first condition, the therapist and child must be in psychologi-
cal contact or, in simpler terms, a relationship. in this relationship, both 
the therapist and child must be in each other’s awareness, allowing the 
other to enter the phenomenological field. Secondly, the child must be in 
a state of incongruence, which may be demonstrated through anxiety or 
vulnerability. Conditions 3, 4, and 5 are typically considered the core con-
ditions provided by the therapist, more accurately referred to as attitudes 
(Bozarth, 1998) and traditionally labeled as congruence, unconditional 
positive regard (or acceptance), and empathy. These attitudinal therapist 
conditions provide an environment that promotes the actualizing ten-
dency accessible within all persons, including children.
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Congruence is described by Rogers (1957) as the ability to feel free to be 
self within the therapeutic relationship and to be able to experience con-
gruence between experience and awareness of self. Congruence involves a 
combination of the therapist’s self-awareness, acceptance of such aware-
ness, and appropriate expression of awareness to the client. Congruence 
of the therapist is a prerequisite to the expression of empathy and uncon-
ditional positive regard. hence, if the play therapist is not authentic, the 
child will not be able to fully accept the therapist’s provision of uncondi-
tional positive regard or empathy.

unconditional positive regard is a warm acceptance of all aspects of 
the client’s experience, without judgment or evaluation (Rogers, 1957). 
Additionally, unconditional positive regard is a therapist-felt condition in 
which the therapist experiences a feeling of trust in the child’s ability to 
move toward actualization of the organism. unconditional positive regard 
serves as the curative factor in CCPT, a natural antidote to the conditions 
of worth taken on by the child during development (Bozarth, 1998).

The final therapist attitudinal condition is the provision of empathic 
understanding, entering the child’s world as if it were one’s own without 
losing a sense of self as the therapist. A play therapist typically communi-
cates empathy through reflective responses to the child. Empathic under-
standing is intertwined with the concept of unconditional positive regard, 
as empathy may be considered a vehicle for the expression of uncondi-
tional positive regard (Bozarth, 2001). when a therapist enters the world 
of the client, there is an underlying message that the client’s world is a 
valuable world, one in which the therapist has the utmost respect for the 
client’s experience and abilities.

The final condition states that the client must be open to receiving 
empathy and unconditional positive regard from the therapist, represent-
ing an element of therapy over which the therapist has little control. All 
previous conditions may be met, but if the child is unable to receive some 
level of unconditional positive regard or empathy from the therapist then 
therapy will be minimally effective or not at all. generally, if a therapist is 
able to achieve the prior conditions, a child will perceive such conditions 
and engage in the therapeutic process of change.

CCPT Process Structure
CCPT is characterized by a nondirective attitude toward the child. 
Nondirectivity is not a set of passive behaviors but is an attitude that pro-
motes the client’s self-sufficiency by not guiding the client’s goals or thera-
peutic content (Ray, 2011). The child leads what is said and done in a play 
session. Axline (1947) offered guidelines to enact the philosophy of nondi-
rectivity in the context of the CCPT structure. They are referred to as the 8 
Basic Principles, paraphrased as follows (pp. 73–74):
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 1. The therapist develops a warm, friendly relationship with the 
child as soon as possible.

 2. The therapist accepts the child exactly as is, not wishing the child 
were different in some way.

 3. The therapist establishes a feeling of permissiveness in the rela-
tionship so that the child can fully express thoughts and feelings.

 4. The therapist is attuned to the child’s feelings and reflects those 
back to the child to help gain insight into behavior.

 5. The therapist respects the child’s ability to solve problems, leaving 
the responsibility to make choices to the child.

 6. The therapist does not direct the child’s behavior or conversation. 
The therapist follows the child.

 7. The therapist does not attempt to rush therapy, recognizing the 
gradual nature of the therapeutic process.

 8. The therapist sets only those limits that anchor the child to reality 
or make the child aware of responsibilities in the relationship.

These principles provide the structure for play therapy, encouraging 
the therapist to accept, trust, and follow the child. using the principles to 
operationalize play therapy, specific types of responses guide the thera-
pist’s enactment of the nondirective philosophy. They include reflecting 
feelings (you feel angry), reflecting content (your mom was fighting with 
your dad), tracking behavior (you’re moving to over there), facilitating 
decision making (you can decide), facilitating creativity (that can be what-
ever you want), encouraging (you’re trying hard on that), facilitating rela-
tionship (you want to make me feel better), and limit setting (Axline, 1947; 
ginott, 1961; landreth, 2002; Ray, 2004).

limit setting is used as necessary when the child might be a threat to 
self, others, or the room. For limit setting, landreth (2002) offers a three-
step approach titled ACT: Acknowledge the feeling, Communicate the 
limit, Target an alternative. in ACT, the therapist first and foremost seeks 
to understand and communicate understanding of the child’s intent by 
acknowledging the child’s feeling (you’re really angry with me). Second, 
the therapist sets a clear and definitive limit (but i’m not for pushing). 
Finally, the therapist provides an alternative to allow the child appropri-
ate expression of the feeling (you can push the bear). limit setting allows 
the child to perceive the playroom as a safe environment. Although CCPT 
therapists have provided specific types of responses to help concretely 
structure CCPT, it should be remembered that the attitudinal conditions 
provided by the therapist always take precedence over a rigid approach to 
responding to a child.
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Playroom and Materials
CCPT is conducted in a playroom stocked with toys that encourage the 
expression of all feelings by a child. The playroom sends the message that 
all parts of the child are accepted in this environment. Although landreth 
(2002) recommended that play therapy be conducted in a room measur-
ing 12 feet by 15 feet, smaller or larger rooms can be used. Smaller rooms 
should ensure that there is enough space for the toys and open space for the 
child to move. larger rooms can be sectioned off with curtains or shelves 
to limit the size of playroom so that it is not overwhelming to the child. 
materials for the playroom include toys, craft materials, paints, easel, 
puppet theater, sand box, and child furniture. Kottman (2003) provided 
categorization of materials in five general areas: family/nurturing, scary 
toys, aggressive toys, expressive toys, and pretend/fantasy toys. in selecting 
toys, the most fundamental criterion is that the toy serves a purpose in the 
playroom. Ray (2011) suggested that each therapist should ask the follow-
ing questions regarding toy selection: (1) what therapeutic purpose will 
this serve for children who use this room? (2) how will this help children 
express themselves? (3) how will this help me build a relationship with 
children? when toys meet a therapeutic purpose, help children express 
themselves, and help build the relationship between therapist and child, 
they can be considered valuable to the playroom.

CCPt With Children on the autism Spectrum

CCPT is a way of working with children that emphasizes relationship and 
communication. in CCPT, the primary healing therapeutic factor is the 
relationship between therapist and child. The playroom offers a venue for 
communication that is developmentally appropriate for a child. hence, 
CCPT is philosophically positioned to address the salient characteristics 
of children on the autism spectrum.

To understand the effectiveness of CCPT with children diagnosed with 
autistic spectrum disorders (ASd), including autistic disorder, Asperger’s 
disorder, and pervasive developmental disorder—not otherwise specified 
(Pdd-NoS), it becomes necessary to understand core problems that des-
ignate a child as challenged with these disorders. Although much attention 
is paid to obvious behavioral symptoms associated with autism such as 
echolalia, stereotypy, or self-stimulation, these are secondary symptoms 
indicative of the deeper pervasive relationship limitations. greenspan 
and wieder (2006) identified three core problems that must be considered 
when diagnosing children on the autism spectrum: (1) establishing close-
ness; (2) exchanging emotional gestures in a continuous way; and (3) using 
words or symbols with emotional intent.
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when children establish closeness with others, they exhibit warmth 
toward others, seek support from adults with whom they are comfortable, 
and show enjoyment in their close relationships. when children exchange 
emotional gestures, they engage in emotional signaling with significant 
others through smiles, frowns, and other interactive gestures. Finally, 
when children use symbols with emotional intent, they use words mean-
ingfully and with desire as opposed to the use of words concretely (the 
difference between “i love my doggy” and “This is doggy”). Because the 
diagnosis of ASd is often identified on a continuum and not categorically, 
children’s level of effectiveness in these three core areas determines how 
challenged they are by the disorder.

when conceptualizing ASd according to the three core problems, it can 
be clearly observed that children who are correctly diagnosed with ASd are 
challenged in relationships. within those relationships, communication is 
a primary concern. All people are on the relationship continuum, but chil-
dren who are diagnosed with ASd tend to aggregate toward one end. The 
ability of an individual with ASd to communicate within relationships is 
often evaluated based on each person’s abilities, needs, and characteristics.

As described previously, CCPT is a relationship-based intervention in 
which the relationship and the ways of communicating within relation-
ships serve as the therapeutic factors for change. hence, if ASd is con-
ceptualized in part as a relational communication disorder, CCPT is 
equivocally matched as a relational communication intervention. The goal 
of CCPT is to provide a relationship for children in which they feel free 
to move toward self-enhancing processes of growth. The CCPT relation-
ship allows full acceptance of their world, which, for children with ASd, 
is organized differently from that of typically developing children, so that 
they determine how much and when they will engage with the therapist. 
when children engage with the therapist, the self-enhancing behaviors 
will continue to grow to other external relationships.

The CCPT therapist does not seek to “fix” the secondary symptoms of 
children with ASd, such as eye contact, verbal responsiveness, or rigidity. 
CCPT actively addresses the primary core areas of ASd by providing rela-
tionship and communication to counter their challenges in this area. CCPT 
does use behavioral techniques to train children to do something that is 
incongruent with their way of being. So then, one might ask how can CCPT 
be helpful in improving problems of children with ASd? Several essential 
elements of CCPT result in the improvement of behaviors related to autism.

First, the full acceptance of the child by the therapist in CCPT is a con-
dition that is often unavailable to the child diagnosed with ASd. Because of 
the high level of parental stress related to parenting a child with ASd and 
because of prevalent intervention methods to change the child’s behavior 
on a daily basis, children with ASd rarely experience understanding and 
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acceptance of them as they are. in addition, children with ASd are often 
forced to interact in the adult’s version of the world, and few adults enter 
into the child’s world on the child’s conditions. CCPT offers the unique 
experience to the child with ASd that the therapist will enter the child’s 
world on the child’s terms and at the child’s will. This full acceptance, 
unconditional positive regard, sends a message of respect and safety to 
children to enable them to share their world freely. when they feel safe and 
understood, their motivation to interact with the external world increases.

For children who exhibit symptoms associated with Asperger’s syn-
drome, this acceptance and attention to them is especially salient. A com-
monly described quality of individuals with Asperger’s is a strong desire 
to connect with the social world but a lack of social understanding to do 
so effectively (Attwood, 1998). however, when the therapist actively listens 
and intently reflects within children’s long soliloquy on, say, dinosaurs, over 
time they are able to organically feel that acceptance and engagement of the 
therapist. As a result, it is typical for these children to begin to try to engage 
the therapist in a two-way conversation. They are able to transfer this new 
relationship ability to relationships outside of the playroom.

The nonverbal focus of CCPT is also a beneficial therapeutic factor for 
children with ASd. in CCPT, they are not forced to talk or interact with 
the therapist. The therapist is verbally and nonverbally engaged through 
continual reflections of the children’s behaviors or reactions and through 
following them with eyes and body. The therapist seeks to match the chil-
dren’s tones and movements through not only verbal but also nonverbal 
reflections. This following of behavior allows the children to communicate 
in nonverbal ways to increase meaningful interactions through gestures. 
Because the impairment of meaningful symbolic interaction is a core 
problem for children with ASd, the nonverbal child–therapist interaction 
helps to enhance children’s communication.

Another positive outcome of CCPT for children with ASd is the 
decrease of emotionality and behavioral problems associated with the 
disorder. Parents of children who participate in CCPT typically report a 
lessening of tantrums, yelling and screaming, and extreme emotionality. 
Although it is difficult to distinguish between symptoms associated with 
the disorder and symptoms of comorbid disorders that may develop with 
these children, CCPT appears to be effective at helping reduce these more 
emotionally related problems. Children with ASd may also be challenged 
with depression, anxiety, and attentional problems (howlin, 2005). CCPT 
offers a place where children can express self-doubts verbally or through 
play, which allows them to work through the negative sense of self and 
emerge with hope.

Finally, one of the most important aspects of CCPT compared with other 
more behaviorally oriented interventions for children with ASd is that 

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 C

ol
le

ge
 L

on
do

n]
 a

t 1
2:

37
 1

2 
O

ct
ob

er
 2

01
7 



168 • dee C. Ray, Jeffrey m. Sullivan, and Sarah E. Carlson

children are creating a sense of self and making changes from an intrinsic 
need. in CCPT, they are not pressured to be different from what they are. 
hence, when children begin to exhibit new behaviors and relational abili-
ties, these are developed from within them. There is no reward that must 
be provided to them for good behavior. They have established an internal 
reward for change, and thereby the changes will be integrated into their 
experience. These changed behaviors will not dissipate when therapy ends 
or when rewards are withdrawn; they will now be a part of who they are.

opportunities to play in a nondirective manner allow the child with 
ASd to choose the pace and focus of change, instilling an intrinsic moti-
vation to engage in the world of others rather than enacting a style of play 
learned through a set of skills (Josefi & Ryan, 2004). The relationship that is 
built between therapist and child through CCPT will eventually be trans-
ferred to other adults and children in the child’s life. Because relationship 
is a core problem of ASd and relationship is the core focus of CCPT, the 
effectiveness of therapy serves to help the core issues of the child.

Although CCPT therapists report working with children with ASd 
quite often, research on CCPT with this population is limited. Josefi and 
Ryan (2004) presented a case study comparing CCPT and behavioral inter-
ventions with a child with severe autism. They concluded that this prelimi-
nary case study indicated that nondirective play therapy may enhance and 
accelerate the emotional/social development of children with severe autism. 
Beckloff (1998), using an intervention that taught CCPT skills to parents 
of children with ASd, found an increase in parents’ ability to recognize 
their child’s need for autonomy and independence. one could also argue 
that Virginia Axline’s (1986) seminal case study of CCPT, Dibs: In Search of 
Self, presented a detailed account of a successful intervention using CCPT 
with a child on the autistic spectrum. in addition, CCPT has demonstrated 
effectiveness with many populations through randomized controlled 
studies such as Schumann (2010) with children who were aggressive; Ray, 
Schottelkorb, and Tsai (2007) with children who had attentional difficulties; 
and Blanco and Ray (2011) with children academically at risk. however, 
there appear to be no clinical trial studies exploring the effectiveness of 
CCPT with children on the autistic spectrum. Several difficulties arise in 
conducting research with children on the spectrum including challenges 
related to identifying a large enough sample to meet criteria and willing-
ness of participants to commit to 10–16 sessions of CCPT intervention.

Case example

Andrew was a 6-year, 6-month-old boy enrolled in kindergarten who had 
been diagnosed with Asperger’s disorder. Andrew’s teacher referred him 
for individual play therapy due to his difficulty getting along with other 

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 C

ol
le

ge
 L

on
do

n]
 a

t 1
2:

37
 1

2 
O

ct
ob

er
 2

01
7 



Relational intervention • 169

children, difficulty in transition, and low frustration tolerance. According 
to his teacher, Andrew was at or above grade level in all of his subjects, 
although his teacher expressed concern about his writing and possible defi-
ciencies in fine motor skills. Andrew lived with his mother and maternal 
grandparents. Andrew’s mother reported no other significant relationships 
outside of the family and that Andrew focused his energy on video games. 
Andrew attended individual CCPT once per week for a total of 24 sessions.

Throughout play therapy, Andrew routinely displayed high energy 
and enthusiasm. he often rocked from side to side in an animated fash-
ion, flailed his arms, and jumped up and down excitedly. Andrew used an 
extensive array of sounds and noises in his play and communication with 
the therapist and often experienced shortness of breath due to his excitable 
and energetic play. Andrew’s conversation typically included his sharing 
knowledge of video games in painstaking detail, although such conver-
sation was typically one-sided and conveyed little awareness of the play 
therapist’s interest in the topic. however, Andrew routinely checked with 
the therapist to ensure that she understood what he was communicating.

during initial sessions (1–7), Andrew put a lot of physical distance 
between himself and the play therapist and did not make eye contact. 
Andrew engaged verbally, but with excessive verbal overflow, often mak-
ing it difficult for the play therapist to reflect his actions or feelings. his 
play typically included drawing pictures of Pokémon and mario Brothers 
on the easel, which he explained in great detail to the play therapist. he 
invoked an array of sounds and noises while playing. The following excerpt 
takes place after attending several sessions of play therapy.

Andrew: A brand new galaxy is born, that is . . . that means a brand new 
galaxy and a . . . and a planet is born. (he is wandering around 
the room, rocking from side to side as he moves.)

Play therapist: you know when a new galaxy is born.
Andrew: (Andrew hands the wig and the butterfly wings to the play 

therapist from the side of his body.) A magic wig and these . . . 
these . . . wings and spells.

Play therapist: you want me to have these.
Andrew: (moves over to the shelf and picks up the ring toss.) Pshew . . . 

pshew . . . sheeh. (Andrew dumps the rings into the sandbox.) 
These are . . . magic rings . . . magic rings, and you can use these 
spells like this (throws the bottom of the ring toss to the bop 
bag.) . . . And you can use these spells . . . uh, uh . . . 

Play therapist: you know what to do.
Andrew: This is a trick, you, you, you, can, you, have to, you can, you can, 

super do it, but you have to watch out for the mean evil plants. 
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(Andrew is leaning over the sandbox with his hands in the sand, 
sitting perpendicular to the play therapist.)

Play therapist: you want me to be careful of the mean evil plants.
Andrew: oh but . . . oh but . . . watch out for those mean evil screaming plants.
Play therapist: So, the plants are evil and they scream.
Andrew: No, there is one plant that . . . that screams like EEEEEEEEEEEE! 

(Andrew screams a very high-pitched scream.)
Play therapist: oh, it makes that noise.
Andrew: Vooomp! (Andrew takes all the rings out of his hands and throws 

them across the room.)
Play therapist: you threw them over there.
Andrew: whew. (Andrew sighs and moves over to the kitchenette.) But . . . 

but . . . i . . . i . . . got some . . . i’m giving out free food. Cause 
i’m gonna stand at the free food stand and get me some food. 
(Andrew sits down.) 1 dollar, 1 dollar, 1 dollar, get some, some, 
food from our food stand, and, and, bring it to him, oK. 
(Andrew is out of breath.)

As seen in the transcript, Andrew had very little meaningful interac-
tion with the therapist, mostly focused on speaking his own thoughts from 
his own world. in the initial sessions of CCPT, the play therapist entered 
Andrew’s world without questions or judgment. Rather than correcting 
Andrew or trying to focus his attention on one single topic or particular 
type of play, she followed Andrew through verbal reflections as he explored 
the playroom and his world, conveying her unconditional acceptance of 
his experience.

Throughout the middle sessions (8–14), Andrew’s experience of feeling 
understood and accepted began to emerge in his play. he engaged more 
with the play therapist and started to make eye contact, though it was 
often out of the corner of his eye. Andrew also began involving the play 
therapist in his play and offering the play therapist toys from around the 
playroom, which he did not do in early sessions. The play therapist contin-
ued to demonstrate the core conditions of congruence, unconditional pos-
itive regard, and empathic understanding and did not shift her approach. 
She continued to allow Andrew to direct the play sessions as she entered 
his world and communicated to him her understanding and acceptance of 
his experience.

Andrew: (Andrew is sitting behind the puppet theater and pops up sud-
denly.) But how about we play trains also?

Play therapist: you have another idea.
Andrew: oK, oK, oK, pretend, you, oK . . . i am going to be on a train . . . 

and, and, i’m gonna put milk in it. i need to get my milk from 
over there.
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Play therapist: you have a plan.
Andrew: Choo, choo . . . hmm, hmm, choo, choo. (Child is getting large 

bricks from the pile again and placing them in a stack.)
Play therapist: you are getting that how you want it.
Andrew: here’s the milk, choo choo, choo choo. (Child gets a pail full of 

sand and brings it over to the brick structure, but stops.)
Play therapist: you are getting it all set up.
Andrew: (Andrew teeters back and forth until he dumps the sand in the 

sandbox.) i’ll . . . i guess i just dump it in here.
Play therapist: you’ve decided where it goes.
Andrew: oh, but, oh, but . . . there’s something . . . that’s your table. (Child 

looks at the brick structure.)
Play therapist: you decided it’s a table.

Andrew demonstrated increased connection and trust in the play thera-
pist. Throughout much of his time in play therapy, Andrew had kept a phys-
ical distance between himself and the play therapist, but the understanding 
and acceptance conveyed by the play therapist instilled in Andrew a sense 
of safety, confidence, and trust. As sessions progressed, Andrew increas-
ingly included the play therapist by engaging in more cooperative types of 
play where the play therapist and child fight “bad” characters together. This 
level of cooperation and coordination by Andrew was completely absent 
in early sessions and represented a strength of the relationship that he per-
ceived between him and the play therapist.

Andrew: Now, would you like to play food store?
Play therapist: you can decide.
Andrew: oK, so, i get my food . . . (Andrew takes the plastic fruit and places 

it on plates. he then carries the plates to the table, positioned 
next to the sandbox.) Now you get food.

Play therapist: i need to pick my food out now.
Andrew: yeah. (Andrew watches the play therapist get her food and watches 

her sit down in the chair, next to the table.) is that your food? 
(Andrew begins singing.)

Play therapist: it sure is.
Andrew: (Andrew begins to put his hands in the sand and pour sand on 

his legs, all while sitting in the sandbox. without looking at the 
play therapist, Andrew asks her a question.) do you want to get 
in here?

Play therapist: you want me to sit with you.
Andrew: mmm, hmm.
Play therapist: (The play therapist moves to sit on the corner of the sandbox 

and notices that Andrew moves over to make space). you want 
me to sit next to you in the sandbox. (The play therapist sits in 
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the sandbox next to Andrew, with the therapist and child sitting 
closely, shoulder to shoulder. This continues uninterrupted for 
3 more minutes.)

After attending 24 sessions of child-centered play therapy, Andrew and 
the play therapist forged a strong relationship built on the therapist’s will-
ingness to enter his world with acceptance and understanding. Although 
many features of his presentation continued to be on the autistic spectrum, 
his being in proximity, making more frequent eye contact, and engag-
ing in more reciprocal play demonstrating turn taking and cooperative 
activities reflected Andrew’s experience of the relationship. Andrew’s 
increased desire to be in relationship with the play therapist was not the 
result of being rewarded for staying on task or demonstrating particular 
play behaviors but because he was open to receiving the acceptance and 
unconditional positive regard offered by the play therapist, demonstrat-
ing his intrinsic motivation. Andrew’s increased two-way communication 
indicated that he might be prepared to transfer those skills outside of the 
playroom. Andrew began CCPT group therapy with another child where 
he developed and used appropriate social skills to communicate with 
both the therapist and child. his teacher additionally commented on his 
increase in social skills in the classroom and his improved ability to social-
ize with other children.

guidelines for Implementation of CCPt With Children With aSd

Although CCPT is nondirective in nature, in keeping with responsible 
practice, child-centered play therapists should adhere to particular guide-
lines in their work with children with ASd. Before engaging with a child 
diagnosed with ASd, a CCPT therapist should be knowledgeable regard-
ing characteristics and symptoms of the diagnosis. Although CCPT is con-
ducted similarly with all children, children with ASd sometimes present 
with self-harming or destructive behaviors for which the therapist must be 
prepared. initially, a CCPT therapist who begins a therapeutic relationship 
with a child presumed to have ASd is to conduct a proper assessment of 
the child. As mentioned, ASd is not a dichotomous, all-or-none diagnosis. 
Children have varying levels of abilities within the spectrum, and some 
who have been labeled ASd may not even exhibit the core signs of impair-
ment. Children are most likely to demonstrate lower abilities in the pres-
ence of strangers and should be assessed in the presence of and interaction 
with a primary caregiver (greenspan & wieder, 2006). moreover, diagno-
sis of ASd should not derive from only one source, such as a single assess-
ment or parent report. Assessments should be multifaceted and take into 
account assessment scores, parent reports and possibly teacher reports, 
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as well as observation of the child in natural, familiar settings, such as 
when interacting with the parent. CCPT treatment plans for children with 
ASd may include individual CCPT and consistent parent consultations. 
Additionally, when the therapist concludes that a child might be ready to 
transfer relationship skills to another child, group CCPT may be added to 
the treatment plan.

According to Rogers (1957), making contact is the first condition of 
effective therapy. when CCPT is conducted with children with ASd, 
contact may be initially thwarted by the child. in this case, the therapist 
needs to slowly gain the child’s trust by entering the child’s world. using 
nonthreatening tracking responses such as, “you’re moving over there” 
or “you’re playing with that ball” is one way to enter the child’s world 
in an unobtrusive manner. Not overwhelming the child with too much 
eye contact may also be encouraged with some children. Children with 
ASd are slow to respond to the relational offerings by the therapist, but 
this should not discourage the therapist from the process. Additionally, 
the therapist should not assume that because children are not respond-
ing that they are not engaged. often, children with ASd will be engaged 
in the relationship, perhaps through listening or silence, long before the 
therapist is aware.

in play therapy sessions, a CCPT therapist will want to be acutely attuned 
to the behavioral manifestations of children’s neurological functioning, 
specifically their sensitivity to noise, interaction, and light. Conditions 
in the playroom may need to be adjusted to help children feel safe, such 
as lowering the light, ensuring that the facility is not overly busy at their 
appointment time, and not speaking too loudly or overly animated. As the 
therapist comes to know these children well, it will be natural to respond 
to them in the way that is most in contact with their internal system.

Another helpful therapist response to children with ASd, especially 
those demonstrating symptoms of Asperger’s disorder, is to respond in a 
focused way to them, not following their every verbal lead. As seen with 
Andrew, children with Asperger’s will often jump from subject area to sub-
ject area without any apparent connection. Reflections that help close one 
road of content and introduce a new one can model clear communication 
and help focus these children. it also helps for the therapist to stay in the 
moment with them. For example, a therapist might respond, “you were talk-
ing about a video game, but now you’re talking about the thunderstorm,” or, 
“you liked that movie, but now you want to talk about your bike.”

Conclusion

CCPT is a relational intervention that seeks to unlock the potential of all 
children who are experiencing inner and contextual struggles. Through 
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the relationship with the (CCPT) trained play therapist, a child engages in 
an environment where a sense of acceptance, warmth, and understanding 
can be experienced. The therapist offers children understanding based on 
entering their world, specifically the world of play. These aspects of CCPT 
are especially salient for children who are diagnosed with ASd. Children 
with ASd present as unusual based on cultural norms, separated based on 
lack of adherence to social cues, and alone based on exhibition of “strange” 
behaviors. in the cases where adults attempt to help children with ASd, 
children are often sent the message that they are unacceptable and must 
be changed. CCPT offers children with ASd a place where they can learn 
and experience their own uniqueness and sense of worth, a place where 
they are fully valued by another person. Through this experience, they will 
likely be able to tap into inner resources to develop a sense of self that is 
forward moving and relationally connected. often, for children with ASd, 
this experience leads to an intrinsic motivation to connect and commu-
nicate with others. True change occurs, developed from children’s inner 
resources and abilities so that change is substantial and lifelong.
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ChaPter 9
The Narcissus Myth, Resplendent 

Ref lections, and Self-Healing
A Jungian Perspective on Counseling a 

Child With Asperger’s Syndrome

erIC J. green

Autistics have problems learning things that cannot be thought 
about in pictures. (grandin, 2006, p. 14)

Introduction to Jungian Play Therapy

Jungian play therapy (JPT) asserts that children psychologically develop 
through introjection (internalizing beliefs of others) or identification 
(strongly relating to the values and feelings of others) (green, 2007, 2009, 
2011). Feelings, thoughts, and traits of primary caretakers are acquired (or 
internalized) as well as any associated dysfunction inherent within those 
significant primary relationships. Jungian play therapists offer children 
adequate space in an emotionally secure setting so that their personal 
development (individuation), disparate from the beliefs internalized or 
identified with, materializes. individuation characterizes a progress from 
psychic fragmentation toward wholeness: the acknowledgment and recon-
ciliation of opposites within an individual (Jung, 1951). Jung believed chil-
dren’s psyches contain a transcendent function, or self-healing archetype 
(Allan, 1988), that surfaces through symbol production.
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178 • Eric J. green

The Jungian approach to psychotherapy depends on the children trust-
ing and allowing the symbols to lead them into healing by containing the 
images. Symbols tell children where they are in the therapeutic journey by 
pointing to the area of the unconscious that is most neglected. The Jungian 
counselor accepts that position and supports the children uncondition-
ally along the therapeutic journey. After the self-healing symbol in play 
appears, the therapist explores children’s inner language by reconciling the 
meaning of the symbol (or archetype) with their assistance (Allan, 1988; 
green, 2007, 2010b).

The principal aim of Jungian play therapy is activating the individua-
tion process through a symbolic attitude (or sometimes referred to as the 
analytic attitude) where images are honored so that children maintain 
equilibrium of energy flow between their inner and outer worlds (Allan, 
1988; green, 2007, 2011). A symbolic attitude is cultivated when sustained 
attention allows the symbolic value of an image to be recognized. For 
example, when children pretend or use the “as if” quality, they are said 
to have developed a symbolic attitude. The goal of Jungian therapy with 
children, individuation, is operationalized through the transformation of 
symbol—the process of their symbols being generated throughout ther-
apy. The symbolic attitude of the therapist permits children to move from 
impulse or action to the symbolic life, where emotions and images are con-
tained. For example, children may articulate verbally or through symbolic 
play the phrases, “i do not like” or “i am angry at you,” instead of antipathy 
or physically attacking toys or the therapist.

JPT’s treatment plan involves three steps: (1) counseling a child one to 
two times per week for 50 minutes; (2) conducting one family play therapy 
session with a child’s caretakers every 2–3 weeks; and (3) consulting with 
a multidisciplinary team of school and community-based professionals to 
provide holistic care. The Jungian treatment process can be codified into 
three stages: (1) orientation; (2) working-through; and (3) reparation/ter-
mination. during the orientation phase, the therapist builds an alliance 
with the child by establishing the frame (i.e., consistent time and week-
day in specific space), purpose (i.e., playing, talking about worries, sharing 
dreams), and conditions or limits of therapy. orientation typically lasts 
one session to several weeks. Building the therapeutic alliance and creat-
ing an atmosphere of permissiveness and safety so that the child’s ego may 
constellate and transfer images unto the toys and therapist involves using 
empathy, unconditional positive regard, and therapeutic limit setting. in 
the working-through phase, the child’s negative behavioral and personal-
ity traits appear and transference occurs, in which emotional wounded-
ness, introjections of negative parental imagoes, and rage materialize (de 
domenico, 1994; Jung, 1910, 1913). The third stage, reparation (and even-
tual termination), involves the child reconciling opposites, internalizing 
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The Narcissus myth, Resplendent Reflections, and Self-healing • 179

a good enough parental image, and developing psychologically healthy 
mechanisms to cope with anxiety (manageable frustration).

Jungian Play Techniques
Analysis and Interpretation The aim of child analysis is to provide a facili-
tative environment where psychological disturbances, which comprise the 
underpinnings of complex defenses, may be reached. however, analysis, 
which typically occurs four to five times per week, is not a financially 
realistic or logistical option for most families today. Therefore, i use the 
term therapy, as in Jungian play therapy, more often to connate the less 
frequent (usually twice-per-week) therapeutic sessions. one of the inher-
ent difficulties in using analytical play infrequently is the issue of working 
through resistances. Specifically, if children on the autism spectrum are 
seen infrequently, they may not sufficiently work through the effects of 
some of the interpretations because of the expanse of time between play 
sessions. They build resistances to the interpretations, possibly to ward 
off anxieties (Fordham, 1944, 1976). moreover, the value of the analyst’s 
interpretations may become lost between sporadic sessions, thereby creat-
ing inherent difficulties when working through complexes. i typically set 
appointments with children twice per week to meet the realistic demands 
of families’ complicated schedules and still provide adequate support to 
the needs of the child’s ego.

Furthermore, the analysis of children encompasses toys and symbolic 
play for therapeutic purposes, yet the main component of child analysis 
is in the therapist’s verbalizing and interpreting the action in the play-
room and urging the child to do so as well (Allan, 1988; Fordham, 1976; 
green, 2008, 2010a). Therefore, analytical play therapy would be appropri-
ate only with sufficiently verbal, high-functioning children on the autism 
spectrum. The purpose of interpretation is to bring unconscious contents 
into awareness and to help the child mediate anxiety. The technique of 
interpretation does not relieve anxiety because the therapist tells children 
something new about themselves but rather gives them information about 
their therapist’s capacity to (1) hear them, (2) see them, (3) understand 
them, and (4) ultimately accept them. interpretation is a key inductive 
technique when working with children with Asperger’s syndrome (AS) as 
it (1) provides children the abilities to resolve interpersonal deficiencies 
constellated in the transference and (2) relies on the use of symbols and 
the theory of archetypes to facilitate their understanding of their fears and 
fantasies. Through interpretation, Jungian play therapists link symbolic 
play with personal observations and relevant experiences in children’s 
external world.

one last component of analysis and interpretation specific to working 
with children with Asperger’s syndrome is the reliance on interpretation 
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based on the analyst’s own countertransference. Some children with 
Asperger’s syndrome may find interpretations to be persecutory. if a child 
displays a manageable degree of persecutory tendencies during interpreta-
tion, this may be a sign that development is occurring. For example, i had 
a child client on the autism spectrum who continuously covered his ears 
when i provided verbalization of play. i gave a voice to the child’s transfer-
ence by stating, “you experience me as bad sometimes.” Afterward, the 
child smiled and nodded his head. There was a sense of mutual under-
standing that had not occurred before this moment.

when there is repeated failure to get any type of response from a child 
with Asperger’s syndrome during therapeutic interpretations (and the 
therapist hasn’t been overly complicated with language or ill-timed), the 
therapist should consider stopping and later conducting interpretation. 
This interpretation is not so much based inductively on the observable evi-
dence in the child but more on the therapist’s own countertransference. 
For example, i once had a 5-year-old client who did not want to leave the 
play session when it ended. The child charged into the waiting room area 
and began to harshly scream at and berate his mother, telling her he hated 
her and that he wished she would die. The mother’s eyes began to well with 
tears. i felt distressed and realized that an interpretation based on observ-
able data may not have been effective. So i used his countertransferential 
feelings and stated, “Now i feel like crying too because you’re hurting your 
mother’s feelings.” The child instantly stopped his dysregulated behaviors, 
calmed himself down, then left without any other protestations. According 
to Fordham (1976), affective processes activated in the therapist through 
the countertransference and sensitively verbalized to the child can be 
highly effective in promoting change in the child’s behaviors.

Coloring Mandalas Jung (2008, 2009) believed the mandala, or an object 
(perhaps a circle) with an image contained within, represents unity or 
wholeness. From a Jungian perspective, unity or wholeness is commensu-
rate to psychological healthiness, because Jung believed a reconciliation of 
opposites has occurred in the individual (individuation). in individuation, 
the child functions outside of the constraints of the ego, operating from 
the true center of being—the autonomous self.

when coloring mandalas, the Jungian play therapist first asks children 
to spend a couple of minutes relaxing. with eyes closed in a comfortable 
seated position, the therapist leads children through a guided imagery 
technique, assisting them to release any frustrations or anxieties accumu-
lated throughout the school day through deep breathing. Also, therapists 
may ask them to manipulate Play-doh or clay as an anxiety-releasing tech-
nique while deeply breathing. After a couple of minutes, the therapist asks 
the children to pick a preconfigured mandala from several choices. These 
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can often be found at no charge by surfing the internet or in books specific 
to coloring mandalas (Fincher, 2004). They are then instructed to depict, 
draw, or color the mandala. once they finish, the therapist and the child 
contemplate the images in silence. Then the therapist asks the children to 
create a color key (similar to a map key) to represent what each color rep-
resents. After, the therapists may ask some of the following questions: “Tell 
me what is the story of this mandala?” “if you could give this mandala a 
title, what would it be?” and “write the story of the mandala on the back of 
the paper. Afterward, let’s talk about it.”

Sandplay Kalff’s (1980) sandplay was rooted in Jung’s premise that the 
psyche can be activated to move toward healing and that individuation 
occurs in the sand process through the temenos, or free and protected 
space. Protected space refers to the way the therapist listens, observes, and 
serves nonjudgmentally as a psychological container for the emotional 
content that becomes activated by the sand therapy process (green & 
gibbs, 2010). The therapist provides the free and protected space in which 
a creation in the sand may symbolize the inner drama and healing poten-
tial of the child’s psyche. The therapeutic rationale for sandplay is that chil-
dren reproduce symbolic scenes of their immediate experience and link 
opposites from their inner and outer worlds. Through the concretization 
of unconscious experiences, children’s psyches are able to make meaning-
ful links and develop mastery over difficult feelings. moreover, it is what 
children experience for themselves that is therapeutic in sandplay, not nec-
essarily the therapist’s analysis of the symbols contained within the scene. 
Kalff (1980) emphasized that the transformative experience of creating a 
world in the sand contains the healing.

 Sandplay typically involves children playing in a sand tray and choos-
ing sand miniatures to create a world, with little to no direction or guid-
ance. Therapists permit children to draw, depict, or create whatever world 
they choose. The therapist may say, “Create a sand world. There’s no right 
or wrong way to do this. it’s completely up to you. After you finish, we may 
talk a little about your sand world. i’ll be quiet while you play unless you 
ask me a question.” After children finish creating their sand worlds, thera-
pists might inquire about the sand world’s name or title. Second, therapists 
may ask, “if you were in this world, what would you feel like?” Third, thera-
pists may probe children further by asking how they felt while forming the 
world. Sample questions for processing sandplay worlds could include (1) 
what were you feeling when you placed that castle there? and (2) if this 
symbol (or object or person) were talking, what would they be saying and 
to whom? A therapist may use Jungian sandplay techniques to facilitate 
containment of children’s affect in the sand tray (green, 2010b, 2011).
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182 • Eric J. green

Theoretical and empirical Support

At this time, there is a paucity of empirical support for specifically using 
an analytical child play therapy approach as a part of the multidisci-
plinary team typically required to treat children with Asperger’s syn-
drome. According to Shunsen (2010), sandplay mediates some of the 
language barriers of children with autism, stimulates problem solving 
through simulations in the sand, emphasizes the development of self-
reliance and self-control ability via the principles of natural teaching, and 
improves their imagination and creativeness. in a 10-week school-based 
action research study with children with autism, lu, Peterson, lacroix, 
and Rousseau (2010) found that sandplay increased verbal expression and 
symbolic play and improved children’s sustained social interaction. The 
authors concluded that creativity-based interventions, such as Jungian 
sandplay, provide a complementary approach alongside behavioral mod-
els when counseling children with autism. however, substantial research 
needs to be undertaken before conclusions of efficacy can be made regard-
ing Jungian play’s effectiveness with children with Asperger’s.

The theoretical support for using Jungian play is that children with 
Asperger’s syndrome have the capacity to communicate verbally, a core 
requirement for the analytical process. liu, Shih, and ma (2011) described 
how children with Asperger’s syndrome scored equal to and often superior 
to their typically developing peers in areas of creativity and originality. 
Jungian play therapy incorporates symbol work, which requires children 
to use creative and original play within the psychotherapy. Therefore, chil-
dren with Asperger’s syndrome may find Jungian play to be appealing and 
complementary to their attributes and strengths, which may promote self-
motivation to resolve psychosocial difficulties.

Temple grandin (2006) observes that many high-functioning children 
with AS view the world in pictures or images, and they make sense of exter-
nal stimuli through visual thinking. This view would be complementary 
to the analytical premise that symbols and images created in drawings, 
read about in myths, and enacted in sandplay are integral to a child’s psy-
chological growth. grandin, herself a leading voice and doctoral scholar 
with autism, comments, “Every problem i’ve ever solved started with my 
ability to visualize and see the world in pictures” (p. 4). her views are sub-
stantiated as research demonstrates many high-functioning children with 
autism score equivalent or superior to their typical developing peers in 
visuo-perceptual processing (Bertone, mottron, Jelenic, & Faubert, 2005; 
Caron, mottron, Rainville, & Chouinard, 2004).

The term analysis, from Jungian analytical play therapy, refers to reduc-
ing complexes into taut, understandable components through visual means. 
in play therapy with children, analysis means listening to and observing 
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children to elucidate the complexes that are creating anomalies and need 
mediation to reduce stress and make meaning out of psychosocial diffi-
culties. many children with AS rely heavily on the left-brain hemispheric 
section where analytical processing occurs as opposed to right-brain intu-
iting and emoting (Rosenn, 2009). So from this viewpoint, Jungian play 
therapy may be beneficial to children with AS because the therapist may 
be able to more easily empathize with children’s disparate inner world that 
is sometimes emotionally flat and monotonous, as children with AS may 
place considerable passion into analytical, rule-based activities (grandin, 
2006). Jungian analyst michael Fordham (1976) illustrates this concept in 
his book The Self and Autism, as he provides anecdotal support from his 
various clinical cases when using Jungian child analysis with high-func-
tioning children with autism.

daniel Rosenn (2009), a medical doctor and expert on Asperger’s syn-
drome, commented on the inherent difficulties but importance of incor-
porating insight-based psychotherapy (in contrast to cognitive-behavioral 
therapy) with children with AS:

After a great deal of tactful and thoughtful effort on the therapist’s 
part, the patient experiences deeply emotional insights or self-rev-
elations, and these presumably lead to internal change and adapta-
tion. These also are very hard to harvest in Asperger’s, where most 
therapy is cognitive behavioral, and relies on patterning of external 
behaviors and actions. if you are the kind of therapist who searches 
for these moments of affective transcendency, it can be like panning 
for gold nuggets in a muddy Sacramento River. So insight-oriented 
psychotherapy can be very lonely and empty. There are many adults 
and even older children with Asperger’s, with whom one can do sat-
isfying humanistic-relational therapy. (p. 7)

The reader is advised to continue to survey the most current effective 
treatments and consider incorporating aspects of analytical therapy into 
their treatment of children with Asperger’s syndrome if they deem it may 
be beneficial to the child and in conjunction with a multidisciplinary team.

Case example

Background, Presenting Concerns, Assessments
Anthony, a child diagnosed with Asperger’s syndrome, was 7 years old 
when i first met him in the playroom. he had been referred to me by his 
behavioral analyst. At that time, he was being treated by a multidisciplinary 
team, including the behaviorist who would visit him at school two times 
per week for 30 minutes, a school psychologist who had him partaking 
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in group counseling and provided him psychoeducation on Asperger’s 
syndrome, and a pediatric neurologist. A comprehensive assessment for 
Asperger’s syndrome was done a few months before i began counseling him, 
including a detailed developmental history and review of social, commu-
nication, and behavioral development. Specifically, his chart included data 
from psychometric assessments including the wechsler intelligence Scale 
for Children-Revised (wiSC-R) and the Autism diagnostic observation 
Schedule, which was used to observe social behaviors at school necessary 
for a diagnosis. The Autism diagnostic observation Schedule is a semi-
structured interview that requires established  reliability and conducted 
by clinicians who specialize in autism spectrum disorders, some of which 
includes free play (Toth & King, 2008). The results of his assessments indi-
cated a child who scored high in intelligence, had a low frustration toler-
ance, was socially inhibited, and scored exceptionally high in creativity 
and imaginative abilities. his history showed that he had intact cogni-
tive ability (absence of mental retardation or intellectual disability) and 
no delays in early language milestones but was disproportionately anx-
ious. his primary therapy was applied behavioral analysis, and he received 
social skills competency training from his school psychologist. his com-
prehensive treatment accentuated his strengths, targeted specific areas of 
impairment (socialization and academics) as well as comorbid medical or 
psychiatric disorders, and was implemented across settings to ensure suc-
cess and generalization of skills. i was brought in as a targeted interven-
tion specialist to augment his more broad-based intervention approaches 
to assist him in making meaningful connections with peers.

his mother informed me upon our first interview that Anthony needed 
help with identifying and expressing his feelings and improving his capac-
ity to be comfortable in social situations with peers, especially during the 
school day. According to his chart and later corroborated by his mother 
and one of this teachers, there were many incidents at school where teach-
ers reported Anthony would withdraw and refuse to comply with direc-
tions and further learning. This seemed to be a product of a distressful 
social interaction Anthony would have with peers. Fortunately, all of the 
adults i spoke to and observed interacting with Anthony seemed fond of 
him and showed him care and respectful treatment. Anthony was fully 
integrated into a private school in the southern portion of the united 
States. his grades fluctuated between straight A’s and periodic C’s in sci-
ence and reading. i conducted my own extended developmental assess-
ment, including observing him at school, at home interacting with his 
family (composed of a mother, father, and one younger brother), and in the 
playroom. i also conducted consultations with his teachers, principal, and 
close family members (including his grandparents on his mother’s side) 
who provided me input into Anthony’s current psychosocial struggles. The 
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consensus was that Anthony was benefiting from the behavioral analy-
sis as he was learning to mediate his anxiety in school and at home. his 
mother was directly involved with the behavioral treatment and was open 
and receptive to feedback regarding changes in parenting and discipline to 
more fully support her son.

As for his presenting problems, some of the children at school were teas-
ing him about being different because he was quiet and often introverted. 
his mother indicated that a couple of the boys at his school called him 
“weird.” There were a couple of incidents at home that his mother reported 
where he became intensely angry and violently threw things at her or would 
try to break whatever was in front of him. She remarked that these hostile 
occurrences were not frequent and were usually precipitated by her trying 
to comfort him after a difficult day at school. She also commented that one 
of his repetitive behaviors was staring at himself in front of the bathroom 
mirror for lengthy periods of time in silence. She was advised by the behav-
iorist not to disrupt this activity unless it induced stress in the child.

i worked primarily with Anthony’s mother because his father had a 
demanding work schedule and was often unavailable for consultations. 
She and i met every 2 weeks for a parent consultation. Anthony’s parents 
were both highly educated and would be classified in the upper-middle-
class socioeconomic status. They had tremendous resources and used their 
financial leverage to assist their child with securing services. Anthony had 
a primarily positive relationship with both of his parents. he would draw 
things for them and regularly sit next to either one while watching TV in 
the living room. They also provided him and his brother lots of positive 
attention and were seemingly content. There was no indication or admis-
sion of trauma, neglect, or abuse in Anthony’s childhood history. Anthony 
also had a significant social support system with his extended family mem-
bers, who would visit the household multiple times a month. i worked with 
Anthony twice per week for approximately 5 months.

Implementation of Model
during our first 2 weeks of play therapy, Anthony was relatively quiet. he 
regularly engaged in symbolic and spontaneous play, especially gravitat-
ing toward the sand tray and figurines. he spent most of our time together 
during this initial orientation phase massaging the sand with his hands 
and creating sand worlds in silence. i attempted to discuss the sand scenes 
with him afterward, as outlined in a previous section in this chapter, but he 
did not respond to my questions. he validated my initial clinical impres-
sion that he lived primarily in an interior world.

i began using interpretations as he built the sand worlds after the first 
couple of weeks, and then, interestingly, he began to verbalize. The first 
verbal communication involved his sand world of chaos and destruction. 
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it was filled with little green army men and one red dragon and one green 
dragon with fire coming out of its mouth. The dragons would annihilate all 
of the army men, and Anthony would make death-cry sounds as the army 
men perished. i made the interpretation, “Seems like the dragons are really 
angry at the army men and want to show them how powerful they are.” i 
interpreted he was projecting his inner world of splitting between good 
and bad objects, possibly similar to what he experienced day after day at 
school with wanting to be accepted by peers but not knowing how to con-
nect. Therefore, he split and saw others as bad and needing to be destroyed 
(children sometimes use the death or thanatos wish to convey disappear-
ance or removal of). his play began to modify slightly after i began making 
interpretations while he created his sand worlds of destructive violence and 
carnage. At one point, he made a laughing noise with the red dragon after 
he knocked several dead army men out of the sand tray. i responded, “he’s 
happy now that those army men won’t hurt him any longer. he’s showing 
them that he’s not going to be hurt anymore.” his anxious play began to 
diminish, and he, for the first time, responded, “yes, the dragon hates these 
bad guys because they’re trying to kill him, and he just wants to live.” i 
analyzed this interaction as Anthony differentiating between good and bad 
self-objects that were being projected into the sand scene. on one hand, he 
was feeling omnipotent because he was closely identifying with the symbol 
of the dragon, which was breathing fire. Jung referred to creating fire as an 
instinctive behavior related to rhythmic activities from a primitive source. 
i interpreted Anthony’s use of fire to destroy the army men as part of his 
psyche’s prima materia being activated in the symbolic play constellation. 
This provided me with an inference about his unconscious affect, whether 
defensive or instinctual, that needed to be explored further.

during the next couple of months, Anthony’s play could be primarily 
characterized as the working-through phase. he began verbalizing more. 
he added tremendous narrative content to his sand worlds and seemed to 
have developed a sense of trust in the analytic relationship. i would make 
interpretations during his play, and he would sometimes respond and other 
times continue playing as if he hadn’t heard me. As time passed on, some 
of his sand worlds become anxious and aggressive. i permitted this intense 
display of aggression since i wanted to uncover the core of his hostility. i 
needed to ascertain the ideas, fantasies, and beliefs connected with this 
rage. Some of his violent play included throwing some of the army men 
at the wall and replying, “Now you’re dead, bitch!” i would not stop his 
affective display of rage but interpreted, “i bet sometimes you wish some 
of those mean boys at your school would disappear so they can’t hurt you 
anymore.” At this point, i interpreted he was living in a terrorized imagi-
nal state. his projections consistently depicted his experience of fantastic 
ideas and objects as inherently maligning. he exteriorized his conflicts, 
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and i made reflective statements to show him i understood how scary his 
inner world could be at times. After hearing this comment, he responded 
acutely, “yes, they don’t like me and i don’t know why.” his aggression 
began to sublimate into sadness or despair at this point. it is these feelings 
that are so important for the therapist to discriminate, as these underlying 
feelings, which prompt a child’s rage, are more important than the rage 
itself. in this moment, Anthony reached out and began to internalize a 
good enough father imago within me. i replied, “it sounds like you want to 
be liked and accepted but don’t know how to make friends, and that makes 
you feel different and strange.”

After hearing this last interpretation, he began to cry. he came over 
to where i was sitting and gave me a hug. This was the first time in our 6 
weeks or so of therapy that Anthony physically acknowledged my pres-
ence. Before, i was simply another object in the playroom. And he sat 
there, for a couple of minutes, and cried. i comforted him, and then he 
sat on a chair across from me and looked down at the floor. i remember 
his mother telling me that she would offer advice to her son about making 
friends and sometimes became frustrated when Anthony wouldn’t fol-
low her instruction, which would prompt his raging at home. instead of 
trying to rescue the child from his despair (which i believe he was antici-
pating that i would do), i let him sit with the pain. Jung said that to get 
through the depression we must enter it. And that was an extremely dif-
ficult moment for me to get through as clinician as i was experiencing 
countertransference of wanting to protect him and shield him from the 
psychogenic pain he was experiencing. The session ended with ground-
ing the child back to his external reality. i asked him to color a mandala. 
he created an intricate design with dark hues of colors, including black, 
deep blue, and brown. The mandala he chose was a circle shape with many 
triangles interlocking. This activity seemed to noticeably calm his affect, 
as research has found that coloring mandalas can be a soothing activity 
that decreases anxiety (henderson, Rosen, & mascaro, 2007). when the 
session ended, he gave me a hug and said good-bye.

during the next several weeks of therapy, Anthony remained limited 
in his verbal interactions with me. his mother began reporting that he 
appeared less anxious at home and had no meltdowns, and his teachers 
found him to be less obstinate in class. it seems as though he was indeed 
aware of his feelings but not overly concerned or even aware of the feelings 
of others. Sometimes it seemed as though i was doing therapy alone, as 
he seemed emotionally detached from the play. As the therapy continued, 
Anthony began to manipulate a small mirror sand figurine. At first, he 
would include it in his sand scenes by placing it impulsively in the world 
without much discernable reason. Then he began making it the center-
piece of his play. his mother disclosed to me during our interviews that 
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Anthony would sometimes stare in the mirror at home for long periods of 
time. i interpreted his scenes, but i could get no response. his mind was 
expressing its aptitude for symbolic expression, but i had not yet recog-
nized the myth in which his psyche was unfolding.

during our sessions, i would sometimes read to him fairy tales or 
myths and ask him to sand a world afterward. during one session, i read 
the greek myth of Echo and Narcissus. i explained to him how a mountain 
nymph (and love-struck admirer) named Echo chased after the beautiful 
god boy Narcissus who was not all that interested in her. Narcissus had 
been pursued by many maidens but was excessively proud and wanted 
nothing to do with them. one day Echo could only use her voice to repeat 
back the last few words of the other person during a conversation. one 
day, she attempted to profess her love for him in the forest, and proud 
Narcissus coldly rejected her. he thought she was a lowly handmaiden, 
and he wanted nothing to do with her and her repetitive words. one day 
Narcissus went out hunting and stopped at a fountain to drink. he saw a 
beautiful image, his reflection. Not knowing it was his him, he admired the 
reflection. he became enamored by it, so much that he stayed at that foun-
tain staring and talking to his own image. Narcissus withered and turned 
into a flower after realizing that the image in the fountain was a reflection, 
like a mirror, and therefore incapable of expressing love. he died lonely 
and heartbroken. i asked Anthony to sand a world from the story. he made 
an immediate comparison as he was smoothing the sand: “me and him 
both like mirrors.” i replied, “yes, it seems as though you two have some-
thing in common.”

Anthony then sanded a world with a small blue pool in the middle of 
the tray. Next to the pool was one male figure and one princess fairy fig-
urine, and a mirror was placed in between the two figures. i asked him 
to tell me about the scene. “Echo wants to get close to Narcissus. But he 
doesn’t like her because she bothers him. So he told her to leave him alone. 
But she won’t. So he put a mirror between them so she couldn’t see him 
and he could see himself. he liked looking at himself because it was bet-
ter than looking at Echo.” in this projective scene, i interpreted Anthony 
connecting to the elements inherent within the myth and correlating his 
subjective experience of feeling socially isolated and alone. Because he 
did not have the capacity to form social bonds, perhaps it was easier for 
him and less anxiety-provoking for him to isolate himself behind a façade 
or mirror. i responded, “what would happen if Narcissus removed the 
mirror?” Anthony hesitantly looked at me and responded emphatically, 
“he wouldn’t!” So i tried again, “i’m wondering what it would be like if 
Narcissus felt that Echo wouldn’t hurt him. maybe if he trusted others and 
himself more? what would it be like then?” Anthony stood quietly for a 
moment then removed the mirror between them and placed it to the side. 
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he said, “Narcissus would probably talk to her and tell her he just wants 
people to like him.” So i instructed him to talk through the characters and 
tell me what it would sound like. he went on to describe Narcissus and 
Echo having a conversation about taking turns swimming in the pool, but 
Narcissus told Echo she couldn’t ever stare at him too long. Shortly after 
this scene ended, i asked Anthony to draw a mandala before he left. in his 
mandala, he depicted a large circle with a blue star in the middle. he also 
placed some blue star stickers on the mandala as well. i asked him what the 
title of his mandala was, and he responded with a smile, “me.”

during our next session, he continued sanding a world with the 
Narcissus and Echo until the mirror finally disappeared and Echo and 
Narcissus were seemingly friends. he said they enjoyed playing together. 
i made the interpretation, “Anthony, seems like Narcissus finally let 
his guard down. Even after being bothered by other nymphs, he finally 
allowed himself to get close to Echo, and she was nice to him. And he real-
ized he could make friends with Echo and maybe other nymphs if he just 
trusted in himself. Removing that mirror was a big, scary step.” he slightly 
accepted my interpretation: “yeah, maybe so.” Shortly after this session, 
the mother reported to me that Anthony asked if he could have a playdate 
with another boy at his school. This was the first playdate Anthony had 
ever been on, surprisingly. She asked if i had suggestions to make things 
go oK so he would want to do it again, and i responded, “Trust yourself 
and him, and let him be who he is. he needs to play and figure out who is 
in relation to others. if things don’t go well, he’ll figure out how to improve. 
or maybe he’ll ask your help.” That playdate went well, fortunately. The 
mother said the boys played with Anthony’s Star wars lEgo set and built 
a scene, and there was no tension.

The following week (the reparation/termination stage), Anthony spent 
most of our play time sanding a world with a castle and many fairies at 
the top of a mountain he built with moon sand. he placed a gold jewel at 
the bottom of the mountain. i asked him to tell me about the story of his 
scene. he said that the fairy princesses had finally found their lost golden 
egg. one of the princesses had dropped it when she was playing, but they 
found it and now everyone is happy because it’s magical. The psychol-
ogy of the child archetype here, mainly the “divine child,” was activated. 
Anthony identified in this symbolic play with an omnipotent power that 
was regained and brought great joy to everyone in the kingdom. he pro-
duced the symbols, and he followed them, through carnage and war to 
magic golden eggs. At this point in therapy, i knew we had gone as far as we 
could go. Anthony was showing small increments of improvement in his 
attitude at school and was starting to make new friends. his play at school 
transformed from scattered, chaotic, and violent to organized, coherent, 
and even mystical. during this time, he began building trust with others 
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because some of the children who were teasing him stopped. The school 
psychologist and i worked together to formulate a guidance curriculum on 
bullying. it seems to have alleviated some of the harassment he and other 
children were experiencing. Also, though still quiet and seemingly com-
fortable with being alone, Anthony started to try to use his own unique 
style of relating to objects to people. As he had worked through conflicts 
in the sand world, he began to externalize his new found inner reserves. 
he began to trust in himself and realize that he was worthy to make friend 
with others and that they wouldn’t always hurt him.

Outcome
Anthony’s outcome within our psychotherapy was relatively positive. my 
goals were to enhance his ego-self axis so that he had a strong, valid connec-
tion between his rich inner world and sometimes bewildering outer world. 
Second, i wanted to help him develop a symbolic attitude so that he would 
follow symbols and allow them to lead to healing. Also, we aimed to help 
him feel more comfortable with making social bonds. Before this occurred, 
Anthony needed to internalize that he could trust others and they would 
not always hurt him. Though Anthony’s myth-making may have looked 
like pure archetypal imagery, there were clear links between his inner and 
outer realities. he was able to see his potential future, as Jung described it 
(Fordham, 1976), inherent within the symbolic expressions of the self-sym-
bols related to the Narcissus myth. This identification helped compensate 
his conscious attitude with instinctual root systems of belief, including the 
potential for wholeness. once he saw that Narcissus was not happy being 
alone with only his reflection, he was able to make the affective shift in his 
own self-alienation. i hypothesized that Anthony’s individuating function 
had already been set in motion before he began working with me based on 
his material. his strong family and school support systems were working 
hard to create a cohesive environment for this child. Though i believe some 
of my interpretations were facilitative, there is clear evidence this child was 
on his own path to growth. The dialectic was never severed for too long, 
which undoubtedly helped Anthony, as our biweekly sessions provided a 
holding effect for his anxieties surrounding socialization. After analyzing 
this case, i have come to realize that my analysis and play time with him 
was subsidiary as i did not cure him of his social woes but only provided an 
environment in which his own therapy was nurtured.

guidelines for Incorporating Jungian Play With 
a Child with asperger’s Syndrome

The clinician looking to incorporate analytical play with a child with 
Asperger’s syndrome should do so only in the context of sufficient training 
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with symbol work and in conjunction with a multidisciplinary team of 
professionals. Furthermore, the clinician will want to have a solid founda-
tion in sandplay and the archetypal imagery inherent throughout. Second, 
clinicians should be advised that interpretations are extremely important 
when facilitating change by using analytical play. Therefore, only highly 
verbal and high-functioning children with autism would be appropriate 
with this modality. last, clinicians need to know beforehand that it can at 
times be a lonely place in the playroom since a hallmark of this population 
is the difficulty to socially or empathically connect with others. Therefore, 
clinicians wanting to work with this population by using analytical play 
should approach it with care and collaborative reliance on the support of 
other professionals in the field. By reaching out to the inner dimensions of 
a child with Asperger’s syndrome with compassion and dynamic under-
standing, clinicians are able to help children mitigate psychological obsta-
cles so that they may see their own resplendent reflections, out of which 
meaningful social bonds may be formulated.
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ChaPter 10
Communication and Connection

Filial Therapy With Families of Children With ASD

rISë VanFleet

Introduction to Filial Therapy

Filial therapy (FT) was the brainchild of drs. Bernard and louise guerney 
in the late 1950s, and they developed it and the subsequent Relationship 
Enhancement approach to family therapy throughout their careers. FT is 
a theoretically integrative psychoeducational model of therapy in which 
parents serve as the primary change agents for their children. in essence, 
it is a form of family therapy that uses play therapy methods to enhance 
parent–child relationships and to resolve a wide range of child and family 
problems. during FT, therapists teach and supervise parents as they con-
duct nondirective play sessions with their own children. Parents learn a 
set of skills that include structuring, empathic attunement, child-centered 
imaginary play, and limit setting, through which they offer their children 
a safe and accepting environment with opportunities for the expression of 
feelings, communication, and resolution of social, emotional, and behav-
ioral problems. with the therapist’s guidance, parents also learn to attend 
to the meanings that play has for their children. The deeper understanding 
that ensues often shifts parents’ negative attitudes and beliefs about their 
children, helps parents cooperate more effectively with each other, reduces 
parental stress and frustration, and motivates parents to change some of 
their own behaviors to create better family relationships.
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The theoretical foundations, methods, applications, and research on FT 
are described in detail elsewhere (guerney, 1983; VanFleet, 2005, 2006; 
VanFleet & guerney, 2003; VanFleet & Sniscak, in press; VanFleet & 
Topham, 2011). A brief introduction is included here.

Theoretical Foundations
FT represents a comprehensive and thoughtful integration of a number 
of leading theories: psychodynamic, humanistic, behaviorism and learn-
ing theory, interpersonal, cognitive, developmental and attachment, and 
family systems. despite significant differences in the underlying assump-
tions and methods drawn from these theories, their integration is possible 
because of the psychoeducational nature of FT. Therapists serve as both 
clinicians and educators, sharing with clients skills and information about 
child development, parenting, and play while supporting parents as they 
learn and use these skills with their own children. For example, therapists 
use empathy and acceptance with parents just as they teach the parents to 
use the same with their children. Psychodynamic theory offers an under-
standing of the symbolism and dynamic features of children’s play as well 
as attention to individual, parent, and family dynamics that impact the 
problems and their resolution. Behaviorism and learning theory contrib-
ute the limit-setting process for children and much of the training process 
for parents, in which parent skill development is accomplished through 
positive reinforcement, shaping, modeling, and immediate behavioral 
feedback. interpersonal psychology and family systems approaches pro-
vide a focus on the reciprocal nature of parent–child relationships, and 
developmental and attachment theories contribute an understanding 
of child behavior, play themes, the importance of attunement, and the 
interplay of child exploration and return to a secure base (the parents). 
other resources discuss the theoretical components of FT in greater detail 
(Cavedo & guerney, 1999; ginsberg, 2003; VanFleet, 2009, 2011).

Methods
The intervention of FT is deceptively simple. it is straightforward in that 
the therapist trains parents to conduct the special play sessions with their 
children, supervises them until they master the skills of doing so, and then 
helps them transition the play sessions to the home environment where 
their newfound skills can be generalized. Even so, FT is family therapy, 
and families are complex and unwieldy at times. Filial therapists must be 
highly trained as play therapists, have excellent skills for engaging and 
interacting with parents, and be able to negotiate through the complexi-
ties of family relations. Specific methods employed in FT are described 
briefly here and are available in greater detail elsewhere (guerney & Ryan, 
in press; VanFleet, 2005, 2006).
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After the assessment and recommendation for FT, the therapist guides 
parents through several phases of treatment: training, supervised play ses-
sions, home play sessions, and generalization. The entire process typically 
takes between 15 and 17 1-hour sessions, and it can be applied with fami-
lies experiencing great distress or as a preventive program. Although it is 
suited best for children between the ages of 2 and 12 when imaginary play 
is most active, it has been applied with some types of problems with chil-
dren as old as 16. This is particularly applicable for traumatized children or 
children with special needs, where social and emotional development may 
lag behind that of their peers.

Therapists usually train parents in three to four sessions. First, the ther-
apist conducts a child-centered play session with each child, one at a time, 
while parents observe. This is followed by a discussion of parent observa-
tions and things the therapist wishes to point out. Next, training contin-
ues with role played play sessions in which the therapist plays the child 
role and simultaneously provides encouraging feedback to parents as they 
practice the skills. in this way, therapists can help parents learn the skills 
quickly and without pressure.

Parents learn four skills for use during the filial play sessions: (1) struc-
turing; (2) empathic listening; (3) child-centered imaginary play; and (4) 
limit setting. These are the same skills used by child-centered play thera-
pists (VanFleet, Sywulak, & Sniscak, 2010). Structuring skill involves room 
entry and departure and provides a way to distinguish the special nature 
of the play sessions from everyday life. Parents learn a room entry state-
ment and give 5- and 1-minute warnings that the session is coming to a 
close. Empathic listening involves watching children closely and briefly 
rephrasing what they are doing in the play. Parents learn how important it 
is to reflect children’s emotions when present: “Jimmy, you really like that 
big dragon. he’s fierce and powerful.” Parents also learn to reflect the feel-
ings of characters in their children’s play: “That horse is really sad that the 
farmer yelled at him.” Child-centered imaginary play involves the parent 
engaging in pretend play when children assign a role. They are to play the 
role as the child wishes, following verbal and nonverbal cues. The parent 
follows the child’s lead but takes on the character role much as an actor or 
actress would do. one boy, a victim of domestic violence, asked his mother 
to play a princess and told her to scream. She did as he wished, and he put 
on a police hat and came to her rescue, clearly enacting issues relating to 
his trauma. Finally, limit setting involves handling situations in which the 
child is not permitted to engage in certain behaviors, usually because they 
are destructive or unsafe. Filial therapists teach parents to use a three-step 
procedure of stating the limit, giving a warning if it happens a second time 
(including a statement that the session will end if it happens a third time), 
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and enforcing the consequence the third time by ending the session. This 
procedure helps reestablish parental authority when it is needed.

Next, parents conduct the special play sessions with their children, 
one on one, while the therapist observes. Filial play sessions at this point 
range from 15 to 30 minutes. if both parents or more than one caregiver is 
involved, they sit with the therapist and watch each other’s sessions, con-
tinuing to learn vicariously. immediately after the play session, the thera-
pist meets with the parents to provide skill feedback and to discuss the 
themes of the child’s play and the parents’ reaction to them. This feedback 
period focuses heavily on what the parent did well and provides just one or 
two suggestions for improvement next time. The theme discussions begin 
to help parents see the possible meanings behind the child’s play.

After holding three or four parent–child play sessions with feedback, 
most parents become quite skillful in conducting them. more emphasis 
is then placed during postplay discussions on the play themes and how 
they relate to the child’s feelings, perceptions, struggles, and wishes. The 
therapist’s job is to continue to encourage the parents’ skillful conduct of 
the play sessions and to help them gain an accurate understanding from 
the point of view of each of their children.

After the therapist has directly observed between four and six play ses-
sions for each parent (often with different children), parents usually are 
quite skillful in conducting them and are able to recognize and interpret 
play themes quite well. The filial therapist then helps the parents plan to 
conduct the sessions weekly with each child at home. This requires a spe-
cial set of toys to keep the sessions special and distinguishable from other 
forms of everyday play. Planning also includes the location in the home 
best suited for the play sessions and how to manage interruptions and 
scheduling so that it least interferes with family life.

during the home session phase of FT, parents conduct weekly filial play 
sessions at home with each of their children and meet with the therapist 
weekly or biweekly to discuss them. during these meetings, parents report 
on the play sessions, their own skills, aspects that went well, and ques-
tions that they have. if they are able to make a video, the therapist might 
review portions of that with them. They also discuss play themes and how 
they relate to behaviors in daily life. once this process is moving forward 
smoothly, the therapist helps parents begin to generalize the use of the 
skills. in each session, the therapist covers how specific skills are adapted 
for daily use, gives examples, and asks the parents to practice use of the 
skills outside the play sessions as well. This is done in a gradual manner 
to avoid overwhelming the parents. usually at this point the parents are 
quite skillful and have seen positive results, and they are motivated to use 
the skills at other times. Play themes continue to be monitored, as are the 
real-life behaviors that brought the family to therapy in the beginning. 
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once the therapeutic goals have been achieved and parents are compe-
tent and confident in conducting the play sessions, a planned conclusion 
of FT is implemented. weekly sessions become biweekly; biweekly sessions 
become triweekly or monthly. Parents continue to hold play sessions at 
home as long as the children enjoy them and benefit from them, even after 
formal therapy sessions have ceased.

Research
The efficacy of FT has been supported by nearly 50 years of research. A 
meta-analysis of play therapy research (Bratton, Ray, Rhine, & Jones, 2005) 
examined 93 controlled and comparison-group studies of play therapy, 
including 22 FT studies. The analysis clearly showed the strongest outcomes 
when parents were involved and highlighted the value of FT. VanFleet, 
Ryan, and Smith (2005) reviewed the FT research literature, including the 
historical research as well as 10 more recent controlled studies. in general, 
the research has shown significant gains in parental empathy and accep-
tance, parent skills, child behavior, parent stress, and satisfaction with fam-
ily life. most recently, Topham, wampler, Titus, and Rolling (2011) studied 
a 10-hour FT program following the sequence described here with 27 par-
ent–child dyads. Parents who initially reported higher levels of distress and 
child behavior problems showed greater reduction in child problems and 
greater increase in their acceptance, providing preliminary evidence that 
FT is effective with parents and children with more severe problems, such 
as poor regulation of emotion, less social support, and more parent distress.

Filial Therapy With Families of Children With aSd

To the author’s knowledge, FT has not been widely used with families of 
children with ASd, nor has any controlled research on FT been conducted 
with this population. Clinical outcomes and case studies, however, indi-
cate that the potential benefits of FT for these families warrant further 
consideration and study. Josefi and Ryan (2004) examined the use of non-
directive play therapy with a 6-year-old boy with severe ASd, finding pre-
liminary evidence that it appeared to enhance his social and emotional 
development. Following incorporation of FT with greenspan’s Floortime 
approach (wieder & greenspan, 2005), duffy (2008) documented posi-
tive parent reactions and improved acceptance of FT (hamilton, personal 
communication). while there have been ongoing efforts to apply the basic 
skills, principles, and some features of FT with adolescents and young 
adults (Pinson, personal communication), this chapter concentrates on its 
use with younger children, approximately 3 to 12 years of age.

There are a number of reasons FT offers potential benefit to families of 
children with ASd. First, the nondirective play sessions offer an avenue 
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of expression and communication to children with ASd. while the play 
of children with ASd differs from that of typically developing children 
in terms of its reduced flexibility, repetitiveness, and predominance of 
exploratory play (Jarrold, 2003; Kasari, Freeman, & Paparella, 2006), they 
nevertheless play. The motivation to play exists when the opportunity is 
presented, and various forms of play therapy have been applied with good 
clinical result (Kaduson, 2006). it seems reasonable that when children’s 
ability to express themselves is thwarted, play therapy, which does not 
rely on verbal or adult forms of communication, might offer an avenue 
for expression of their feelings, frustrations, and point of view. The non-
directive play sessions in FT provide children with play choices that are 
physically and emotionally safe and comfortable, without pressure to com-
municate in any given manner. The parents learn to hold back their own 
questions, ideas, or plans and permit their children to lead the way. By fol-
lowing their children’s lead, the parents allow them to explore and express 
as needed, permit them to work through problems through play, and learn 
to attune better to their feelings and needs.

Siblings of children with ASd can also benefit from FT. in the full-fam-
ily therapy form of FT, parents conduct special one-to-one play sessions 
with all of their children between 3 and 12 years old as well as special 
child-centered activity times with adolescents (VanFleet, 2005). Siblings of 
children with ASd appear to be at elevated risk for impairments in social 
functioning (yoder, Stone, walden, & malesa, 2009), and FT offers the 
same potential benefits for them to play, express, and be better understood 
by their parents as with their sibling with ASd. FT gives them the same 
opportunities for working through problems and testing possible solutions 
in their play as well. Furthermore, as happens with chronic medical ill-
ness in a brother or sister (VanFleet, 1985), siblings of children with ASd 
may forego some parental attention due to the amount of family energy 
necessary for coping with the special needs of the child with ASd. A half-
hour filial play session per week with each of the other children does not 
add significant pressure for parents (except in large families) yet helps sib-
lings feel included, special, and cared for. The play sessions also give sib-
lings a chance to express their own feelings, fears, resentments, and hopes 
through their play and to be heard by their parents. in addition, the filial 
play sessions have been shown to lead to better problem solving and reso-
lution, even under difficult circumstances. it seems likely that siblings of 
children with ASd would benefit similarly.

The third area in which FT can be useful to families is in improving 
how the parents feel about their children and themselves while at the 
same time giving parents useful skills they can use throughout their chil-
dren’s lives. Studies have suggested that parents of children with ASd can 
experience depression, anxiety, frustration, fatigue, and significant stress 
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largely based on their children’s behavior problems and severity of the 
ASd (Carter, de l. martinez-Pedraza, & gray, 2009; lyons, leon, Phelps, 
& dunleavy, 2010; Seltzer et al., 2010). having a child with special needs 
requires much of parents, and when the child has difficulty communicat-
ing and participating fully in relationships, it can be very difficult for par-
ents. Parents often report to therapists that they feel “worn out” by dealing 
with the child’s inflexibility, odd social behaviors, tantrums, and “continu-
ously trying to figure out what’s going on.” managing medical, therapy, 
and special school appointments can also be overwhelming. Although FT 
adds one more intervention to the mix, it is time limited and provides real 
coping skills that parents can use at home to help all their children.

FT is an empowering approach, and in the case of children with ASd 
perhaps it is most empowering of the parents. Competent filial therapists 
engage the parents as true partners in the therapeutic process, listening 
to them empathically and considering their input of great importance. 
Parents receive substantial emotional support while they learn to con-
duct the play sessions, and therapists help parents understand the possible 
meanings of their children’s play with sensitivity and genuine concern for 
the impact on the parents. much as the parents learn to provide a safe 
and accepting environment for their children through the play sessions, 
therapists provide a safe and accepting environment where parents can 
talk about their distress and discover possible solutions to parenting prob-
lems. one mother of a child with ASd told the author that the support she 
received during FT allowed her to voice her long-held fears that there was 
something wrong with her because she was so frustrated with and discon-
nected from her son. The empathic conversation that ensued helped her 
realize that her feelings were normal under the circumstances.

Perhaps of greatest benefit is the potential of FT to open the lines of 
communication between parents and children with ASd. Reliance on ver-
bal communication can be difficult if not impossible. using the language 
of play, parents can gain insight into their child’s world without the need 
of spoken language. while children can and do talk during the filial play 
sessions, their most important feelings and wishes are gleaned from their 
play. As therapists help parents understand the potential meanings of chil-
dren’s play, and as patterns in the play confirm these hypotheses, parents 
become excited by the possibility that they can understand their children 
in a new way. As one filial therapist experienced in using FT with families 
of children with ASd stated, “The parents are excited that they now have 
a way to communicate with their child. They begin to understand things 
they never did before, and they’re excited about what they’re learning” 
(Pinson, personal communication). in the author’s experience conducting 
and supervising FT with children with ASd, it is something akin to the 
“lightbulb being turned on.” The parents begin to see how much more they 
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can and will understand about their child with ASd. The language of play 
and emotional expression transcends many barriers.

Finally, FT can become a focal point for supportive small groups of par-
ents. while it offers specific strategies through the play sessions and has the 
flexibility to adapt to each unique child and family, it also gives families an 
opportunity to meet together to discuss what they have learned and how 
they are implementing the play sessions. FT can be offered to individual 
families (VanFleet, 2005, 2006), and it can be offered in a variety of group 
formats, including the original model (guerney & Ryan, in press; VanFleet 
& Sniscak, in press) and in several shorter-term group formats (Caplin & 
Pernet, in press; landreth & Bratton, 2006; wright & walker, 2003).

in summary, while there is scant research on the use of FT specifically 
with families of children with ASd, the research surrounding the method 
and the needs of these families merge in such a way that the use of FT with 
this population deserves consideration. Clinicians who have used FT with 
children with ASd, their siblings, and their parents have been universally 
positive about its helpfulness. Anecdotally, a considerable number of par-
ents have reported greater understanding that helps them establish more 
realistic expectations of their child with ASd and build more positive and 
relaxed relationships. Parents have also described feeling relieved that they 
can offer something beneficial to their typically developing children and 
that these play sessions have improved their relationships and resolved 
problems with siblings greatly. Clinically administered pre- and post-tests 
have supported the idea that FT can meet family needs on multiple levels 
in satisfying ways.

Case example

The identifying information in the case example that follows has been 
changed to protect the privacy of the family.

Sylvia and Red brought their 6-year-old son, Alex, to therapy due to 
his tantrums at home and in school. he had been diagnosed with high-
functioning autism, and he had difficulty transitioning from one activity 
or location to another. when he was urged by adults with a “hurry up” 
or “let’s go,” he shook his head rapidly, threw papers or other items, and 
shouted loudly. while he had done this from the time he was 3, the fre-
quency had increased since he had begun school. his parents and teachers 
had established routines surrounding transition times, but this helped only 
minimally. Sylvia and Red expressed much frustration with this behavior 
and their inability to know how to help him. They were exhausted from 
trying to determine how to manage Alex’s behavior. They had worked 
with an in-home behavior therapist a year prior who had helped them 
use a behavior plan consisting of positive reinforcement and extinction 
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(ignoring) strategies. while this had helped in many ways, they felt no 
closer to Alex, nor did the plan seem to work with the transition behaviors. 
his parents were also concerned that Alex was developing some unusual 
behaviors and had no friends.

Alex had a younger brother, Teddy, who was 4. Teddy was a typically 
developing child who attended a day care program 3 days a week while 
Sylvia went to her part-time job. Teddy seemed socially well adjusted with 
good peer relations, and his parents commented, “Thank goodness he’s an 
easy boy! we don’t have any problems with his behavior at all.”

After my first meeting with Sylvia and Red when we discussed their 
situation in detail and went through a developmental history, i asked them 
to bring both boys the following week for a family play observation. They 
were to go into my playroom to play while i sat unobtrusively in the cor-
ner to observe. Both parents tried to pay attention to both boys. Teddy 
seemed content to play by himself, but he also enjoyed his parents’ atten-
tion. Frequently, Alex whined or threw objects, seemingly in frustration, 
and this drew his parents’ attention away from Teddy. This pattern was 
repeated throughout the 20 minutes of the observation. Sylvia’s sister had 
come with them to watch the boys while i discussed the play observation 
with Sylvia and Red afterward. when asked what was typical or not of that 
session, they both remarked that it was common for them to pay much 
more attention to Alex than Teddy. They expressed regret that this was the 
case. i commented that Alex had seemed a bit fearful in the playroom, and 
Sylvia said that was common whenever they took him to new places. he 
spent most of the session looking at the toys and picking up the puppets.

As i recommended FT to Sylvia and Red, they were surprised that i 
wanted to include Teddy. when i explained that it would be a way to give 
him some uninterrupted attention and give him a chance to express his 
feelings, they agreed. i wanted FT to be a whole-family therapy because the 
stress involved in parenting Alex impacted all of them.

Considering scheduling and child-care difficulties, we completed the 
training phase of FT in two 90-minute sessions. Both parents were moti-
vated and learned quickly. After we completed the usual two mock play 
sessions, we added a third so they could prepare for some of Alex’s more 
difficult behaviors. we practiced accepting Alex’s feelings of fear and frus-
tration: “you aren’t too sure about being here—it’s a little scary for you,” 
and “it’s frustrating when things change.” we also practiced limit setting 
for any unsafe or destructive behaviors that Alex or Teddy might exhibit, 
and we planned what each of us would do if Alex broke a limit three times 
and the play session had to end. This extra training was needed to help 
them see how the FT skills would apply with Alex as a child with ASd. we 
also agreed that we would adjust things that did not work well until we 
found the approach that suited their family the best.
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As we moved on to the supervised play session phase of FT, we planned 
for each parent to have a 15-minute play session with one of the boys fol-
lowed by a discussion with both parents alone. Because Alex could not 
tolerate a stranger for child-care purposes during these discussions, the 
family brought a relative for the six supervised sessions.

in the first three sessions, Alex mostly explored the room. he picked up 
different toys, occasionally working them briefly. he said little and showed 
little emotion. his parents took turns holding the filial play sessions, and 
both of them did quite well reflecting his actions: “you’re checking out that 
puzzle. . . . oh, there’s something else that is interesting to you. . . . Those 
puppets with the teeth are interesting.” during the postplay discussion, i 
suggested ways for them to pace and vary their comments so they would 
not feel intrusive to Alex. Teddy did exploratory play for the first two ses-
sions and then settled on creating a birthday party for himself. he put on 
a hat shaped like a birthday cake, invited many of the stuffed animals and 
puppets to “attend” (sitting around him on the floor), and told his mother 
that she had to sing to him. Because no one in the family had a birthday 
at that time, we discussed the possibility that Teddy’s play reflected his 
need to have some special attention. Sylvia became sad when we talked 
of this, but i was able to reassure her that she was already providing him 
with special attention with the play sessions. Nevertheless, both parents 
began to see how Teddy was reveling in their undivided attention during 
play sessions.

Because the play sessions had gone well, we extended the length to 20 
minutes each for the remaining three supervised sessions, still allowing 
time for skill feedback and discussion of play themes. Alex started with the 
exploratory play in his fourth play session, but he eventually sat and played 
with the bendable dinosaurs. The dinosaurs walked around together and 
eventually went swimming—Alex had created a pool for them by pour-
ing some water into a bowl. The dinosaurs splashed in the water, bounc-
ing up and down. Abruptly, Alex stopped that play and seemed worried, 
looking around the playroom. Red, who was playing with him that ses-
sion, commented throughout this sequence as follows: “Those dinosaurs 
are bouncing around and splashing. They seem to be having fun. it feels 
good to splash around in the water.” These were all excellent examples of 
empathic listening. Red also reflected, “gee, something just happened. 
you’re looking for something. you look a little worried.” Alex looked at his 
father for a moment, looked away, and said, “Towel.” Red simply said, “you 
need a towel.” he refrained from helping Alex, as Alex had not requested 
help. Alex then found the paper towels and dried his hands.

This play sequence generated much discussion with Red and Sylvia. Red 
was pleased that he had been able to understand Alex’s play better. he told 
me that he realized how much he had been “second-guessing” Alex before 
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and how little he was actually listening. i was able to praise his use of the 
skills. Red told me that it was actually easier to listen this way than to try 
to imagine what was going on in Alex’s mind. The parents were also sur-
prised that Alex was able to state his need to dry his hands and then take 
care of it for himself. They had not seen this type of independence in him 
before. Through my empathic listening about this, they realized that they 
had always been quick to help Alex when he struggled without giving him 
much chance to try things for himself.

The dinosaurs figured prominently in the remaining two sessions that 
i supervised directly in my playroom. Alex did not say much and his face 
remained relatively expressionless, but the dinosaurs’ interactions became 
livelier and more expressive. Sylvia was able to empathically listen as the 
dinosaurs had an argument: “Those dinos sure are mad. They are having a 
big fight. That one seems like a big bully. he’s pushing everyone around.” 
Again, as she reflected these feelings that seemed accurate in terms of the 
dinosaur characters, Alex glanced quickly at her and then back at the toys. 
Because he rarely made eye contact, this seemed significant. This play was 
repeated during the sixth observed play session with Red, making us won-
der if it was a reflection of something happening at school. Rather than try 
to talk with Alex about it at that point (as that could shut down the play), 
Sylvia decided to talk with Alex’s teacher and counselor, asking them to be 
alert for any signs of bullying that might be going on.

during the final supervised play sessions, Teddy’s play was quite typical 
of a well-adjusted 4-year-old. he clearly enjoyed playing with each of his 
parents, and he readily involved them in his play. he asked them to play 
various characters with the miniatures and the puppets, which they did 
quite well. he laughed aloud, clearly delighted. Both Red and Sylvia said 
they enjoyed these sessions with him immensely. They realized that they, 
too, were missing something important when Teddy was left to his own 
amusement so much of the time. Teddy was able to give them social feed-
back in a way that Alex could not. The parents told me that they actually 
felt “refreshed” after playing with Teddy—that it replenished their energy 
for dealing with Alex.

Red and Sylvia both conducted the play sessions very well. They rec-
ognized play themes easily and were open to discussing their possible 
meanings for the boys. They were ready to start their home play sessions. 
Because of their difficulties finding child care for Alex, we decided to meet 
every other week. They would hold 30-minute filial play sessions with both 
boys each week and then discuss them with me during our sessions. They 
could call in between if needed.

Although Alex still showed little emotion facially, he willingly partici-
pated in the play sessions. he continued dinosaur play at home, but the 
specific dinosaur behaviors changed a little each time. he spoke from time 
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to time but mostly remained quiet. The dinosaurs appeared to be involved 
in a variety of situations where things did not go as planned. They built 
a house with some blocks and it fell down. They went for a walk and fell 
over. They went to sleep and were disturbed by a wolf. Sylvia and Red were 
able to see how this might reflect Alex’s perspective on the world and some 
of his frustration. we discussed how to continue to reflect the dinosaurs’ 
feelings, based on the context, as they would essentially be empathically 
responding to Alex’s feelings that way. They had noticed that Alex looked 
at them more often, although still rather quickly. At times they worried 
that he did not include them in his play as Teddy did, but i urged them 
to stay the course and let him find his own way. he was already involved 
in a social interaction program at school, and the play sessions seemed 
an important way for him to process relationships and feelings, mostly 
through the dinosaurs. interestingly, by the time the family began the 
home sessions, the frequency of Alex’s tantrums had reduced.

Teddy continued to enjoy his play sessions and frequently asked when 
the next one would be. Sylvia and Red thought he seemed more engaged 
with the family than previously, and they no longer felt so guilty about 
“ignoring him.” Both of them felt more connected to Teddy and, to their 
surprise, to Alex as well. As Sylvia put it, “it might seem strange to say 
that we’re more connected, but we really are. we understand his world a 
little better just by letting him play and show us. i think he is responding, 
too, because he looks at us more, and last week when the dinosaurs went 
swimming and made a big mess with the water he actually looked toward 
my face and gave a little hint of a smile. There’s a boy in there behind that 
serious mask! Now we have more of a chance to see that boy and connect, 
even if it’s just a little bit.”

during the final phase of FT, we discussed ways to use the empathic 
listening with both boys outside the play sessions and covered the gen-
eralization of the other skills as well. At the time of discharge, Alex still 
had occasional tantrums, but much less often. Sylvia and Red had learned 
to reflect his fears, discomfort, and frustration with changes. They also 
adapted the 5-minute and 1-minute warnings from the play session struc-
turing skill to give Alex some predictability over transitions. They planned 
to continue the play sessions indefinitely and to check in periodically with 
me with updates and any problems that might arise.

guidelines and adaptations

FT is a process-oriented form of therapy, and, as such, the structure 
remains much the same with different types of clients. At the same time, 
it offers flexibility and adaptability because of its collaborative focus and 
respect for the uniqueness of each individual and family. Although FT 
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apparently has not been used widely with families of children with ASd, 
it offers some benefits to all family members. its successful use with other 
families coping with very challenging and stressful circumstances, such as 
children with trauma and attachment problems or children with serious 
medical illnesses, suggests that it might follow a similar trajectory with 
families of children with ASd.

Because children on the spectrum manifest a vast array of behaviors, 
strengths, and limitations, it is premature to discuss in any detail where FT 
would be most useful and how it could be adapted. more clinical experience 
is needed using FT with this population, and research is vital to provide 
clearer guidance in its application. Some general observations based on the 
experiences of a number of filial therapists to date are in order, however.

First, FT seems well suited for high-functioning children with ASd and 
their families. Adaptations might include additional training for parents 
to identify feelings from the context of play when the child is not outwardly 
expressive. Parents might need additional support for their exhaustion or 
exasperation from dealing with the challenges of ASd. if the child’s play 
becomes excessively repetitive with no variation, the therapist might need 
to help parents recognize when and how to gently shift rote behaviors back 
to more flexible play, although this would be done rarely and with cau-
tion to avoid interfering with actual play behaviors. For children who talk 
at length about their chosen area of “expertise” or focus, parents would 
benefit from knowing how to empathically listen to the feelings behind the 
words and, in daily life, how to balance the child’s interests with greater 
variety in conversations. FT can easily be used in conjunction with other 
forms of therapy, and this would likely be needed.

For lower-functioning children with ASd, FT may still offer benefits to 
the parents and siblings, and it remains to be seen whether it would ben-
efit some children, as the author is aware of only partial application of FT 
with children with severe deficits to date. one therapist with experience 
working with all functioning levels of children with ASd suggested that 
parents could use communication boards during play to point to feelings 
the child seemed to be expressing. Parents would focus on the child’s non-
verbal behaviors and expressions as well as the tenor and context of the 
play scenarios to say and use the communication board to reflect feelings. 
Because much remains to be learned about the play of children with ASd, 
especially those with more serious difficulties, further speculation about 
the use of FT would be misplaced here.

in conclusion, it seems that FT offers a number of potential benefits to 
families of children with ASd, including a way to communicate that is not 
primarily dependent on spoken language and a way to connect more fully 
with the child’s feelings. Anecdotal evidence is growing and has been quite 
positive in terms of parents’ stress levels, feelings of competence, awareness 
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and understanding of the child’s inner world, ability to communicate and 
connect, and ability to better meet the needs of siblings. The way forward 
needs to include further use of FT with families of children with ASd by 
fully trained filial therapists with experience with these children. Both 
qualitative and quantitative research are sorely needed and should shed 
light not only on the efficacy of FT with families of children with ASd 
but also the circumstances when it is beneficial and when it is not. This 
chapter has been written with the hope that therapists will more frequently 
consider the use of FT to help address the social and emotional needs of 
children with ASd and all members of their families and for the collection 
of clinical and research data that can refine our understanding of how best 
to meet the needs of these families.
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ChaPter 11
The World of the Sand Tray and the 

Child on the Autism Spectrum
Jane FerrIS rIChardSon

The world of the sand tray is a uniquely receptive container within which 
the emotions, ideas, dreams, and dearly held interests of the child on the 
autism spectrum can become visible. The holding environment of the sand 
tray, with its sensory allure, multiplicity of images, and infinite capacity 
for change and repair, offers a rich opportunity for symbolic and shared 
play in therapy. Sandtray worldplay, as developed by gisela de domenico 
(2000) and practiced by the author, is a play therapy approach that builds 
on the strengths and addresses the challenges of the child and adolescent on 
the autism spectrum identified by Attwood (2006), greenspan and Shanker 
(2004), greenspan and wieder (2006), and wetherby and Prizant (2001); 
this approach is uniquely suited to meeting these strengths and challenges.

helping children on the autism spectrum to access and communicate 
through the language and experience of play demands flexibility, attun-
ement, and acceptance on the part of the therapist. The educators and psy-
chologists of Reggio Emilia, italy, have constructed an educational model 
that offers acceptance to all children. Reggio-inspired educators, and ther-
apists, including the author, use the word languages (malaguzzi, 1987) to 
connote a multiplicity of ways and materials that we can offer children 
for enriching their experiences of perceiving, expressing, and communi-
cating about the world and with others. They suggest that there are “100 
languages” (malaguzzi, 1987) for apprehending and reaching out toward 
the world, a concept as valuable for clinicians as it is for educators. No 
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210 • Jane Ferris Richardson

children need this multiplicity of languages to express themselves and be 
heard and supported more than children on the autism spectrum. These 
children come to therapy with their own individual mix of the core chal-
lenges associated with this spectrum: difficulties with social communica-
tion and emotional regulation, sensory challenges, and a high need for 
supports in understanding and dealing with the world of others (mcAfee, 
2002; wetherby & Prizant, 2001). Also, the therapy setting may well be the 
place where children on the spectrum first fully experience shared play, 
with its rich symbolic and affective meaning.

Sandtray Worldplay

Sandtray worldplay is a flexible, multisensory, child-centered way of work-
ing with children’s growing edge of development (de domenico, 2000). 
The growing edge is supported as children explore and express themselves 
through the play, regardless of presenting condition or “limitations.” This 
attitude of acceptance is crucial to working with children on the spectrum, 
as any successful interventions must not be targeted solely to remediat-
ing deficits (wetherby, Prizant, & Schuler, 2001), but rather interventions 
must “create the types of contexts that are more responsive and condu-
cive to communicative intentions” (p. 124). Furthermore, as greenspan 
and wieder (2006) remind us, children “who have motor or processing 
problems have difficulty imagining the world and thus pretending” (p. 83). 
These children need extra support to engage in play and explore commu-
nication. de domenico’s way of staying with the child playing in the sand 
is similar to greenspan and wieder’s description of, “following the child’s 
natural interest” (p. 83) as a way of connecting with the child, grasping 
every opportunity to “give more purpose or meaning” to any gesture or 
expression and more fully engage the child’s interest. in de domenico’s 
model, this is translated into the process of amplifying the meaning of the 
play, through sound, movement, or a shift in the play. The creation of a 
world in the sand goes beyond words while supporting children’s endeavor 
to find the words that can describe that world and their experience in it. 
in sharing with the therapist who witnesses the play, verbalization is at 
the same time important and unimportant to Sandtray worldplay. Some 
children may remain silent during play in the sand and may have limited 
verbal sharing with the therapist. yet the practice of Sandtray worldplay is 
always about “creating living language, living symbols” (g. de domenico, 
personal communication, August 5, 2004). For the child with autism, 
the emotionally charged language of play is particularly important, for 
it is here children that connect “their own emotions . . . to their symbols” 
(greenspan & Shanker, 2004, p. 215), as greenspan and Shanker describe 
the process. This connection is what motivates children to use language in 
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a meaningful and communicative fashion. when a child is actively playing 
in the world of the sand tray, meaningful communication is encouraged by 
the sense of self-efficacy the child feels as the builder, by the presence of the 
therapist, and by the therapist being curious together with the child about 
what is both emerging and what ultimately emerges. The careful attention 
to the child playing in the world, and observation of their world building 
helps to support reciprocity in play and communication.

The therapist may also use other expressive play modalities to engage 
children and support the play; these other play materials are often chosen 
by them as they continue their play on the floor or in the dollhouse or 
through the use of other art materials. Children may play music for the 
worlds they have built, which often helps them literally warm up to talking 
and verbally sharing the story of their world. The task of the therapist is 
always to help children remain connected to play in the world so that they 
can fully experience and then share their story.

while moving through the stages of Sandtray worldplay, we as thera-
pists see the construction of the children’s world, are introduced to their 
perspective, and then have the opportunity to experience the world jointly 
with them, always seeing what we may not always hear. Sharing the world 
in the sand offers an experience of intersubjectivity that moves at a pace 
comfortable for the children and a safe space to explore communication, 
challenges, and emotions. The focus of attention is always in the world 
they have built, and this is usually a comfort to children on the autism 
spectrum, who have a preference for looking together over being looked at. 
There are a number of ways we might either witness or play with children, 
from moving at their invitation into the sand tray to play alongside them to 
offering more structured “teaching play” (g. de domenico, personal com-
munication, August 6, 2004) in which the therapist has the opportunity to 
offer a new way of looking at or reframing experience.

Moving With the Child Through the Phases of Sandtray Worldplay

during the initial phase of building a world in the sand, the therapist is 
a silent witness to the child’s play. The task of the therapist as the child is 
building is to fully connect with that emerging world and to record the 
transformative process taking place in the sand, writing down the child’s 
journey. The child may invite us to actively join in play, in which case the 
play takes on a shared dimension. There are a number of ways we might 
witness or play with the child, but we always, as therapists, observe care-
fully. The child might ask for assistance, which for children on the spec-
trum may start out as very directive toward the therapist’s role and then 
become more flexible, especially when therapists stay attuned to their own 
feelings and communicate to the child: “i’m trying to do this just like you 
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want me to.” The play may move on to shared sand tray play, in which case 
the therapist exercises caution not to intrude too much into the play by 
taking over and playing for the child.

After children have built their world, there is time for a period of silent 
experiencing and reflection, in which they are encouraged to stay with their 
creation. The therapist models how to be comfortable with looking at the 
world. The task of the therapist is to keep children connected to the world 
they have built so that they may more fully experience and then share this 
world. This is a time of children being in the world they have created.

The next phase of sharing the world is a time of joint experiencing of 
the world together. This phase is particularly significant for children on 
the autism spectrum, as there is joint attention to the world and to all its 
richness, nuances, and history. The eye contact is with the sand tray at this 
time and not with the child, which creates comfort for children on the 
spectrum. when exploring the world and seeking to understand it more 
fully, we ask for experience, not facts about the world. This may be a chal-
lenge for children on the spectrum who are fascinated by the dinosaurs or 
fossils they have placed in the tray and who are eager to talk about all that 
they know. Thus, this phase becomes like a dance: acknowledging the chil-
dren’s interest and encouraging sharing affective experience. For example, 
we might ask, “how is it for the baby dinosaur to be close to his mother?” 
Such storytelling brings the world to life. Engaging more fully with all the 
dimensions of the world can be a revelation to children. here we can learn 
about the connections to their own life. we explore where and how the 
world began and what we may take from this world as child and therapist 
are “joined together, asking questions in the world” (g. de domenico, per-
sonal communication, may 27, 2008).

Sandtray Worldplay as a Support for Children
The need “to play with others, and for others to play with us” (g. de 
domenico, personal communication, may 6, 2008) is the same for chil-
dren on the autism spectrum as for neuro-typical children. Creating the 
affectively meaningful exchanges so critical to the ability to communicate 
and form reciprocal relationships (greenspan & Shanker, 2004) in therapy 
can offer a bridge to building these meaningful relationships within the 
family, the school, and the community. Treatment of children and adoles-
cents on the spectrum is complex, as Bromfield (2010) succinctly describes 
the process, because it must address both the core challenges of autism 
and the child’s emerging feelings and experience. Expressive approaches to 
play therapy, he feels, provide “alternative options of handling overwhelm-
ing events, circumstances, and feelings” (p. 118). Research has found that 
openness, reciprocity, and the opportunity for shared experiences mean-
ingful to the child are critical elements of play therapy approaches for 
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children and adolescents on the spectrum (greenspan & wieder, 2006; 
mastrangelo, 2009; myers, 2009; Prizant, wetherby, & Rydell, 2000; 
Schuler & wolfberg, 2000).

it has certainly been my experience that expressive and shared play 
allows communicative and relational abilities to blossom. So too does 
acceptance of children’s uniqueness and special interests, allowing them 
to feel “special” in a positive sense rather than vulnerable to experience the 
criticism or disinterest from others (Bromfield, 2010, p. 92). in witnessing 
children’s choices of images and themes, the therapist acknowledges the 
significance of those particular interests, images, and themes to them. The 
therapist’s collection of images for the sand tray is an important ally in this 
work and must include a broad visual vocabulary. my own collection has 
grown through the special interests of the children i work with, and this 
enriched “vocabulary” helps support their communication. Children may 
also create images to use in the sand, and their creations bring a sense of 
satisfaction and mastery. Children on the spectrum leave a trail of special 
interests in the sand, and in our witnessing the sand tray we acknowledge 
this specialness and gain access to deeper connection.

Sandtray worldplay offers a nonverbal medium for the expression of 
feelings, the sharing of experience, and the telling of stories. Attwood 
(2006) describes the challenges of verbal language for children with 
Asperger’s syndrome as especially complex. Although some children may 
have a strong vocabulary, challenges with the social pragmatics of lan-
guage often lead to confusion over meaning, particularly when nuances 
in speech carry emotional meaning missed by them. Speech may not pro-
vide an effective medium for conveying children’s own thoughts, leading 
to mounting frustration and stress for them in the effort to communicate. 
in Sandtray worldplay the therapist is able to observe and thus gain an 
understanding of children without initially needing to talk about what the 
images in the world mean.

The image language (de domenico, 2000) of Sandtray worldplay has 
the virtue of being a language congruent with the way many people on the 
autism spectrum “think in pictures,” as exemplified in Temple grandin’s 
(2006) description of her visually based thought process. Similar to 
grandin, who describes her thoughts as pictures, Eileen miller (2008) 
terms her daughter Kim as “the girl who spoke with pictures” in her book 
of the same name. miller describes Kim’s expression of her thoughts 
through drawing as more complete and effective than words. For children 
and adolescents on the spectrum, this visual language—which is made 
possible by the Sandtray worldplay vocabulary of images—values and sup-
ports children’s interests.

yet there are other nonvisual and nonverbal components to the image 
language of Sandtray worldplay as well, and these have the capacity to 
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engage the other senses fully. Stephen Shore (2006) reminds us of how we 
need to consider all the senses as contributing to the development of young 
people with autism. The process of playing in the sand itself provides one 
such sensory-based opportunity for accessing feelings. The sensory proper-
ties of the sand are inviting to many children, who readily plunge into the 
depths of the sand tray, digging, shaping, and pouring to create a world that 
holds meaning for them. This play is both developmental and integrative.

Children on the spectrum may need to learn more about how to play, 
and certainly it is often true that “the type and quality of their play varies 
from those children who appear to be following a typical developmental 
trajectory,” as noted by mastrangelo (2009, p. 35). Sensory play in the sand 
offers children a solid base on which to build as their exploration of play 
themes, ability to play symbolically, and ability to communicate deepens. 
For children on the spectrum, especially those with sensory integration or 
gross motor challenges, this play offers an opportunity to feel grounded 
in the sand. The kinesthetic process of shifting sand can also evoke sound 
and movement, offering alternative ways of connecting with children on 
a sensory and communicative level as well as helping them to feel calm, 
engaged, and focused.

This calming potential of the sand is highly significant for children on 
the spectrum, since anxiety and the mastery of distressing affect and sen-
sory experience can provide such a challenge for them. i have repeatedly 
heard children recognize and express the feeling of relaxation and focus 
they gain from playing in the sand. in the words of one adolescent girl, 
well experienced at exploring the challenges of her life in the sand, “The 
sand tray is a way for us to express our feelings.” de domenico stated, 
“when we enter into our creations, we explore ourselves” (personal com-
munication, August 5, 2004). Another adolescent gazed into her sand tray 
world and focused on a mermaid. She then shared that “she feels kind of 
how i’m feeling. She’s feeling free and relaxed” (Richardson, 2009, p.118). 
These experiences of the safety and support of the sand tray can extend to 
making it possible to deal with challenging, and potentially overwhelm-
ing, feelings and sensations in a concrete and reassuring way.

Attwood (2007) describes how the child with Asperger’s syndrome often 
“has a clinically significant difficulty with the understanding, expression, 
and regulation of emotion” (p. 29) together with the risks inherent in per-
sistent symptoms of anxiety and depression. Attwood stresses the need for 
concrete, accessible “tools” (2006, p. 358) for managing anxiety before it 
threatens to overwhelm. The sand tray and images provide these tools for 
many children and adolescents.

while older children can describe the relief and understanding they 
experience through the creation of their sand tray worlds, younger chil-
dren show the importance of the sand tray and the value of this dynamic, 
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expressive therapeutic tool in different ways. Even when their sessions may 
focus on play with puppets or making art, young children repeatedly will 
connect with the sand tray at the beginning or end of a session, sometimes 
just running their hands through the sand before moving on to other play 
and sometimes returning to the sand tray to leave a significant image in 
the sand as an expression of what they have experienced in that day’s play. 
Children also may want to choose an image to show to the parent who has 
brought them to therapy that day, even when the parent has not been pres-
ent at the session and they have not spent most of their time playing in the 
sand. Such is the power of the image and the connection of the children to 
the images and the process of play.

For children who are tactilely defensive and do not like the feel of the 
sand, the empty sand tray may offer an alternative safe space to play. one 
7-year-old boy, while consistently viewing my sand tray images with great 
fascination, did not wish to use them in the sand. instead, he chose dino-
saurs and fossils to play on the floor, never choosing a human figure to 
include in his play. he also created elaborate and sometimes collaborative 
artworks, using these other ways of playing and creating to explore his 
presenting issues of perfectionism and anxiety and to explore the relation-
ship with the therapist. one afternoon, when he had made paper boats for 
us to play with, he asked to fill an empty sand tray with water. The shim-
mering expanse of water engaged him in a way that the sand had not, and 
he placed his boat and some shining rocks in the water. he placed a little 
boy in the boat, sailing on a calm sea in the sunshine. he was smiling and 
relaxed and pleased with the rightness of his world.

Structure and Flexibility
Flexibility with the materials of Sandtray worldplay is particularly impor-
tant in working with children who are, by virtue of their neurological 
makeup, inflexible (Richardson, 2009). For children on the spectrum, 
inflexibility may stem from difficulty making generalizations, taking the 
perspective of another, or moving away from narrowly defined interests 
or the constraints of literalness and perfectionism. Sand tray and world 
play offers therapists a way to carefully attend to this movement since we 
witness the construction of the world in the sand by the child and then 
have the opportunity to enter into this world with the child and to see it 
from his perspective. The world looks, and feels, different to the child on 
the autism spectrum. wolfberg (2003) suggested the importance of careful 
observation of the play of children on the spectrum, with particularly close 
attention to the symbolic dimension of play as well as to the social com-
munication aspects of the play. The Sandtray worldplay therapist’s careful 
observation of children is an essential part of deepening their ability to 
play and communicate. As we observe children who are building a world 
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in the sand, we can come to see both the children within the context of this 
world as well as the world’s meaning to them. when we receive whatever 
they are ready to share about their world or are invited in to play with 
them, we have another opportunity to see them wholly more clearly and to 
support them more effectively. offering children an opportunity to enter 
into the richness of an image language through play, in the shifting and 
always responsive sand, allows for a more flexible capacity to express the 
self and to respond to the therapist within the shared and safe world. The 
container of the sand tray itself and the careful observation of and joint 
attention to the world with the therapist provide the support necessary to 
explore playing, storytelling, problem solving, and integration.

Careful attention to children’s process of building the world, the stories 
shared, and the connections made to their life must be maintained by the 
therapist. Children need support to stay in contact with the therapist and 
to avoid the stuckness of repetitive play. Both the child and the therapist, 
when invited into the play, have to play authentically for there to be move-
ment in treatment. in playing with children on the spectrum, Schuler and 
wolfberg (2001) caution:

The practitioner’s dilemma is one of balance. Although more direc-
tive adult-structured approaches may be overly controlling, more 
child-centered approaches that attempt to acknowledge the child’s 
state of mind and try to follow its lead are often too subtle to draw 
in the child’s attention. one of the challenges in the design of effec-
tive intervention thus lies in the creation of child-centered structures 
that are neither too loose nor too rigid. (p. 257)

de domenico (2000) addresses this dilemma through the consistent 
reciprocity between child and therapist, supporting movement in the play 
and new understanding in the child, and also through an approach that can 
offer more structure or more clarification as needed by the child. Children’s 
play can be amplified with the support of the therapist, with movement, 
music, or art making. Children may also move into another sand tray. 
in this way, children can literally take more space to work out a problem 
before returning the images they are playing with to their original world.

more structured play in the sand tray offers another way of looking at 
a challenging situation or reframing an experience. An example of struc-
tured play, discussed in the next section, is “the bridge to fourth grade,” 
in which i invited a child to specifically focus on the different aspects of 
crossing this bridge from one grade to the next. Such structured play has 
some commonalities with the “replays” of levine and Chedd (2007), who 
developed a technique for literally “replaying,” through structured play 
with props and storytelling, a situation that has been challenging to a 
child. levine and Chedd explain that, through replaying a situation, the 
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child is able to “develop symbolic skills and master upsetting emotions” 
(p. 18). Similarly, Bromfield (2010) suggests that therapeutic reenact-
ments can help children who are unable to move forward and feel stuck 
or unsuccessful.

Supporting this inability to move forward was one approach i used 
in working with an adolescent girl with Asperger’s syndrome who had 
been experiencing escalating anxiety. while she often used the sand tray 
to explore ways of feeling, in her own wise words, calmer and more cre-
ative, on one occasion i suggested that she actually put her anxiety into the 
sand tray. initially resisting this idea, she trusted the process of the sand 
tray enough to give this a try, and proceeded to work with and around the 
heavy stone she chose to be “my anxiety.” Through her play she realized, “it 
actually helped! when i put all the things i didn’t like, then i knew what i 
wanted to see. And then when i put those in, it was okay.”

whether the play is structured in this way, when needed to create 
movement for the child or is more open ended, sharing the world together 
always offers an opportunity to appreciate the child’s unique way of seeing 
and experiencing while staying with the child’s growing edge. Children on 
the autism spectrum seem to understand some of this intuitively. when 
i first introduced the sand tray to my office, an environment already full 
of myriad expressive materials congruent with my training both as a play 
therapist and an art therapist, a 7-year-old boy walked through the door 
after a tough day of second grade and rushed straight to the alcove with 
the sand tray. he took in the images arrayed on shelves, and my first sand 
tray positioned in the light from the window. he bypassed the much-loved 
puppets, the instruments, the paints, and building materials to stand in 
front of the sand tray. he then began to jump up and down, chanting, 
“thank you, thank you, thank you!” he reached his hands into the sand. 
A journey had begun for him and for me. i will describe this journey of 
a child building, and a therapist witnessing, worlds in the sand. Sandtray 
worldplay will be discussed in the context of addressing core strengths 
and challenges for children on the spectrum, with a discussion of the par-
ticular challenges that bring individual children and adolescents to ther-
apy. i will also discuss how the stages of this journey unfold for children 
on the autism spectrum, bringing with them movement in therapy and 
positive outcomes through the flexible medium and multiple languages of 
Sandtray worldplay.

Worlds in the Sand

The sand tray may be where a child first moves into symbolic play or shares 
a story with the therapist. Sometimes the sand tray is a place where chil-
dren start to explore, creating a world where their special interests are 
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218 • Jane Ferris Richardson

revealed to another. one 6-year-old, in his first sand tray, joined one of his 
favorite things, a bridge, together with one of his favorite people, a baseball 
player, and added a little boy looking at them. he did not need to tell this 
story verbally, it was already a rich expression of his interests and curios-
ity. Sometimes the sand tray provides the medium through which a verbal 
story emerges together with the play, and sometimes the play in the sand is 
where that story takes on a deeper affective dimension.

The World of Animals
when 7-year-old Toby came to see me, his diagnosis seemed incomplete. 
his high level of tension and anxiety was clear, and he presented with both 
communication and social challenges. Following continued developmen-
tal evaluation, he was given a diagnosis of Asperger’s syndrome. his reper-
toire of expressive play, both at home and in therapy sessions, was limited, 
although he was curious about the toys and expressive materials available 
to him. he had difficulty staying in the playroom and initially needed his 
mother’s presence. his very energetic play with puppets and dinosaurs 
displayed a great deal of anger and frustration as he battled away, testing 
out the new therapist and sharing some of his own frustrations and fears. 
monsters and frightening powerful creatures battled alongside a large 
dragon puppet even as frightening dreams disrupted Toby’s sleep at night.

As Toby became increasingly fascinated by the sand tray, his play 
changed. he was able to say good-bye to his mother and come into the 
playroom with the therapist. he was both calmer and more expressive, 
with a much greater range of affect and a growing ability to share the story 
of his worlds. These stories revealed a great deal about Toby’s own thoughts 
and feelings. he enjoyed sharing these, and he often shared his worlds with 
his mother as well.

dinosaurs and dragons continued to appear in his sand trays, and the 
“worst guys” got angry and lost control. wizards stepped in, “to give them 
bad dreams,” and everyone from mummies to minotaurs struggled “to be 
on the good side.” From his initial battling with puppets, he had moved 
to articulating what was happening in these battles. he could show how 
animals were “mad: they’re not friends” and then go on to find resolution 
“because they don’t really like the battle.” This was dramatically different 
from the repetitive fighting of his earlier play. Toby searched for helpers for 
his animals and for a place for them to be safe.

his dragons moved into the sand tray and developed a wider repertoire 
of affect and behavior. Joining them were eagles who “wanted to make a 
nest, and relax in the nest” as well as to fly and fight. he began to explore 
the nature of the relationships between the animals and creatures he had 
chosen. one day he returned to playing with the dragons and decided, 
“Now the other dragon will have a friend, the same kind he is!” These two 
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The world of the Sand Tray and the Child on the Autism Spectrum • 219

dragons were able to work and play together, “building a sand castle, they 
want to make sure that it’s safe.” They had a plan for working together and 
living together since a larger dragon had “taught them how to share.”

This play emerged at a time when Toby was struggling with self-control 
and managing frustration. we were working on ways to support him at 
home and at school, including sensory supports that helped him to gain 
comfort and regulate his emotions. Toby moved the dragon from the sand 
tray into a drawing, to which he added a thought bubble saying, “Thank 
you,” for helping him when he was struggling.

As more affect was present in his play, so too were families of animals 
and Toby’s exploration of how they could communicate and help one 
another. one day he created a world full of horses. The sand tray portray-
ing this world can be seen in Figure  11.1. he was equally engrossed in 
building this world and sharing its story with the therapist and then with 
his mother. in this world, the horses took care of one another. They had 
enough food and were friends with one another as well as with the smaller 
animals living in their world. They were even able to help a dragon who 
had been hurt. Toby was able to connect this world with his own favor-
ite animal, “horses!” and to share horse stories with his mother, feeling 
relaxed in the office and proud of the world he had created.

he was able to create safe and shared worlds when he was feel-
ing stressed. his animal families were able to work out conflicts that 
interrupted the peace of their lives together. Toby became increasingly 

Figure 11.1 The world of horses and help for the dragon.

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 C

ol
le

ge
 L

on
do

n]
 a

t 1
2:

37
 1

2 
O

ct
ob

er
 2

01
7 



220 • Jane Ferris Richardson

articulate about what these conflicts were. he was able to explain his 
understanding of what is hard for his animals. one day, he explained, 
“They (a chimp family) have a big problem. other animals won’t leave 
the baby chimp alone.” he then told the story of how the family helps 
their little one: “they’re gonna protect him. he can get his mom and dad.” 
Toby had begun to use the whole room for his play, moving animals to 
fly through the air or travel out onto the floor and back into the tray. he 
worked on this “problem” together with the chimp family, as he mounted 
them on horses and moved them to a second sand tray, literally giving 
them more space to solve their dilemma. helped by the horses, they were 
able to return to the first sand tray and live among the other animals with 
more comfort. They created a safe space for their family, and especially 
for the little chimp. Figures  11.2 and 11.3 indicate this movement and 
change, showing the journey of the chimp family and the resolution of 
the challenge in the original sand tray.

Crossing the Bridge: Structuring Play to Create Movement
 Nine-year-old dylan’s delightful, inquisitive demeanor and his absence of 
meltdowns had led his medical team to question his Asperger’s syndrome 
diagnosis even as they arrived at it. yet he was experiencing, if internaliz-
ing, the stressors and anxieties of children on the spectrum. in spite of his 
high intelligence, a special interest in history, and behavior that pleased all 
his teachers, the expectations of school were often daunting for dylan. he 
was having headaches and difficulty sleeping coupled with his anxiety. we 
used relaxation, art making, and eye movement desensitization and repro-
cessing (EmdR) to address his stress level. while all of these approaches 
helped dylan to gain a sense of mastery and control, it was the sand tray 
that enabled him to focus on the challenges of the coming school year.

Figure 11.2 The chimp family journeys into a second sand tray.
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The shift from third grade to fourth, with an increased emphasis on 
“reading to learn” and group projects, was frightening to dylan. Together 
with his family, we addressed his concerns about the upcoming transition 
and discussed ways they could find out more about the expectations for the 
coming year. Anxiety about these expectations was making dylan feel that 
he wanted to “go back” to what was known and comfortable, in spite of his 
academic readiness for new challenges.

dylan enjoyed the sand tray and was an experienced builder of worlds in 
the sand. he had often shared or built these worlds with his parents and incor-
porated his interest in history as well as his experiences into them. one sum-
mer day he came into my office with his mother, and they talked about how 
difficult it was for dylan to even think about the transition to the next school 
year. departing from our usual open-ended play, i took a curved wooden 
bridge from the shelf of images and dubbed this “the bridge to fourth grade.” 
dylan found a large book to put on the far side, “a fourth-grade book,” and 
placed a smaller book on the familiar, third-grade, side shown in Figure 11.4.

we talked about the coming year and all the ways he could learn more 
about what was to come, to help him feel more comfortable. At our next 
session, we moved the bridge into the sand tray.

“here’s where i am right now,” said dylan, pointing out the “third 
grade” side of the bridge in the sand. “This is the school,” he said, putting 
my largest building with tightly closed windows on the floor. he pointed 
out a window on the second floor. “This is the classroom, and i don’t even 
know what classroom i’m going into. Right now it’s locked. But when i get 
over the bridge, i’m going to look for the key.” he turned to me and asked, 

Figure 11.3 The chimps’ world at peace.
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222 • Jane Ferris Richardson

“do we have a key?” he then created a large key of stiff paper, painted with 
metallic gold paint, as shown in Figure 11.5.

dylan then placed the key inside a treasure box and covered both with 
sand. he added people, both children and adults, and a house with a drive-
way to the sand tray, saying, “i want this to be my house.” he placed a car 
in motion over the bridge as well as trees, water, and birds, as depicted in 
Figure 11.6. one of the birds, flying and looking for food, was able to “see in 
the classroom!” in the car, he said, there was a family, driving with their dogs.

Figure 11.4 The bridge to fourth grade.

Figure 11.5 The key to the classroom.
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dylan then talked about the teacher and the children who would be in 
the new class. he realized that the teacher was on vacation and unable to 
come and get the key to the school, leaving the kids in her class waiting for 
her return and wondering what was in store for them in the new school 
year. dylan suggested that the children driving in the car could “listen to 
music and pet their dogs.” That would help them to feel better, more com-
fortable and relaxed, and less worried about the coming school year. like 
the children in the sand tray, dylan has a supportive family and beloved 
dogs. he realized that he could do the same things as the children in the 
sand tray, to help him to be more comfortable, and that his parents could 
help him as well. Before he left the office that day, he asked to keep the key to 
the school “in a safe place.” At the next session he shared the bridge and the 
key with his father. They talked about supports and coping strategies to help 
him manage his anxieties about school. he showed his father the school 
building and said, “i’m waiting to see, can i read fourth-grade books?”

Sharing the Sand tray With Parents and reviewing the Worlds

Sharing the worlds built in the sand tray allows parents an opportunity to 
enter a child’s world more fully. As Bromfield (2010) reminds us, “Parents 
allow us to enter their child’s personal world, the one that they and their 
child have shared” (p. 17). Children can also invite their parents into their 
sand tray world, whether to build together or to witness the world that 
has been built by the child. Therapists too can invite parents to share the 
connections they see to the child’s life in the world that has been built 
or in the worlds built over the course of therapy. Therapists may ask par-
ents how they themselves experience the child’s world. Parents recognize 
that there is something special in the play therapy setting and relationship 

Figure 11.6 Seeing into the classroom and strategies for comfort.
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224 • Jane Ferris Richardson

that allows for movement and change through dynamic expressive play. 
As dylan’s parents reflected, “we asked ourselves what would happen if 
we used sand and clay at home, and we realized that this would not be the 
same as his doing these things in therapy.”

The vividness of children’s sand tray worlds helps us to focus together 
on the growth as well as the challenges children are experiencing. when 
Toby’s mother and i reviewed the course of his therapy since beginning in 
treatment, we discussed his positive transition to a new school program 
offering him more supports. Toby’s perceptive mother experienced him as 
“happier” and more able to deal with social and learning challenges. we 
both noted his dramatically increased ability to tell stories, and i shared 
with his mother how impressed i was by his ability to reflect on what was 
happening in his worlds, whether this was sharing or discord, and by his 
ability to attribute emotions to the animals he played with.

his mother noticed how the themes of play sometimes mirrored chal-
lenges at home. Toby’s exuberant affection for the huge and cuddly fam-
ily dog sometimes elicited growls, which he had been largely ignoring in 
his desire to connect and play. But in the sand tray one day, as shown in 
Figure 11.7, Toby had depicted whales that became angry when they were 
walked on by smaller animals, saying, “don’t walk on us!”

he had invited his mother in to see this sand tray, and together we were 
able to broach how the dog too did not want to be “walked on” or squeezed 
and what had to happen for them both to be happy and safe.

we also saw parallels in his development that were reflected by his play 
in the sand tray. Toby’s mother described him as “making connections” not 
only in his play but also in his relationships and ability to communicate. 

Figure 11.7 The world of the whales mirrors challenges at home.
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These new abilities were helping him to build friendships in his new school 
program. Toby was becoming more observant, more patient, and more 
willing to share.

For dylan, his play in the sand tray world helped him to give voice to 
his fears and anxieties about the coming school year and to share these 
fears with his parents. wisely, his parents helped him to find interesting 
“fourth-grade books” to read during the summer, when there was no stress 
about book reports or spelling tests. They also explored the fourth-grade 
expectations with dylan. They highlighted the new opportunities that he 
would have, like learning to play an instrument. They continued to practice 
relaxation with dylan at home and to explore his suggestions for ways to 
have fun. he continued to share his play in the sand tray with his parents 
as well. when the school year began, dylan was ready to move forward.

when we reviewed how the new school year had begun, dylan expressed 
his own feelings of accomplishment and greater maturity. he was an active 
part of his class, sang in a concert, and had begun to play an instrument, 
all of which he enjoyed. he told me that he had “done interesting things” 
in his new class and that he felt that the new opportunities of fourth grade 
were special and enjoyable now that he was more comfortable at school. 
As we sat at my art table we looked at a Statue of liberty he had painstak-
ingly created from clay, basing her on one of his favorite historical sand 
tray images. we talked about why he liked her so much and why she was 
so important to him. dylan decided that the Statue of liberty gave people 
an opportunity “to do new things” in a new country, just as he had during 
this new, fourth-grade school year. “it’s fun”, he said. “i like it. it gives me 
the freedom to do new things.” The freedom of the sand tray had helped 
him to find more freedom and flexibility in his life.

For many children on the autism spectrum, as for the children discussed 
herein, the sand tray is a preferred venue for play, connection, and com-
munication. The sand tray may well be the place where a breakthrough in 
treatment takes place. For other children, although the images available 
for play may be fascinating, the sand itself is not appealing. This was the 
case with the child previously discussed who chose an empty sand tray full 
of water to create a world and to include for the first time a human figure 
in his play. The child’s sensory profile must be known and understood by 
the therapist if Sandtray worldplay is to be successful.

The rich visual language made possible by the images for play is poten-
tially intriguing to children. The images are a wonderful support to the 
therapist, both in engaging a child’s interest and showing the therapist’s 
understanding of and respect for a child’s special interests. There is the 
danger, however, that a child will become absorbed in the images to the 
exclusion of the therapist and thus will engage in play that closes off the 
therapist’s access to the story of the world in the sand. Supporting the play 
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226 • Jane Ferris Richardson

and the child so that the shared meaning of the world is not lost but rather 
fosters growth and communication is the responsibility of the therapist. 
This requires training and experience on the part of the therapist, coupled 
with a sensitive understanding of the child’s comfort level, communica-
tion style, and sensory needs. This chapter discussed the balance of free-
dom and structure possible in Sandtray worldplay and how vital it is that 
the therapist maintains an awareness of this full spectrum of possibilities 
for children who are themselves on the spectrum.
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Part III
Programmatic Play-Based Intervention
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ChaPter 12
DIR Floortime

A Developmental/Relational Play Therapy Approach 
for Treating Children Impacted by Autism

eSther heSS

Play is a complex phenomenon that occurs naturally for most children; 
they move through the various stages of play development and are able 
to add complexity, imagination, and creativity to their thought processes 
and action. however, for many children with autism spectrum disorder 
(ASd), the various stages of play are difficult to achieve. Challenges in 
motor planning, expressive and receptive communication, imitation and 
fine and gross motor movements are just some of the many obstacles 
that children with ASd encounter during play (mastrangelo, 2009). 
The developmental, individual difference, Relationship-Based (diR®) 
Floortime model is an interdisciplinary framework that enables play 
clinicians, parents, and educators to construct a comprehensive assess-
ment and intervention program based on the child’s and family’s unique 
developmental profile that addresses these core deficits (greenspan & 
wieder, 1999).

Floortime™ is the heart of the diR® Floortime™ model, and it is the play 
component of a comprehensive program for infants, children, and their 
families with a variety of developmental challenges, including autism 
spectrum disorders. This comprehensive program includes working on all 
elements of the diR® Floortime™ model, the functional emotional develop-
mental levels, and the underlying, individual, neurological differences in 
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processing capacities, thus creating those learning relationships that will 
help the child move ahead in his or her development. These relationships 
in turn are tailored to the child’s individual differences that move him 
or her up the developmental ladder, mastering each and every functional 
emotional developmental capacity that he or she is capable of (greenspan, 
2010). The diR® Floortime™ model involves often not just Floortime but 
different therapies, such as speech and language therapy, occupational 
therapy, physical therapy, educational programs, counseling support for 
parents, and both home and school programs. For the purposes of this 
chapter, we will focus on the Floortime component, which is the heart of 
both the home and school component. The chapter will then conclude with 
a summary of evidence-based research that lends support to this develop-
mental/relational-based play intervention for children impacted by autism 
and their families. 

The dIr Floortime Model

Floortime is a particular technique where the play partner gets down on 
the floor and works with the child to master each of his or her developmen-
tal capacities. To represent this model fairly, you will need to think about 
Floortime in two ways (iCdl, 2000):

 1. A specific technique, where, for 20 or more minutes at a time, a 
parent gets down on the floor to play with his or her child.

 2. A general philosophy that characterizes all interactions with the 
child. All of the interactions have to incorporate the features of 
Floortime™ as well as the particular goals of that interaction, 
including understanding the child’s emotional, social, and intel-
lectual differences in motor, sensory, and language functioning; 
and the existing caregiver, child, and family functioning and 
interaction patterns. 

At the heart of the definition of Floortime are two of what could be 
called emphases that sometimes work together very easily and other times 
may appear to be at opposite ends of a continuum:

 1. Following the child’s lead.
 2. Joining a child in his or her world and then pulling him or her into 

a shared world to assist in mastery of each of his or her functional 
emotional developmental capacities (greenspan & wieder, 1999).

it is critical to be aware of both of these polarities, tendencies, or dimen-
sions of Floortime.
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Following the Child’s Lead
The most widely known dimension of Floortime is following the child’s 
lead—in other words, harnessing the child’s natural interests. But what 
exactly does that mean? By following a child’s interests, or his or her 
lead, we are taking the first steps in making what i call a great date with 
a child—in other words, a validating emotional experience. what are the 
elements of a great date? For most of us, it includes being in the company 
of someone who is attentive, available, and fun. And when we are with a 
person who incorporates all of these emotionally affirming elements, we 
obviously want the date to go on forever. Conversely, if we are on a bad 
date with someone who does not make us feel good about ourselves or our 
experience, most of us would attempt to escape that encounter as soon as 
possible. Following a child’s lead and taking the germ of an idea and mak-
ing that the basis of the experience that you are about to share with the 
child actually encourages the child to allow you into his or her emotional 
life. Through the child’s interests and natural desires we get a picture of 
what is enjoyable for the child. Consequently, the child who stays regulated 
and engaged longer is able to learn within the experience and ultimately 
move forward developmentally (hess, 2009).

Case Example

A child appears not to be able to leave her home without holding onto 
a stick. This seems like something inappropriate that we might want to 
discourage. But yet something about this object has meaning for this 
child. So we first have to ask ourselves, what is it about this activity that 
is so meaningful for the child? it is minimizing to simply attribute what 
we assume to be aberrant behavior to the fact that a child has a devel-
opmental delay like autism. Not only is this short sighted, but it does 
little to help us understand the underlying causes that are potentially 
fueling the odd behavior. The key to understanding the child is to follow 
her lead as an entry point into her world and create an emotional con-
nection that allows us to pull that child into a shared emotional experi-
ence. This might mean that the adult facilitator picks up his own stick 
and attempts to mimic the gestures of the original item. Then it is up to 
the adult to expand the initial gesture into something socially appro-
priate and mutual, say, taking the two sticks and gently pretending to 
fence with them, or helping the child with developmental delays enter 
the world of symbolism by pretending that the stick is actually the body 
of an airplane, the play facilitator guiding this activity by making the 
appropriate sounds and gestures of a gliding plane.

here the two philosophies behind diR® Floortime are at work. we are 
accepting the child and the beloved object, knowing that there is some-
thing intrinsically valuable in the relationship that the child has with the 
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234 • Esther hess

object (i will speak later in the chapter regarding how individual, under-
lying, neurological processing differences are often guiding a child’s 
choice of play and/or flight) and we are also encouraging a child to leave 
her preferred world of isolation in favor of an experience where her origi-
nal idea of holding onto a stick has magically emerged into a shared play 
experience.

Joining the Child’s World 
Following the child’s lead is only half of the equation; half of this dynamic 
that we call Floortime. There is another half: Joining the child in his or her 
world and pulling him or her into a shared emotional experience in order 
to help him or her master each of the Functional Emotional developmental 
Capacities. These are the fundamentals of emotional, social, language, 
and intellectual development. when we talk about Functional Emotional 
Capacities, we’re talking about the fundamentals of relating, communicat-
ing, and thinking (greenspan, 2010).

The larger goal is to join the child in his or her world. we want to then 
pull the child into our shared world to teach and help him or her learn 
how to focus and attend, relate with real warmth, be purposeful and 
take initiative, and have a back-and-forth set of communications with us 
through non-verbal gestures, and eventually, through words. we want to 
teach children how to problem-solve and sequence and get them involved 
in a continuing interaction with their environment and the people in it. 
we want to teach them to use ideas creatively and then we want to teach 
them to use ideas logically and then progress up the developmental lad-
der until they are not only using ideas logically but actually showing 
high degrees of reflective thinking, empathy, and understanding of the 
world so that they can evaluate their own thoughts and feelings. Not 
every child is capable of achieving the highest level of reflective think-
ing, but almost all children are capable of moving up the developmen-
tal ladder, mastering their own Functional Emotional developmental 
Capacities in regards to optimum social, emotional, intellectual, linguis-
tic, and academic growth (greenspan, 2001). Some concerns expressed 
by play clinicians are whether or not diR® Floortime is applicable to chil-
dren who have moderate to severe forms of developmental delays. The 
direct answer is yes, even with children who are severely impacted with 
developmental delays. with the right kind of support, you can move that 
child forward and upward.

Case Example

Jane is 5 years old, chronologically, although her current developmental 
age is that of a child about 6 months old. She has no functional language 
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and does not appear to have the interest or capacity to play with toys. 
in addition to the diagnosis of severe autism, the child also has a co-
morbid diagnosis of moderate to severe mental retardation. She enters 
the playroom mostly aimless and not able to stay engaged with anything 
or any person for any length of time. Characteristic of the disorder, the 
child flaps her arms in a self-stimulatory gesture in a continuous hori-
zontal pattern. 

The difficulty that play clinicians often face with severely impacted 
children is the confusion of how to follow a child’s lead when the 
child appears not to be able to offer any lead to follow. This is the art 
of Floortime. you cannot do Floortime, the play therapy portion of this 
intervention, unless you understand the child’s diR® (the developmental 
capacity, the underlying, neurological, processing differences and how to 
use the child’s relationship in the world to woo that child into a shared 
experience). By knowing a child’s diR®, the interventionist knows how 
and where to enter the child’s world in such a way as to create a validat-
ing experience—in other words, the great date. To move a child forward 
developmentally to become a more complex thinker, despite overt cogni-
tive delays, we need to make sure they possess the basic capacity to be 
regulated and stay engaged.

Since Jane is only offering her hand movements as “the lead,” this is 
where the clinician must enter. Playfully, the therapist puts her own hands 
within the child’s self-stimulatory hand and arm movements. Notice that 
the clinician is not entering the play encounter thinking that she is with a 
5-year-old child; rather, the therapist joins Jane at the little girl’s develop-
mental capacity. in other words, in the clinician’s mind, she is now play-
ing with a child who is 6 months old. She must drop her intervention and 
level of expectation to that level while she uses her relationship to support 
the child’s underlying processing challenges. Consequently, the therapist 
slows the child’s flapping gesture down, creating a regular opening and 
closing rhythm to what was, a moment before, a chaotic gesture. As the 
interventionist slows and regulates to the beat of the activity, the clinician 
also uses her voice and her facial gestures to create a high affective encoun-
ter. The clinician begins to sing a classic child’s song: “open shut them, 
open shut them, give a little clap.” Suddenly, Jane, who up until this time 
appeared not to be able to focus or attend, looks with curiosity into the face 
of her play partner. She appears intrigued and curious. The clinician has 
just taught this child the first fundamental game of play, pat-a-cake. The 
developmental age of this child, and subsequently, her ability to be a more 
complex thinker, has improved within one play session from 6 months of 
age to 9 months of age. 
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236 • Esther hess

Progressing From Following a Child’s lead to Mastery

how do we use “following the child’s lead” to actually mobilize and help 
the child master these critical developmental milestones? To help chil-
dren master the first stage of shared attention, when they are, for example, 
wandering away from our interaction with them, we may play a game 
that places the play partner in front of the child, essentially blocking the 
child’s exit from the interaction. The blocking gesture necessitates the 
child’s creation of some kind of engagement with the play partner, even if 
it is a gesture of annoyance. This will form the foundation of the first act 
of shared attention that they are providing. The play partner is encour-
aged to continue to up the ante by creating more playful obstructions 
(like asking for a ticket or a token from the child to assure passage). These 
types of maneuvers create multiple opportunities for shared attention as 
well as sustained engagement because the child is otherwise involved with 
the therapist. interestingly, this is also the beginning of purposeful action 
because the child is trying to move the obstruction (in this case the thera-
pist) out of the way. As the child continues to attempt to maneuver the 
obstacle out of the way, the therapist “plays dumb,” forcing the child to 
solve his or her way out of the current obstacle. These strategies are called 
playfully obstructive strategies and they are for the most aimless or avoid-
ant of children.

Case Example

A 5-year-old boy named ian, impacted with a moderate degree of 
autism, enters the playroom and appears to absent-mindedly pick up a 
piece of chalk before dropping the drawing material randomly on the 
floor. Previously, his mother had expressed concern that her son is not 
showing any age-appropriate interest in drawing, coloring, or cutting, 
and she fears that the child is progressively falling further and further 
behind his classmates. The clinician, keeping in mind the parent’s con-
cern, decides to take the play activity out of the playroom and into an 
outdoor play area. She follows ian’s lead by attempting to incorporate 
the child’s fleeting interest in the chalk and then attempting to expand 
that germ of an idea into a sustained play encounter by doing some 
chalk drawings on the sidewalk. once outside, she places ian in her lap, 
both to prevent flight and also to help the child become more regulated 
and engaged by providing proprioceptive input (deep pressure) around 
which he can organize and reduce the anxiety that is potentially fueling 
his resistance to the play activity. She hands the child a piece of chalk, 
while mimicking hand-over-hand gestures in its use. ian completely 
rejects the activity and withdraws his hand from any attempt to handle 
the chalk.
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what is going on in the mind of the clinician? This question arises when 
considering how far to push this child in terms of his capacity to toler-
ate further playful obstruction. one of the basic principles of Floortime is 
“never take no for an answer.” in other words, try not to back away from the 
resistance presented when you try to initially move a child forward devel-
opmentally. The first step in this case is to clarify the child’s actual capaci-
ties to see if he has the physical ability to hold a piece of chalk in his hand. 
using occupational therapy strategies, the therapist explores whether or 
not the child has an adequate pincher grasp (the ability to pinch together 
the thumb and the forefinger) by seeing if the child is capable of handing 
the clinician’s therapy dog a dog biscuit. The thinking behind this is that 
the child’s resistance to drawing can be overcome by his greater love for 
the clinician’s dog. ian is readily able to feed the dog with the appropriate 
grasp. This encourages the clinician to further expand the interaction by 
having the child draw the letters of the dog’s name in chalk and then by 
having him use his pincher grasp to again dot the letters of the dog’s name 
with muffin (left over from a previous social skills baking activity) while 
instructing the dog to “eat up her name” on command. This time around, 
the request to draw with the chalk is met with absolutely no resistance as 
ian delights in the use of this “living puppet” to playfully overcome his 
resistance to the task and ultimately move him forward developmentally.

The goal of playfully obstructive strategy is to follow the child’s lead on 
one hand but then create opportunities and challenges that help the child 
master each of his functional emotional developmental goals on the other. 
That is the dialectic, the two opposite polarities of Floortime: Joining the 
child in his rhythms while creating systematic challenges that pose oppor-
tunities to master new developmental milestones. it is in those systematic 
challenges that many of the specific techniques and strategies of Floortime 
come into play.

we, as play clinicians, are always trying to broaden the child’s capaci-
ties in terms of his or her current level of development. in other words, the 
basic axiom of Floortime is that if children show the capacity to be a little 
bit purposeful, the next step is to encourage them to be very purposeful. 
if they can open and close a series of back-and-forth encounters (circles of 
communication) then we want to playfully enlarge this capacity until the 
child is able to sustain a series of 50 or 60 of these reciprocal interactions 
(greenspan, 2010). 

in order to engage in these Floortime interactions where we are fol-
lowing a child’s lead while continually challenging him or her to master 
each functional emotional developmental milestones we must be aware 
of his or her individual, underlying, neurological processing differences. 
A particular child’s unique developmental challenge, be it sensory, social, 
or motoric, creates an awareness in the clinician and a starting point for 
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238 • Esther hess

intervention. if, for example, a child is underreactive to touch and sound, 
this necessitates the play partner to be very energetic as he pulls the child 
into the shared world. Conversely, if another child is oversensitive to touch 
and sound (e.g., covering her ears to avoid sudden noises, easily becoming 
agitated), the play partner may have to be extra soothing while still being 
compelling. many children have a mixed profile, a combination of reactiv-
ity under different circumstances where he or she can be both under- and 
over-reactive to environmental stimuli. in this situation, the rhythm of 
the play clinician needs to match both the internal and external “beat” 
of the child by being both soothing and compelling (e.g., using a soft yet 
energetic whisper while approaching these children) (greenspan, 2001). 

The clinician must also be aware of children’s auditory processing 
capacities and language abilities, because the more pleasurable their play 
encounter is, the more likely they will be to invest in future emotional 
experiences. Auditory processing has less to do about hearing and more to 
do with the way that the brain processes auditory messages. i often ask cli-
nicians to imagine being on a bad cell phone line, where the message is not 
necessarily being dropped, but rather incessantly interrupted (hess, 2009). 
likewise, the children with a form of auditory confusion may symptomati-
cally resemble children who are tuned out to the world because the audi-
tory message is too confusing to follow. Too often, the play partner does 
not take into account that area of processing distortion and speaks too rap-
idly or at a level that is far too complex for their developmental level. This is 
where keeping in mind diR® is critical. Rather than demand that children 
meet the play partner with regards to auditory regulation, it is up to the 
play partner to realistically assess where they are developmentally, take 
into consideration the individual, underlying, neurological differences (in 
this case auditory processing concerns), and then use the relationship to 
help support the children’s differences. For example, the practitioner may 
woo the child with simple energetic phrases such as “open door?” rather 
than either a monotone request or command.

with visual spatial processing, some children may have good visual 
memory but may not be good visual problem solvers. Therefore, the clini-
cian may need to use a great many visual cues while building visual mem-
ory skills to help children join into a shared world experience. Additionally, 
many children have both motor problems and sequencing concerns. To 
address these issues, we need to start with simple actions and progress 
to more complex action patterns. By tuning in to children’s underlying, 
neurological, processing differences, we can then challenge them to master 
more complex levels of development (greenspan & weider, 1999). 
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Case Example

A 4-year-old boy named Joseph, who is impacted by high-functioning 
autism, is in a total inclusion class where the teacher-to-student ratio is 
1:16 and in which there is no teacher’s aide. our first sign of alert that 
there may be underlying, neurological, processing differences is that 
despite the fact that the month is November and his mother has started 
out the day by dressing him in long pants and long sleeves, Joseph has 
stripped down to tennis shorts and a T-shirt and stuffed his original out-
fit into his cubby. This is the uniform that he wears each day in class. 
while not necessarily indicating some kind of pathology per se, we have 
a “red flag” regarding Joseph’s ability to tolerate different textures against 
his body and we need to be thoughtful as to how his potential for tactile 
defensiveness could impact his ability to learn. Joseph is now in class 
and looks somewhat interested in joining his peers on the floor during 
morning circle time. Although he has been in school for over 2 months, 
he appears lost and does not know exactly where he is supposed to sit. 
There are no definitive markings that show his “spot” on the carpet. 
Consequently, Joseph spends much of his initial time in the class trying 
to figure out exactly where he belongs. The teacher then begins the les-
son. while he is reminding the students about last evening’s homework 
assignment, in which the children were supposed to bring something 
from home that started with the letters h, m, or B, the overhead PA sys-
tem goes off, announcing the lunch specials for the day. The conflicting 
auditory messages of the PA system and the teacher’s instruction appear 
to create total confusion in Joseph. however, he does have certain cop-
ing skills. he is looking around, earnestly trying to copy the actions and 
gestures of his peers. he even raises his hands as he sees his classmates 
do to ask the teacher if he can go to his cubby. Joseph’s hand-raising 
gesture and question comes about a beat and a half after his classmates 
ask their questions. This is called a processing delay, and although not a 
critical issue at this point in his academic career, it is a potential harbin-
ger of future learning challenges. when finally given permission to join 
his classmates, Joseph proceeds to the area of his cubby. he appears quite 
lost. Not only is he confused about what the teacher wants from him, but 
he also appears to have no idea where his unmarked cubby has gone to. 
he returns to the carpet appearing disoriented.

one of the many ways that clinicians can use diR® Floortime™ is by first 
identifying a child’s strengths. Joseph is clearly a visual learner. he is try-
ing very hard to copy his peers and overall he is quite compliant. why do 
we want to focus on a child’s strengths before moving ahead to treatment? 
if you remember the idea of a great date, a validating emotional experience 
that you have with children that reinforces their desire to stay engaged 
with the therapist, learn from the therapist, and ultimately move forward 
developmentally, then focusing on their present ability, whatever that may 
be, is the entrance into both treatment and that reinforcing relationship. 
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once children feel validated, they are more likely to allow the therapist to 
challenge them without fleeing the experience (hess, 2009). 

in the case of Joseph, many strategies can be incorporated to support 
his underlying neurological differences. As a visual learner, he could ben-
efit from several visual cues that the teacher could have placed strategi-
cally around the classroom, including a textured and color-coordinated 
spot on the carpet to support his challenges regarding motor planning 
capacities, particularly when he is stressed and overwhelmed. likewise, 
his cubby could have his picture at the entrance to help him locate his 
place for his assignments. The teacher could also be more cognizant of 
Joseph’s auditory processing challenges. instead of exclusively giving his 
instruction orally, the teacher could also supplement the lesson with vari-
ous visual maps and schedules around the classroom that give additional 
direction and assure that at least one type of message (either oral or visual) 
is understood by the child. There is also a suggestion that although he does 
not really understand how to use his peers for support, Joseph does indeed 
appear curious about his classmates and seems to want to try to imitate 
their gestures and movements. “Soft souls” are the children who we find in 
every classroom who understand children with developmental concerns. 
They are neither intimidated by autistic self stimulatory gestures nor put 
off by some of the more esoteric movements of children with special needs. 
in contrast to kind adults who might be more inclined to feel sorry or 
excuse the behavior of an atypically developing child, a typical peer gen-
erally demands that the child on the spectrum fully participate in social 
activities. Teachers need to identify to the parents of children impacted by 
autism these “soft souls” so that typical peer play dates can be arranged as 
part of the therapeutic process (hess, 2009).

A Caveat About the Caregiver
we also need to pay attention to ourselves as caregivers, as families, as 
family members, and as therapists. what are our natural strengths and 
weaknesses? what do we do easily? Are we high-energy individuals, great 
with underreactive children who need lots of energizing and wooing, but 
who have a hard time soothing? or are we great soothers—we are good 
with hypersensitive children who need calm and a lot of soothing, but have 
a hard time energizing up for the child who is underreactive? in regards 
to our own personal foibles, do we take the child’s avoidance of our over-
tures as a personal rejection and therefore shut down? or do we take the 
child’s avoidance as a challenge and try too hard and become too intrusive 
as we demand that the child involve himself in the relationship with us? 
By paying attention to our own individual personalities, our family pat-
terns, our therapeutic skills and strategies, we are ultimately going to make 
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better clinical decisions that fine-tune our abilities and help us create the 
learning interactions that help our children succeed (greenspan, 2010).

Clinicians are constantly asking how to create and sustain an interac-
tion. The key point is to harness the child’s initiative and both receptive 
and expressive processes and to avoid feeling pressured to come up with 
a particular product at the end of each encounter. The goal is to observe 
what they are doing and then find the right rhythm, the right moment, 
that allows you to join them in doing what they are already involved in. 
The next step is to take a gesture where children are merely tolerating your 
presence and turn the encounter into imitative gestures that can be taken 
to the next level by challenging the child to move forward developmentally. 

once the interaction is reciprocal and there is a nice back-and-forth 
rhythm, including attention, engagement, and purposeful communication, 
then we need to work to ensure that the communication continues to expand. 
The hardest thing for children with developmental concerns like autism is to 
engage in back-and-forth communication that moves forward in a continu-
ous flow of intentional verbal and non-verbal gestures. To achieve this goal, 
the play clinician is encouraged to create numerous obstacles so that children 
must interact with the clinician on a continuous basis to get what they want.

Case Example

Sally is a 3-year-old child brought to the clinic by her aunt and uncle, 
who are her legal guardians. She continually wants to go out the door. 
Rather than simply acquiesce to the request, the clinician makes that 
objective much more complex by creating a 10-step process, rather than 
just a 1-step objective. As Sally approaches with her need to go outside, 
the aunt resists, saying, “go get daddy if you want me to open the door, 
it’s too heavy.” Sally must now find her uncle, who additionally offers 
his own playful obstruction to the process to prolong the social interac-
tion. The uncle says something like, “Can you show me where to turn the 
knob?” The child shows her uncle the knob, and he then adds, “help me 
pull on the door,” and begins to make sounds of exertion. Sally begins 
to mimic the sounds of exertion as she supports the process of getting 
herself outside. The adult play partner has just added the beginning of 
language, making the whole process all the more complex. Clinicians 
should vary their own movements and gestures as a response to the clini-
cian’s process. (greenspan, 2010)

in conclusion, diR® Floortime™ requires clinicians, and the parent or care-
giver whom they are training to appreciate the polarity between following 
the child’s lead and entering their world. only then can children be “pulled” 
into a shared world, by finding their pleasure and joys while continually 
challenging them to master each of the functional developmental capaci-
ties. That means paying attention to the child’s underlying neurological 
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differences in the way that they process sound, sights, and movements, and 
modulate sensations. it also means paying attention to the family patterns 
and to your own reactions as the play clinician. This encourages both self-
awareness and improved techniques as one enters a child’s world and tailors 
interactions to the child’s specific nervous system. That is the basis of this 
play intervention. That is why diR® Floortime™ is more than just a technique 
that scripts 6–10 times a day for 20 minutes at a time of reciprocal play inter-
action; rather, it is a lifestyle and philosophy for school, home, and every 
time you have the opportunity to interact with a child.

evidence Base for the dIr® Floortime™ approach

Evidence-based practice integrates the best available scientifically rigorous 
research, clinical expertise, and the therapist’s characteristics to ensure the 
quality of clinical judgments and delivery of the most cost-effective care 
(weisz & gray, 2007). A starting point to measure effectiveness of inter-
vention is to determine the factors to be measured. with developmental 
programs like diR® Floortime™, in contrast to behavioral approaches that 
tend to measure specific targeted behaviors or target underlying capacities 
or “core deficits” as the focus of intervention, progress is evident in a com-
plex array of changes in interactive behavioral patterns.

developmental capacities seek to measure changes in an individual’s 
capacity for shared attention, the ability to form and have warm, intimate, 
trusting relationships and the ability to initiate using intentioned actions and 
social engagement that leads to spontaneous communication. Additionally, 
developmental capacities look at problem-solving strategies by assessing the 
ability to have coregulation and consequently be able to adapt to the feelings 
of others. developmental capacities also determine an individual’s ability to 
be creative as well as the capacity to have logical and analytic thought while 
developing a sense of self or core values (Cullinane, 2009).

developmental models emphasize individual processing differences 
and the need to tailor intervention to the unique biological profile of chil-
dren as well as the characteristics of the relationship between parent and 
child. Because both of the factors being measured are complex and because 
of the wide range of individual neurological processes in the population, 
research on the effectiveness of a developmental framework has progressed 
by examining the subcomponents of the overall approach. The subcompo-
nents can be summarized by looking at the three major aspects of the diR® 
Floortime™ approach:

d for developmental framework
i for the underlying, neurological, processing differences of a child 
R for relationship and subsequent affective interactions
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D: The Developmental Framework
A developmental approach considers behavior and learning in the greater 
context of a developmental or changing process. in 1997, evidence first 
showed the promise of the diR® Floortime™ approach when 200 charts 
of children who were initially diagnosed with autistic spectrum disorder 
were reviewed. The goal of the review was to reveal patterns in present-
ing symptoms, underlying processing difficulties, early development, and 
response to intervention in order to generate hypotheses for future stud-
ies. The chart review suggested that a number of children with autistic 
spectrum diagnoses were, with appropriate intervention, capable of empa-
thy, affective reciprocity, creative thinking, and healthy peer relation-
ships (greenspan & wieder, 1997). The results of the 200-case series led 
greenspan and wieder to publish in 2000 the full description of the diR® 
Floortime™ model (iCdl, 2000). in 2005, greenspan and wieder pub-
lished a 10- to 15-year follow-up study of 16 children diagnosed with ASd 
that were part of the first 200-case series. The authors described that 10 
to 15 years after receiving diR® Floortime™ as a treatment method, these 
children had become significantly more empathetic, creative, and reflec-
tive adolescents with healthy peer relationships and solid academic skills 
(greenspan & wieder, 2005).

The diR® Floortime™ model has provided a developmental frame-
work that has been studied and found to be accurate in understanding 
behavior. A common pediatric assessment tool, the Bayley Scale of infant 
development, has adopted the diR® milestones, specifically configured as 
the greenspan Social–Emotional growth Chart (SEgC) as the measure by 
which social and emotional development is measured (greenspan, 2004). 
in 2007, Solomon et al. published an evaluation of the Play Project home 
Consultation (PPhC), an in-home–based version of the diR® Floortime™ 
model that trains parents of children with autism spectrum disorder in 
the diR® Floortime™ model. The results showed significant increases in the 
child subscale scored on another pediatric assessment tool, the Functional 
Emotional Assessment Scale (FEAS; greenspan and degangi, 2001), after 
an 8- to 12-month program using diR® Floortime™ (Solomon et al., 2007).

I: Individual Underlying Neurological Processing Differences
in 1979, Jean Ayres, an occupational therapist from Torrance, California, 
pioneered discoveries about the way in which a child’s sensory processing 
capacities could impact the way in which children learned and integrated 
themselves into their worlds (Ayres, 1979). This revolutionary idea pro-
vided a new way to understand the importance of movement and regu-
latory behaviors in children and began to offer explanations for some of 
the more worrisome behaviors impacting children with developmental 
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concerns like autism. over the last 40 years, a large body of research has 
further illuminated the impact of biologically based differences in regards 
to both sensorimotor processing and the impact on emotional regula-
tion. in 2001, the National Research Council of the National Academy of 
Sciences published a report, entitled “Educating Children with Autism,” 
which called for the tailoring of treatment approaches to fit the unique 
biological profile of the individual child (Committee on Educational 
intervention for Children with Autism, 2001). lillas and Turnball (2009), 
in their published text, describe how all behavior is influenced by the sen-
sory systems in the brain. They indicate that an infant’s sensory capacities 
are genetically prepared to respond to human interaction and are shifting 
in direct relationship to the parent’s touch, facial, vocal, and movement 
expressions. Child–parent interactions and sensory activities create nerve 
cell networks and neural pathways in the development of the child’s brain. 
The exchange of that takes place during child–parent play interactions and 
are seen as an ongoing loop of sensorimotor transformations (lillas & 
Turnball, 2009). 

R: Relationship and Affect 
developmental models have evolved from many years of discovery in 
the field of infant mental health. Beginning in the 1950s, there was a new 
understanding of the importance of parent–child interaction (Bowlby, 
1951). Building on these years of research in developmental psychology that 
underscores the importance of early relationships and family functioning, 
dr. Stanley greenspan and his partner, dr. Serena wieder, began their work 
together studying the interaction of mothers and their babies in the context 
of infants who were at high risk for attachment problems (National Center 
for Clinical infant Programs, 1987). Subsequently, there have been numer-
ous research studies confirming the importance of parent–child interac-
tion and the value of intervention programs that focus on supporting the 
parent–child relationship, particularly in the areas of joint attention and 
emotional attunement (mahoney & Pearles, 2004). in 2006, gernsbacher 
published a paper that showed how intervention itself between a parent 
and child could change the way in which parents interact, in turn increas-
ing reciprocity, and that these changes correlated to positive changes in 
social engagement and language. in 2008, Connie Kasari and colleagues 
at the university of California–los Angeles (Kasari, Paparella, Freeman, 
& Jahromi) used a randomized controlled trial to look at joint attention 
and symbolic play with 58 children with autism. Results indicated that 
expressive language gains were greater for treatment groups where a 
developmental model was utilized as compared with a control group that 
was based on exclusive behavioral principles. most recently, psychobiolo-
gist Colwyn Trevarthen (malloch & Trevarthen, 2009) introduced the 
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concept of infants’ relational intentionality with their primary caregiver 
that prompts musical exchanges. he has coined a phrase communicative 
musicality to describe babies’ natural musical aptitude that gets them 
emotionally in sync with their mothers. he further describes the social 
and emotional problems of children who have mothers with severe emo-
tional problems that inhibit the natural rhythmic relationship between 
themselves and their children.

Conclusion: Integration and application of dIr 

Autism is now recognized as a disorder of integration among various 
distinct brain functions. Research investigation is currently focused 
on understanding deficits in neuronal communication as a basis of the 
wide array of behavioral manifestations of the disorder (Cullinane, 2009). 
developmental intervention has advanced to incorporate the use of affect 
to enhance integration of sensory-regulatory, communication, and motor 
systems. with that in mind, neuro-imaging research is beginning to pro-
vide a deeper understanding as to how emotional experiences are actually 
impacting developing brain growth. Siegel (2001) showed how attuned rela-
tionships in infancy change brain structure in ways that later impact social 
and emotional development, and recently, a research study by Casenhiser, 
Stieben, and Shanker (2010) through the milton and Ethel harris Research 
initiative at the york university in Canada investigated the behavioral and 
neuro-physiological outcomes of intensive diR® Floortime™ interven-
tion, using both event-related potential (ERP) and electroencephalogra-
phy (EEg) measurements. discussion is also continuing on ways to apply 
the basic principles of diR® Floortime™ towards an adult developmentally 
delayed population (Samson, 2010).

while research efforts continue to reveal a better understanding of 
the etiology, pathophysiology, and efficacy of treatment approaches for 
autism, clinical experience also continues to accumulate. diR® Floortime™ 
is one of two approaches formally recognized by the American Academy 
of Pediatrics in its Toolkit for Autism as treatment options for children 
impacted by autism (myers & Johnson, 2007). There are now more than 10 
active school programs in six states rooted in the diR Floortime approach 
for the treatment of children and adolescents with autism: California, New 
york, New Jersey, georgia, Florida, and utah (iCdl, 2010). As recently as 
September 2010, a judge in los Angeles, California, approved a settlement 
allowing families of children with autism in Eastern los Angeles County 
to receive state funds for diR® Floortime™ intervention (Zarembo, 2010). 

Efforts continue to deepen our understanding of the complexities of 
autism. The alarming increase in the diagnosis of autism worldwide (Kogan 
et. al., 2009), as well as the lack of specific information about etiology of 
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the disorder demands that play therapists increase their knowledge and 
understanding of how a child’s development is impacted by the individual, 
underlying, neurological processing differences and the interaction of the 
relationships that the child has in the world (greenspan & wieder, 2005). 
in September 2009, Zero to Three focused an issue on the importance of 
play, specifically on the role of spontaneous, child-led, social play experi-
ences that support social, emotional, and cognitive growth (hirschland, 
2009). Although research continues, it is imperative that developmental 
approaches like diR® Floortime™ remain a viable option for play interven-
tion for children with developmental delays and their families. 
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ChaPter 13
The PLAY Project

A Train-the-Trainer Model of Early Intervention 
for Children With Autism Spectrum Disorders

rIChard SoloMon

Introduction

The development of an evidence-based, cost-effective, and easily dissemi-
nated form of intensive intervention for children with autistic spectrum 
disorders (ASd) is a major priority for both the health and education sys-
tems in this country. The most recent prevalence estimate for ASd from 
the Centers for disease Control and Prevention is 1 in 110 children (CdC, 
2007). According to the National Research Council (NRC) (cited in lord, 
Bristol-Power, & Cafierol, 2001), these children need intensive interven-
tion—25 hours per week of engaging, comprehensive intervention with 
a high 1:1 or 1:2 adult-to-child ratio—which most states do not provide 
because (1) there is a national shortage of trained personnel, (2) such inter-
ventions when provided by professionals are very expensive ($25–60K 
annually) and (3) a cost-effective model has not yet been developed and 
tested for national distribution. The unmet national need is enormous.

The P.l.A.y. (Play and language for Autistic youngsters) Project 
(http://www.playproject.org; hereafter referred to as PlAy) systematically 
trains professionals to coach parents to use PlAy principles, strategies, 
methods, and techniques with very young children (14 months to 6 years 
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of age) with autism spectrum disorders. its ultimate aim is to help parents 
be their child’s best play partner. The project has research evidence (see 
the “Evidence Specific for Play” section, below) to support its developmen-
tal and interactional methods (Solomon, Necheles, Ferch, & Bruckman, 
2007), has recently (2009) received a National institutes of health (Nih) 
grant to do a randomized controlled effectiveness study of the model, and 
has been successfully disseminated in hundreds of sites in dozens of states 
in the united States and internationally. PlAy’s train-the-trainer model 
has the potential to address this growing unmet national need for intensive 
early intervention for young children with autism spectrum disorders and 
their families.

This chapter first describes the PlAy model and then presents the theo-
retical and empirical foundation for this intensive developmental interven-
tion (idi) approach. A case study is then offered, along with conclusions 
and a set of guidelines for using the approach with children with ASd.

overview of the Play Project Model

over the last 10 years, under the medical direction of developmental/
behavioral pediatrician Richard Solomon, md, PlAy has established 
itself as “a community based/regional autism training and early interven-
tion center dedicated to empowering parents and professionals to imple-
ment intensive, developmental interventions (idi) for young children with 
autism spectrum disorder in the most cost-effective and efficient way” 
(from the project’s vision statement). PlAy trains child development pro-
fessionals to coach parents, typically at home, to help their child with ASd 
make developmental gains through play-based interactions.

The PlAy Project uses greenspan’s developmental, individual difference, 
Relationship-Based (diR) framework (greenspan, 1992; greenspan & 
wieder, 1997a), which describes six increasingly complex functional devel-
opmental levels (Fdls) through which children gain the ability to fully 
relate to others:

 1. Self-regulation and shared attention (Fdl 1) (Birth–3 months)
 2. Engagement (Fdl 2) (4–8 months)
 3. Two-way communication (Fdl 3) (9–14 months)
 4. Complex two-way communication (Fdl 4) (15–24 months)
 5. Shared meanings and symbolic play (Fdl 5) (2–3 years)
 6. Emotional thinking (Fdl 6) (3–5 years)

An appreciation of these levels is important in understanding the PlAy 
Project model; they are briefly described next.

in infancy, babies learn to regulate themselves to stay calm and atten-
tive for longer and longer periods of time (Fdl 1). By 4 to 9 months of age, 
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this shared attention extends to full engagement (Fdl 2) in games such 
as peek-a-boo and patty-cake. A key element of greenspan’s theory is the 
importance of interactional circles, or the back-and-forth contingent recip-
rocal exchange of communication. At each Fdl, the number and com-
plexity of circles increases. Soon, then, infants as young as 9–15 months 
begin two-way communication as partners in the relationship (e.g., chase, 
catch) and can sustain playful, back-and-forth interactions (Fdl 3) that 
become increasingly complex. By 15–24 months toddlers develop complex 
two-way problem-solving communication with a combination of gestures 
and words; simple pretend play (e.g., feeding dolls, phone to ear) is emerg-
ing; and back-and-forth interactions take on the quality of simple conver-
sations (Fdl 4). By age 2, communication becomes progressively more and 
more symbolic with shared meanings allowing young children to under-
stand routines and one- and two-step commands (Fdl 5). From ages 3 
to 5, children become amazingly sophisticated emotional thinkers. They 
can answer why and when questions and recall the past in detail. They 
talk in complex sentences and bridge ideas such that rich imaginative play 
becomes one hallmark of their functional communication (Fdl 6).

This developmental framework also incorporates key elements com-
mon to most play-based models (see “methodological Framework and 
Empirical Evidence” in this chapter for a full discussion). These include 
promoting parental sensitivity (i.e., reading the child’s gestural cues) 
and responsiveness to the child’s cues, lead, and intentions (i.e., follow-
ing the child’s lead) to increase the number of contingent reciprocal social 
exchanges (i.e., circles of communication). we also use Vgotsky’s (1978) 
construct of the zone of proximal development to help parents play in ways 
that are not too high or too low developmentally but at the just right level 
where they follow the child’s lead and challenge the child at the same time. 
Finally, the coaching model has been structured with the PlAy Project 
Skill Sequence, which includes dozens of activities and techniques to pro-
vide parents with guidance on what to do when following the child’s lead 
is difficult.

in short, PlAy has incorporated developmental and interactional 
theory and evidence into a train-the-trainer model that makes the theory 
practical for professionals and parents. Figure 13.1 shows the key compo-
nents of the PlAy Project model.

Identification and Referral (Michigan)
PlAy Central, home of the PlAy Project, is located in Ann Arbor, 
michigan, at the Ann Arbor Center for developmental and Behavioral 
Pediatrics. The founder, Richard Solomon, a board-certified develop-
mental and behavioral pediatrician, serves as a regional resource to help 
families obtain a diagnosis of and referrals for their children with autism. 
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Experience gained through the “laboratory” in michigan has helped the 
PlAy Project training directors learn about the networking process in 
communities and the importance of community in helping families no 
matter where they live.

As medical director, Solomon oversees the Ann Arbor PlAy home 
Consultation program and longitudinally follows hundreds of children 
on the spectrum. he works in close collaboration with community-based 
referral sources that provide medical services, special education, speech 
and language therapy, occupational therapy, and psychiatric interventions. 
The goal is to help families obtain services that are consistent with the 
National Research Council. (in michigan, as in the large majority of states, 
there are no publicly funded services that routinely and consistently provide 
25 hours per week of intensive intervention for the children). Altogether, 
15 independent PlAy Projects in michigan, in total, serve nearly 15% of 
all young (14 months to 5 years old) children with autism spectrum disor-
ders in the state. Solomon also works closely with the michigan Chapter of 
the American Academy of Pediatrics and educates pediatricians about the 
importance of early identification, referral, and intervention. This local, 
regional, and statewide experience has served to disseminate the model 
in other states and regions where difficulties with diagnosis, referral, and 
intervention are also widespread.

The PLAY Project Home Consultation (PPHC) Program
The centerpiece of The PlAy model is the home Consultation program, 
which is designed to train parents to be their child’s best play partner.

Identification
& Referral

Home
Consulation

Training
Program

Community
Outreach

Prog. Eval &
Research

P.L.A.Y Project & Progrmas
(Play and Language for Autistic Youngsters)

Richard Solomon M.D., Project Director

PLAY Project

• Office/agency
   consultation
• Diagnosis

• Referrals to
   SLP, OT, &
   home
   consultation

• Monthly half day
   visits

• Train parents in
   PLAY model

• Video feedback
   training

• Community-
   based trainings

• Introductory &
   intermediate

• Training
   center

• Parent
   support

• Parent/Prof
   partnership

• Advocacy and
   resources

• Prog eval of
   home consult
   program and
   comm. train.

• NIMH RCT
   trial underway

Figure 13.1 The PLAY project.
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PlAy Consultants (PC), who have degrees in child development fields 
(occupational therapy, speech/language pathologists, early childhood edu-
cators, social workers, recreational therapists, child psychologists), receive 
structured, intensive, year-long training in the model (see “Training”). A 
full-time PC can care for 25 new families, though most consultants are 
part time and will serve 5–15 families. Families typically receive 10 half-
day (3 hours) home visits per year (though office-based adaptations of 
PlAy have also been successful). during home visits caregivers’ interac-
tions are videotaped. Between home visits, families get written feedback 
and suggestions for ways to improve their playful engagement. A training 
manual guides PC fidelity to the model. Families are expected to provide 
2 hours per day using a combination of 15- to 20-minute PlAy sessions 
and a focus on PlAy-ful interaction during daily routines. PCs may travel 
up to an hour radius from the service center to serve families. Thus, large 
regions of a state can be served by a small group of PC providers (see 
“guidelines” for cost of and settings for PlAy services). PlAy is an alter-
native to having professionals provide all of the intensive intervention in 
which case costs can range from $25,000 to $60,000 per year. This makes 
the PlAy parent training model a cost-effective alternative.

PlAy is outcomes oriented. during the first visit, home consultants col-
lect baseline information that not only informs clinical judgment but also 
can be used to evaluate outcomes (see Appendix 1 for a list of evaluation 
instruments). in subsequent visits, home consultants train and coach par-
ents to play with their child by teaching them to use The PlAy Project Skill 
Sequence (Figure 13.2) as their main training tool.

1. List Principles &  Strategies Based on Comfort Zone (CZ)
Sensory Profile (SP) & Fuctional Development Level (FDL)

2. Assess Child’s unique: CZ Activities, SP & FDL

3. Define Daily & Weekly Curriculum/Activities

4. Follow Child’s Cues, Lead & Intent to Increase Circles

5. Create Menu of Specific Techniques

6. Video Tape/ Critically Review Interactions and Progress

7. Refine Curriculum, Methods & Techniques

PLAY Skill Sequence: Summary

Figure 13.2 A summary of the PLAY Skill Sequence.
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The Skill Sequence introduces the parents to PlAy’s key principles:

 1. The importance of “affect (the feeling life) in the context of rela-
tionship” (i.e., the importance of having “fun with people”)

 2. Providing the right dose (i.e., 2 hours per day of engaging 
intervention)

 3. Profiling the child accurately to make sure that parents are
 4. Playing at the right developmental level (not too high or too low).

we familiarize parents with the key concepts of comfort zone, sensory-
motor profile, and functional developmental levels:

• Children’s comfort zone is defined as what they will do when you 
let them do whatever they want to do. Comfort zone activities are 
repetitive, stereotyped, dominating interests.

• Sensory-motor profile is children’s unique set of responses to the 
world based on their perceptions. Some children are overreactive 
to the world, sensitive to noises and sights; others are underreactive 
and may be hard to engage or arouse. Some children, for example, 
become overfocused on visually stimulating objects and will watch 
spinning toys over and over again. many have poor auditory pro-
cessing abilities and will not turn to their names. most children 
with autism love deep pressure. So it makes sense that, if we want 
to engage children, we will limit the modes that bother or absorb 
children and focus on the sensory modes that engage them.

• greenspan’s functional developmental levels were described 
previously. how these levels are used to help children climb the 
developmental ladder will be detailed in the following case study.

The Skill Sequence guides the home consultant in accurately assessing 
the child’s unique developmental profile, developing a curriculum of activi-
ties for the parents and teaching them the methods that promote contingent 
reciprocal interactions (i.e., following their lead and intention to increase 
circles). it also provides families with dozens of specific techniques that help 
them implement the approach. most importantly, video feedback offers par-
ents the perfect blend of theory and concrete specifics. They can see them-
selves in interaction, which can be analyzed to improve their approach. As 
children (hopefully) make progress, the curriculum must be refined. So the 
sequence starts all over again in this iterative developmental process.

Two other educational tools—The PLAY Project DVD and Parent 
Training Manual—are built around the Skill Sequence. The dVd is a rep-
lica of the 1-day PlAy Project workshop i and explains the Skill Sequence 
by showing over 30 video clips of parents playing with their children. A 
second dVd, to be released this year, will describe ways to help young chil-
dren with high-functioning ASd gain higher-level social skills.
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Each half-day/3-hour home visit uses modeling, coaching, video feed-
back, and written feedback to help implement and then refine the Skill 
Sequence. modeling involves PlAy Consultants (PC) demonstrating strat-
egies, methods, and techniques of the Skill Sequence; coaching involves 
observing the parents as they play with their child and giving them posi-
tive feedback about their performance; video feedback involves analyzing 
a 15-minute segment of film taken at the home visit. The video is reviewed 
back at the office and subsequently used to give detailed written feedback.

Community Training Programs
Key to the PlAy Project’s mission is educating communities about the 
science of autism spectrum disorders, the importance of the National 
Research Council recommendations for intensive early intervention, and 
the PlAy model. Community-based trainings include grand rounds pre-
sentations for medical professionals and community lectures and work-
shops. The basic and advanced workshops introduce professionals and 
parents to the PlAy Project methods for lower- and higher-functioning 
children with autism spectrum disorders, respectively. over the last 10 
years over 100 communities in dozens of states have been served, with 
thousands of parents and professionals attending community-based train-
ings. Evaluations of lectures and workshops have been generally positive.

Agency Training Programs
Agency training programs are much more intensive and extensive than the 
community trainings. over the last 10 years, 162 agencies (private rehab 
services, schools/preschools/early intervention programs, hospitals and 
community mental health agencies) in 34 states and eight countries have 
been trained to provide the PlAy consultation program in their commu-
nities (see http://www.playproject.org for a listing).

Agency trainings occur in two phases. First agency personnel attend 
an intensive 4-day training (usually in Ann Arbor, michigan) where 
future home consultants are taught to use the PlAy model and Skill 
Sequence, and how to set up a PlAy consultation program within their 
agencies. in the second supervision phase, PCs return to their agencies, 
start making PlAy consultation visits, and then send videos of their vis-
its and their write-ups to PlAy supervisors who give them audio feed-
back. The use of internet downloaded video and audio feedback allows 
for efficient, effective, long-distance supervision. Agency personnel can, 
with good planning, start serving families within a month of being trained 
(Figure 13.3, Agency Trainings).

The PlAy supervisors, who have at least 2 years of experience in the 
model, use a detailed fidelity-training manual to assess all aspects of the 
PC performance. Supervision is provided for 20 videos and write-ups, 
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which takes about 12–18 months to accomplish. Assuming successful 
completion of supervision, agency staff will be certified. The complete cost 
of training to certification ranges from $4500 to $5500 depending on the 
number of personnel trained per agency.

Community Outreach
PlAy helps agencies start up their community-based programs by bring-
ing PlAy workshops to the community, connecting them to physician/
referral sources, and offering technical assistance (e.g., letters, brochures, 
fact sheets, flyers, youTube clips, media packages, TV and radio inter-
views). PlAy has established a close working relationship with Easter 
Seals National and is disseminating home consultation programs through 
their national affiliates all over the united States.

Program Evaluation
As mentioned, the PlAy Project is outcomes oriented. Baseline and repeated 
measures are built into the clinical model so a child’s progress can be evalu-
ated objectively (see Appendix 1 and the Case Study). An evaluation of the 
PlAy home Consulting program has been peer reviewed and published 
by the journal Autism (Solomon, 2007), and in 2009 the project received a 
large $1.85 million National institute of mental health (Nimh) grant to 
implement a 3-year, multisite, randomized, controlled trial of the PlAy 
versus standard community services in collaboration with Easter Seals 
National and michigan State university (see “Theoretical and Empirical 
Rationale”). PlAy’s clinical and training programs are based on a growing 
body of empirical research, which is described in the next section.

Community
Outreach

Identification
And Referral

PLAY  Home
Consultant

Program

PLAY Project
Training Center

Research/Program
Evaluation

Community
Based

Trainings

Agency &
Individual
Trainings

School
Consultation &

Training

Agency
Trainings

Information
Services

Web/Internet

Preparatory
Readings

PP Manual
Recruitment

4 Day Training:
Intensive

Onsite in Ann Arbory
Learn PLAY Model

Training:
DIR Levels

Video Review
Home Visit Structure

Follow-up
Supervision x 12-18 mos

Videotape reviews
Certification

PLAY Project

�e P.L.A.Y. Project
Agency & Individual Trainings

Figure 13.3 The PLAY Project trainings.
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Theoretical and empirical rationale

Among the intensive interventions for young children (14 months to 6 
years of age) with autism, two broad types—behavioral and develop-
mental—are typical (Prizant & wetherby, 1998). Though the approaches 
differ deeply in their fundamental theoretical underpinnings (ingersoll, 
2010), they share the key elements recommended by the National Research 
Council (e.g., 25 hours per week, high adult-to-child ratio).

in behavioral approaches—also known as applied behavioral analy-
sis (ABA), early intensive behavioral intervention (EiBi), applied verbal 
behavioral (AVB) intervention, and pivotal response therapy—the chil-
dren are typically taught 20–40 hours per week using an operant learning 
(Skinnerian) paradigm to increase language, social, and cognitive skills 
(Eikeseth et al., 2007; howard, Sparkman, Cohen, green, & Stanislaw, 
2005; lovaas, 1987; lovaas, Koegel, Simmons, & long, 1973; mcEachin, 
Smith, & lovaas, 1993; Sallows & graupner, 2005; Simpson, 2005; Smith, 
1999). These largely drill-based methods have been carefully evaluated and 
repeatedly shown, in research settings, to be efficacious in helping children 
learn discrete skills leading to improved cognitive abilities and language 
skills. Their impact on social skills is less certain (Shea, 2004), and the con-
sistency of efficacy has been questioned in a recent meta-analysis (Krebs-
Seida, ospina, Karkhaneh, hartling, Smith, & Clark, 2009).

in the intensive developmental interventions (idi), on the other hand, 
drills and techniques are secondary to following the child’s lead and 
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P.L.A.Y.
N=96
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N=96 Pre-

Assessment

¥Train 6 Easter Seals Sites
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¥Children w ASD 14m-6y
  and Caregivers
¥Stratify by age, severity

CS gets
-school
-OT
-Speech
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12 month intervention

3 Experienced HC
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Figure 13.4 The PLAY Project NIH research design.
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promoting joint attention and contingent interactions to promote high 
affect (“fun”) interactions. This focus on interaction and functional devel-
opment make it more difficult to operationalize and quantify outcomes 
than the more commonly used behavioral approaches (Rogers, 2000). As 
a result, until recently the scientific evidence for idi for very young chil-
dren (14 months to 6 year olds) has been limited (greenspan & wieder, 
1997b; myers, Johnson, & the Council on Children with disabilities, 
2007; Rogers & delalla, 1991; Tannock, girolametto & Siegal, 1992; 
wallace & Rogers, 2010). over the last several years, however, a number 
of studies have been published that support idi (drew et al., 2002; green 
et al., 2010; Kasari, gulsrud, wong, Kwon, & Jocke, 2010; mahoney & 
Perales, 2004; mcConachie, Randle, hammal, & le Couteur, 2005; Siller 
& Sigman, 2002; Solomon et al., 2007), and a number of new studies are 
under way that promise to provide empirical evidence for specific models 
like mahoney’s Responsive Teaching model (http://www.crainscleveland.
com/article/20090925/FREE/909259974/1007), Prizant’s SCERTS model 
(http://www.scerts.com/research-corner), and the PlAy Project. Some 
of these recent models combine teaching, behavioral, and developmental 
methods (dawson et al., 2009; ingersoll, 2010). most of the idi studies 
train parents to mediate child functioning. Parent training has the advan-
tage of decreasing costs and promoting the use of intervention in natural 
environments, thus increasing the likelihood of generalization (diggle, 
mcConachie, & Randle, 2003). The empirical evidence—from early case 
studies to more rigorous research—for idi in general and then the PlAy 
Project in particular will be briefly presented.

Evidence for IDI
The prototypical idi model is represented by greenspan and wieder’s 
diR approach (greenspan, 1992; greenspan & wieder, 1997a; greenspan 
& wieder, 1997b; wieder & greenspan, 2005). greenspan’s case series 
(greenspan & wieder, 1997b) involved a cohort of 200 children. This 
sample had a highly motivated, middle-upper income parent population. 
while this groundbreaking early study can be considered only observa-
tional, as there were no controls and no detailed description of the spe-
cific intervention protocols used, nonetheless, after 2 years of intervention, 
58% of treated children—a very high rate of success—showed substantial 
improvements clinically, and many of the children no longer met the crite-
ria for autistic disorder on key measures (e.g., CARS).

Four other studies, using various design methods and various idi 
approaches, are of interest here. in a fascinating, longitudinal study, Siller 
and Sigman found that caregivers who synchronized their behaviors to 
their children’s attention and activities helped children with autism develop 
superior joint attention and language when compared to parents who were 
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less contingent or synchronized (Siller & Sigman, 2002). mahoney and 
Perales (2004) used a controlled design and a parent-training model very 
similar in hours and methods to PlAy. his group found highly significant 
improvements in the intervention group (N = 20 children with pervasive 
developmental disorder [Pdd]) on social reciprocity and language mea-
sures compared with the control group (N = 30 children with other types 
of developmental delays). in another controlled trial, mcConachie et al. 
(2005) studied the Canadian Hanen model. Parents of 51 children aged 
24 to 48 months received either immediate intervention or delayed access 
to the course. A significant advantage was found for the intervention 
group in parents’ observed use of facilitative strategies and in children’s 
vocabulary size. The training course was well received by parents and has 
a measurable effect on both parents’ and children’s communication skills 
(mcConachie et al.).

Recent randomized controlled designs include the work of green et 
al. (2010), Kasari, gulsrud, wong, Kwon, and Jocke (2008), and Kasari, 
Paparella, Freeman, and Jahromi (2010). green and his coworkers in 
England implemented a large-scale (n = 152) randomized, multisite, 
controlled trial with young children (ages 2–4 years old) with ASd. This 
structured, home-based, 1-year intervention program was parent medi-
ated and communication focused. Parents were asked to play with their 
child a half-hour per day. Even though the program did not meet the NRC 
definition of intensity, parents on a blinded observation measure showed 
statistically and clinically significant improvement in their sensitivity 
and responsivity to child cues. The children significantly improved atten-
tion, engagement, and initiation behaviors. whereas the direct measure 
of language using the Pre-school language Scale (PlS-4) was not dif-
ferent from the control group, language acquisition as measured by the 
macArthur Child development inventories showed statistically signifi-
cant improvement.

Kasari et al. (2008, 2010) assessed an intervention to promote joint 
engagement between caregivers and toddlers with autism. The interven-
tion consisted of 24 caregiver-mediated sessions with follow-up 1 year 
later. Compared with caregivers and toddlers randomized to the wait-
list control group, the immediate treatment (iT) group made significant 
improvements in targeted areas of joint engagement. The iT group demon-
strated significant improvements with medium to large effect sizes in their 
responsiveness to joint attention and their diversity of functional play acts 
after the intervention with maintenance of these skills 1 year postinterven-
tion. These are among the first randomized controlled data to suggest that 
short-term parent-mediated interventions can have important effects on 
core impairments in toddlers with autism.
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Evidence Specific for PLAY
in our study titled “Pilot Study of a Parent Training Program for young 
Children with Autism: The P.l.A.y. Project home Consultation Program” 
(Solomon et al., 2007), 68 2- to 6-year-old children with ASd were evalu-
ated using a pre- and postdesign at the start and at the end of the first year 
of intervention. Results from the Functional Emotional Assessment Scale 
(FEAS; greenspan, digangi, & wieder, 2001), a valid and reliable age-
normed clinical rating scale, served as the primary outcome. The FEAS is 
a videotape observation scale that measures (1) changes in caregiver nur-
turing and contingent reciprocal interaction and (2) children’s functional 
development (i.e., greenspan’s 6 Functional developmental levels [Fdl]). 
FEAS raters were blinded and trained to reliability.

Child FEAS scores showed a highly statistically significant increase over 
the 12 months of the project (p £ .0001). when FEAS scored were trans-
lated clinically, 45.5% of children made good to very good clinical gains. 
There was no statistical relationship found between initial ASd severity 
and FEAS scores. Clinical ratings found that 66% of children made very 
good (1.5 Fdls or better) or good progress (1.0 Fdl). in terms of “the dose” 
of intensity, there was a trend (p = .09) suggesting that the more hours a 
parent put in playing the better the child did on the FEAS scores.

without a control group, it is not possible to say that changes in post-FEAS 
scores are directly attributable to the home-based training. The current con-
trolled study funded by the Nimh plans to address this important issue.

Summary of the NIMH RCT PLAY Project Study
Following publication of our pilot study, the PlAy Project was granted 
a Phase 1 small business innovations research (SBiR) National institutes 
of health (Nih) grant to assess the feasibility of a multisite, randomized, 
controlled trial study. our collaborators were Easter Seals National, who 
provides the sites, and michigan State university, who provides indepen-
dent evaluation. The Phase 1 trial showed feasibility, and the PlAy received 
a $1.8 million grant to implement a Phase 2 effectiveness trial in 2009. we 
are now in the second year of the 3-year study. in the first year we success-
fully recruited 60 children ages 3–5 years, matched by age, gender, and 
severity, and then randomized into community standard services (special 
education preschool with school-based language and occupational therapy 
services) or community standard plus PlAy Project home Consultation.

The children are followed for 1 year. A rigorous, pre- and postevaluation 
design addresses whether (1) parents learn and implement the model, (2) 
PlAy children improve their functional, cognitive, and adaptive develop-
ment when compared with control children, and (3) hCs show fidelity to 
the model. Altogether 120 children will be studied, making this one of the 
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largest effectiveness trials of its kind. if the PlAy Project model proves to 
be effective, it will offer a replicable method of early intensive developmen-
tal intervention for young children with ASd. The train-the-trainer model 
provides an efficient, low-cost system for quick dissemination to serve a 
growing, unmet, national need.

Case Study

when logan (not his real name), who was almost 3 years old, first came to 
my office it was sadly easy to see that he had the triad of autistic character-
istics: delays in language, problems with social interaction, and dominat-
ing, repetitive interests. A beautiful, chubby little boy with black curly hair 
that framed a pixie face, he had 15–20 single words (a substantial delay), 
which reflected his interests: book, up, out, (1-2-3) go, juice, train, Barney. 
he seemed to understand routines but couldn’t follow a simple command to 
“get that train.” he spent much of his time looking through books, lining up 
trains, cars, and trucks and “would watch videos all day long if you let him.”

i made the diagnosis of mild autistic disorder because logan had expres-
sive language before age 3, no dysmorphic physical features, evidence of 
intelligence (his interests were symbolic, such as books, trains, Barney), 
some engageability, and a solid, supportive family. importantly, he had a 
good sense of humor. his older brother, drew, loved to engage him. his 
father, Tom, was an engineer who made a good living, and his mother, 
Ann, was a stay-at-home mom who could put in the time for PlAy. in 
fact, he had all the good prognostic signs except one—response to inten-
sive intervention. Currently his only service had been the public special 
education preschool, which did not provide much intensity.

i referred him to the PlAy Project home Consulting program nearest 
to the family home and also recommended additional speech and language 
and occupational therapy. Jennifer, our trained PlAy consultant (with 
a master’s in education), began her once-a-month, half-day home visits. 
She modeled, coached, and gave video feedback as previously described. 
logan’s initial profile is shown in Figure 13.5, Visit 1.

he was, according to greenspan’s developmental profile (see previously 
outlined Fdls), a child who was only fairly well regulated; for example, he 
threw a lot of “fits” when things didn’t go his way, and he spent about half 
of his time in his “comfort zone” absorbed in lining up cars and ignor-
ing his family (Fdl 1, attention and self-regulation). Thus, his level 1 on 
the bar graph was rated, in a rough clinical estimate, as only 50% of what 
would be typical for a child his age (Figure 13.5, Visit 1). he was not hard 
to engage (Fdl 2, engagement) (75% of typical). he did not often initiate 
interactions on his own, however. when children reach a solid 100% Fdl 
3 (two-way communication) they will not leave you alone. This was our 
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goal for logan, but he was far from it (thus, 50% at level 3). we gave him a 
little credit for Fdl 4 (25%) because he showed intelligence by doing some 
problem solving (push a chair over to the cupboard to get food); he could 
open and close several “circles” (contingent reciprocal exchanges) of inter-
action when rough-housing with his dad; and he had a little pretend play 
(he would make car sounds)—all of which are characteristic for Fdl 4.

After the first play session, Jennifer developed a curriculum of activi-
ties for logan (Step 3 in the Skill Sequence)—rough-and-tumble play, 
chase, simple pretend activities (e.g., animal sounds, feeding a baby)—all 
designed to get him having fun with people. his parents limited “train 
time,” TV, computer, and videos. They put in about 2 hours per day total, 
with a few 15- to 20-minute play sessions and “interacting all day long,” 
trying to engage him.

in the second and third (Figure 13.5, Visits 2 and 3) sessions, Jennifer 
taught the family to get more and more circles of interaction (Step 4 in 
the Skill Sequence). Opening a circle means initiating an interaction (the 
first volley). Closing a circle means responding contingently. we coach par-
ents to “woo” their children into interaction by recognizing subtle cues to 
“read” their intentions moment to moment so as to follow their lead (see 
Step 4 in the Skill Sequence). This method is at the core of early play. The 
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Functional Development Level Progress Chart:
Child’s Name: Logan

Home Consultant: Jennifer OTR

Figure 13.5 Logan’s functional developmental level progress chart.
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PlAy Project has over 50 techniques (Skill Sequence Step 5), which help 
parents answer the question: what do i do next?

By his fourth visit, his parents did what logan loved, and now he loved 
being with them and would not leave them alone. he was more regulated 
and available (Fdl 1 = 75%), always engageable (Fdl 2 = 100%), and 
frequently initiating (Fdl 3 = 85%). As connectedness increased, words 
became more meaningful, and logan’s words started pouring out. he had 
over a 100-word vocabulary, and, more importantly, he could follow spon-
taneous one- and two-step commands: “logan, go get the trains in your 
bedroom and bring them to me.” he was using gestures along with words 
to communicate more complex intentions, which is the hallmark of Fdl 4, 
and he was playing simple pretend. he understood longer sentences (“let’s 
get ready. we’re going to visit grandma and grandpa”; Fdl 5 = 10%). This 
was major progress. See his profile at Visit 4 on Figure 13.5.

over the next four visits, Jennifer worked on Fdl 4 and 5 activities: pre-
tend play with puppets, cars (even trains could now be played with inter-
actively), and little dolls in a dollhouse. logan loved sword fighting with 
cardboard tubes from wrapping paper. he was enjoying hide-and-seek. 
And, more importantly, he was with us, engaged and fluid in his interactions.

Relatives noticed the “new” logan. he no longer sought out isolation 
(unless it was really noisy and chaotic). he could join his cousins in simple 
chase games and wanted to be around other children.

At about the 9-month mark, despite logan’s wonderful progress, Jennifer 
noticed that logan’s mother, Ann, was looking weary and overwhelmed. 
The PlAy Project trains home consultants to be very sensitive to the emo-
tional challenges of families raising a child with autism. Jennifer recognized 
and supported logan’s mother’s feelings. She referred the family for coun-
seling visits. Ann and Tom allowed extended family to help by babysitting. 
Ann started going out once a week with “the girls.” dad had a weekly “fun 
day” with drew, logan’s brother, to alleviate a growing jealousy, and the 
family, at least for the time being, got back on track emotionally.

with renewed energy, the family was able to support logan as he 
marched up the developmental ladder. we were making more and more 
demands for longer and more meaningful interactions. A very important 
technique is “Speaking for the Child.” when he would gesture, we would 
articulate his gesture verbally. For instance, when he would cry about hav-
ing to stop doing something, we would teach him to recognize his own 
feelings and negotiate:

Consultant: logan, you don’t want to stop playing.
Logan: (would stop crying and shake his head no.)
Consultant: you want to watch a little more TV.
Logan: (A smile would shine through his tears.)
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Consultant: oK. A little more TV?
Logan: more TV? (his little voice rising in request.)
Consultant: oK. A little more. Just 5 more minutes.

he was now able to understand abstract experiences (Fdl 5 and emerging 6).
By home visit 10, logan was continuing his climb up the functional 

developmental levels while maintaining integrity at the lower Fdls. his 
play grew truly imaginative as his fixation on lining up trains evolved into 
dramas about trains crashing and then needing help from the “train doc-
tor.” other trains worried about him and so modeled empathy. This is the 
beginning of Fdl 6 (see Figure 13.5, Visit 10). he was beginning to take 
another’s perspective, all of which would serve him well in his interaction 
with peers as logan headed toward kindergarten.

when we reviewed logan’s last videos with a group at my office, many 
of the therapists there questioned logan’s diagnosis. indeed, to an out-
sider, play at Fdl 6 would look like typical play with any child. This is a far 
cry from where logan had started. Stuck as he was initially, logan, with 
the help of his family, was able to follow the long and winding road out of 
his isolation through the allure of play.

guidelines for using the approach

Age and Severity
As the overview and the case study suggest, the PlAy Project’s parent 
coaching and home consultation program are suitable for very young chil-
dren—14 months to 6 years of age—with ASd regardless of the severity of 
their condition. given its developmental focus, PlAy is uniquely designed 
for very young children less than 3 years of age though strong evidence for 
intervention with children less than 3 years of age is sparse (Rogers, 2010). 
in terms of severity, young children with ASd have unpredictable courses 
regardless of initial presentation. Children who appear to have a severe form 
of autism may make rapid progress, whereas others who appear to be mildly 
affected may stagnate. greenspan’s developmental framework allows for a 
sophisticated analysis of the child’s profile, allowing PlAy consultants to 
“fill in the holes” of functional development and promote the developmen-
tal progress of most children. There are of course children who will not be 
helped with this model, as it is clinically effective in two-thirds of children 
with ASd. Children least likely to benefit are those with low affect where it 
is difficult to “follow their lead,” poor receptive language, and those whose 
initial response to intensive intervention is poor. generally, children with 
this profile do poorly regardless of therapeutic approach.
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Costs and Implementation
Because the PlAy Project model is adaptable, efficient, cost-effective, and 
easily disseminated, it has been implemented in multiple settings in both 
private and public sectors. The cost of the PlAy home Consultation pro-
gram for families is between $3000 and $4000 annually depending on the 
number of visits and local economic standards. The efficient train-the-
trainer design—with a 4-day initial training and then year-long, long-
distance supervision approach—allows for rapid dissemination. The total 
cost of training a PlAy Consultant to certification is approximately $5000. 
Agencies that adopt PlAy are licensed at a cost of $750 per year starting 
in the second year.

in terms of the types of agencies that use PlAy, currently two states 
(utah and ohio) have implemented the PlAy Project in Birth to Three 
(Early intervention Part C idEA law) programs statewide. Easter Seals, 
a private nonprofit organization, has trained over 20 agencies and now 
serves hundreds of children with ASd nationally. For-profit rehabilita-
tion centers have successfully adopted PlAy, billing the program through 
speech and language pathology and occupational therapy codes. The busi-
ness model is profitable. in michigan, Community mental health Centers 
(i.e., public sector agencies) use PlAy for low-income families who have 
a child with ASd. They have adapted the parent consultation approach 
to the office setting using an hourly office visit (and billing codes) once 
weekly instead of the half-day once-monthly home training model that is 
more typical. in ohio and washington State, PlAy has been incorporated 
into hospital services.

Limitations of the Model: Families
The PlAy Project model has clear limitations in terms of the families it 
can serve. Since the model depends on parents putting in enough time, 
stressed, overwhelmed, multiproblem families will not do well with this 
model; however, low-income families as a rule have done very well with 
PlAy. we now have extensive experience with families where cultural 
background influences attitudes toward playing with the child. we have 
found that when the PlAy consultant raises the issue for discussion and 
the model is modified to fit the family and/or the family’s language limita-
tions, most families regardless of culture can implement the model. There 
is of course a subset of families, focused more on academics and language, 
that is not interested in play-based models. And finally, in states where 
intensive services are not covered, even the low cost of PlAy is prohibitive. 
in some states where services are covered publicly the PlAy model has 
been expanded to train PlAy tutors, who provide 6–15 hours of play per 
week that supplements parents’ time. This obviously increases the cost of 
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PlAy, but such a program gives parents a break from the full responsibil-
ity of providing intensive intervention.

Limitations of the Model: Trainees and Agencies
The PlAy Consultation model depends on translating the approach to 
families. This is a complicated task. Through experience, we have found 
that master’s-level child development specialists (e.g., mEd., SlP, oT, 
mSw) are best at translating the model in a family setting. Furthermore, 
the agencies that hire these child developmental specialists must be com-
mitted to serving this group of children, must have a reliable diagnostic 
and referral source that will refer young children with ASd to the agency, 
and must be supportive administratively.

Conclusion and Future directions

Play is so important to optimal child development that it has been 
recognized by the united Nations high Commission for human 
Rights as a right of every child. ginsburg (2007).

For children with autism this birthright is denied twice over. First, the 
vast majority of states don’t offer intensive behavioral or developmental 
services, and insurance companies don’t pay for them. Second, children 
with autism thwart our efforts to play with them because they prefer 
self-isolation. The PlAy Project, described in this chapter, offers a cost-
effective, evidence-based option for states, communities, and parents. 
Through its community-based trainings, train-the-trainer agency pro-
grams, and home consultation model PlAy can be disseminated broadly 
and efficiently.

As a physician it is my duty to educate parents about all appropriate 
intervention options, but it is my bias that parents should be their child’s 
first and best play partners, especially if their child has autism. So, i 
introduce them to the PlAy Project. i tell them that autism is a genetic 
condition—not the fault of their parenting—that responds to intensive 
play-based intervention most of the time. i explain that the brain of the 
child with autism is like a loose net that cannot capture the complexity 
of the world in its web, and it is our job to tighten that net through rich, 
playful, engaging interventions. As a pediatric professional, it is a relief to 
be able to refer families to an evidence-based program in their community 
that can help. And it is the great satisfaction of my work to hear parents 
say that, for the first time, they feel connected to their child and their child 
feels connected to them through play.
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appendix 1. The Play Project evaluation Measures

• Childhood Autism Rating Scale (CARS), diagnostic confirmation 
of autism (Schopler, Reichler, & Renner, 2010).

• greenspan Social–Emotional growth Chart, a parent report of 
their child’s functional development (greenspan, 2004).

• Functional Emotional Assessment Scale (FEAS), a videotaped 
observation measure of the parents’ nurturing interactions and 
sensitivity to child cues as well as the child’s functional develop-
mental level (greenspan, degangi, & wieder, 2001).

• Functional developmental level (Fdl), progress chart (see the 
case study).

• Receptive Expressive Emergent language (REEl-3), a parent 
report language measure (Bzoch, league, & Brown, 2003).

• Sensory Profile, a parent report of sensorimotor issues (dunn, 
1999).

• Satisfaction Surveys, at 3 months and 1 year.
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ChaPter 14
The ACT Project

Enhancing Social Competence Through 
Drama Therapy and Performance

lISa PoWerS trICoMI and loretta gallo-loPez

The group of eight children, two facilitators, and eight student interns 
assembles and begins to get ready for their drama therapy session. They 
move the chairs into a tight circle and take their seats. The energy is anx-
ious and bubbling over. There is a combination of rocking, hand flapping, 
and chattering, at a louder-than-normal level—a typical scene for a group 
of children diagnosed with autism spectrum disorders (ASd). Andy enters 
and aimlessly roams the perimeters of the room. he is a sturdy tow-headed 
boy, who appears much younger than his 10 years, with thumb in mouth 
and carefree movement. Seemingly unaware of the proper protocol to 
begin group, seemingly uninterested in the others, he takes his seat only 
when repeatedly redirected to do so. Andy is considered to be on the severe 
end of the spectrum. he is nonverbal and requires a 1:1 facilitator during 
group. The warm-up begins. The ball is passed person to person with eye 
contact as the targeted skill. Eventually names are added to the exercise. 
Andy accepts the ball, he passes the ball, but the aim of the exercise seems 
lost on him. he is participating to the best of his ability. The warm-up takes 
on a more interactive and multimodal approach, as the group gets on their 
feet, passing a feeling, and possibly passing a phrase that would commu-
nicate a feeling. Andy becomes increasingly disinterested and wanders off, 
with his assigned 1:1 intern following close behind, attempting to connect 
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with him and keep him engaged. he touches the piano, lies on the gym 
mats, and very briefly glances at himself in the mirror. he is in constant 
motion, as he plays cat and mouse with his 1:1. he walks in and out of the 
circle, at times stopping in front of someone, then moving on. he is not 
disruptive, and the others continue the exercise without a hitch. he is fully 
accepted and allowed to participate at his own level. As therapists, we of 
course want him to be more connected, to use words, to be interested in 
the activities, and ultimately to be interested in the others.

The general warm-ups are complete, and it is time to move on to the 
action part of the drama therapy session. This is the place of pretend play, 
taking on roles, developing characters, working with story. The props and 
costume pieces are brought to the middle of the room, and out come the 
wands, the capes, the glasses, and the hats. The others swarm and sort 
through the items to find the right object to assist with their transforma-
tion. Andy wanders through, stopping briefly to look at the objects. he 
picks up a black top hat. he places it on his head. he walks over to the 
mirror, observes himself wearing the hat. Then—he begins to dance. The 
transformation is complete.

This chapter explores the use of drama therapy techniques and nondi-
rective role play in play-building with children and adolescents diagnosed 
with ASd. it outlines the drama therapy approach used by the ACT Project, 
a weekly group drama therapy program for children and adolescents diag-
nosed with ASd that focuses on communication and social skills develop-
ment. First, we outline the principals and practices fundamental to drama 
therapy and present rationale as to why drama therapy, specifically group 
drama therapy, is a powerful and effective treatment modality for children 
and teens diagnosed with ASd. Next, we provide examples of the practical 
application of drama therapy techniques to children diagnosed with ASd 
and discuss its specific benefit. we will then offer a detailed description 
of the ACT method of drama therapy and its application within the ACT 
Project groups. Finally, through case presentation, we present the journey 
of a preteen named Sammy as we follow his participation in an ACT proj-
ect group over a 2-year period.

drama Therapy

drama therapy is the practical and intentional use of drama and theater 
practices, such as plays, rituals, and stories, for therapeutic purposes. it is 
action oriented and experiential and provides a context for participants to 
express emotion, tell their stories, explore dramatic roles, set goals, and 
solve problems. drama therapy can be a platform for behavior change, 
skill-building, emotional and physical release, and integration (long, 
haen, Zaiser, & Beauregard, n.d.).
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Typically, the drama therapist first assesses a client’s developmental 
and clinical needs and then determines an approach that might best meet 
those specific needs. drama therapy is a versatile therapeutic modality and 
can be used in groups, with individuals and with families. it may take 
many forms depending on the established therapeutic goals as well as indi-
vidual and group needs and the skill and ability levels of the participants. 
Techniques and processes used in drama therapy are varied and many and 
may include theater games, improvisation, puppet and mask work, story-
telling, and enactment. drama therapists may use elements such as perfor-
mance, text, or ritual to support and enrich the therapeutic and creative 
process. “The theoretical foundation of drama therapy lies in drama, the-
atre, psychology, psychotherapy, anthropology, play, and interactive and 
creative processes” (National Association for drama Therapy, n.d.)

All drama therapy sessions begin with a warm-up. The warm-up is 
preparation for the session and is multifunctional. it provides emotional 
distancing for the participant, from either a more distanced to a less dis-
tanced state, and it can also serve as a means to elicit a sense of calm from 
a previously anxious or excitable state. The warm-up engages the cre-
ative imagination, brain connection, as it uses the body, feelings, senses, 
thoughts, and intuition (Bailey, 1994). it prepares the participant for the 
action part of the drama therapy session.

Following the warm-up, a drama therapy session moves into the action 
phase. This is a deeper level of enactment that the warm-up facilitates. The 
participants are warmed up to their roles and feelings and begin connect-
ing with others. The action is the actual dramatization that occurs within 
the session. This is where the development of space, characters, plot, con-
flict, and resolution takes place. The children are encouraged to create 
ideas from “their own imagination” rather than stories or movies that are 
well known or mainstream. This requires spontaneous and creative inter-
action as well as abstract thinking. This form of play is where the script and 
play shaping begin to take form.

drama therapy sessions always end with a closure experience. Closure 
in this instance is not necessarily about resolving the issue of the client or 
participant but rather about providing a centering or grounding, a transi-
tion from action back into the everyday world of the client (landy, 1994).

Several theoretical terms and principals are unique to the use of drama 
therapy. The idea of aesthetic distance is a main tenet. Aesthetic distance 
is the balance between emotion and cognition, between thinking and feel-
ing, between experiencing and reflecting. it is inherent when one takes on 
a role or engages in the “me/not me” experience of becoming a character 
other than self. it allows individuals to think and feel at the same time. if 
individuals are thinking too much, or rationalizing, they are considered 
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to be overdistanced. By the same token, the flooding of emotion indicates 
that individuals may be underdistanced (landy, 1994).

one way drama therapists offer aesthetic distance is by creating a safe 
space for participants to explore their experiences. in this safe space, the 
fear circuits of the brain within the amygdala are calmed so that emotions 
and cognitions can interact (Bailey, Bergman, & dickinson, 2010). This is 
accomplished by using drama therapy techniques that balance thinking and 
feeling through multimodal experiences: moving, talking, seeing, hearing, 
and thinking simultaneously. whenever we are engaged with drama and 
theater, we are functioning on several levels simultaneously. we have an 
emotional response to a scene because we have accepted the premise of the 
story presented. “The power of the theatre is our engagement with it, with 
both of our brain hemispheres; the left hemisphere to appeal to our logic 
and intellect and the right hemisphere to engage our intuition, creativity, 
artistry, and dramatic imagination” (Jennings, 1994, p. 2).

drama Therapy and autism Spectrum disorder

The flexibility of drama therapy and its capacity to adjust to the special 
interests and ability levels of clients make it an ideal treatment modality 
for use with children and teens diagnosed with ASd. Tony Attwood (2008) 
identifies drama as an effective approach to teaching social skills to teens 
with Asperger’s syndrome. he details the work of Viktorine Zak who, at 
the Vienna Children’s hospital in the 1940s, developed the first treatment 
programs for children with Asperger’s syndrome. Zak, a nurse who was 
the sister of hans Asperger, the pediatrician who first identified children 
with this disorder, used drama activities to teach social skills to the chil-
dren in her program.

in the book Pretending To Be Normal, liane holliday willey (1999) 
indicates that as a child with undiagnosed Asperger’s disorder she learned 
to use acting and imitation to develop social skills. Attwood (1998, 2008) 
recommends the use of role play and drama activities to help individuals 
with Asperger’s disorder learn reciprocal conversation skills and vocal tone 
and inflection as well as how to read facial expressions and body language, 
all fundamental skills necessary for the basic understanding of social cues 
and the development of social communication (Attwood, 1998, 2008).

Beyer (1998) points out that children with autism benefit from a play 
environment that is specifically geared to their needs. Such an environ-
ment should include opportunities for nondirective play and play that is 
spontaneous and varied. Play that requires interaction between two or 
more people and that focuses on connectedness is often difficult for chil-
dren with autism due to their deficits in reciprocal communication and 
social interaction (wolfberg, 2009). while interactive play is intuitively 
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understood by neuro-typical children, children on the autism spectrum 
may require specific direction, reinforcement, and support to engage fully 
in socially interactive play (Beyer, 1998). drama therapy affords children 
with autism spectrum disorders the opportunity to engage in play specifi-
cally geared toward supporting connectedness with others in an environ-
ment that can easily be tailored to meet their needs.

greenspan and wieder (2006), in their book Engaging Autism, clearly 
espouse the benefits of drama for children with autism spectrum disor-
ders. They assert that role playing enhances flexibility and creativity and 
provides opportunities to learn to improvise in difficult or uncomfortable 
situations. They also maintain that drama is a particularly effective inter-
vention for individuals with autism spectrum disorder as it uses a wide 
range of developmental abilities.

Simon Baron-Cohen is one of the preeminent leaders in the field of 
autism studies. Through his research, he has developed important theories 
in autism studies, most notably that individuals with autism exhibit a sig-
nificant deficit in Theory of mind (Tom). Baron-Cohen also supports the 
notion that the absence of joint attention skills in children at 18 months 
may be a prime indicator of autism. The term Theory of mind refers to “the 
ability to put oneself into someone else’s shoes, to imagine their thoughts 
and feelings, so as to be able to make sense of and predict their behaviour. 
it is sometimes also called mind-reading or mentalizing” (Baron-Cohen, 
2008, p. 57). Joint attention skills encompass the ability to follow some-
one else’s gaze, to show interest in what another person is interested in, 
and to begin to engage with another in shared, simple interaction (Baron-
Cohen, 2008; greenspan & wieder, 2006; wolfberg, 2009). Baron-Cohen 
also describes the Triad of Autism as comprising three areas of atypical 
development: social, communication, and repetitive behaviors. Baron-
Cohen supports the notion that the social and communication domains 
are inextricably linked. drama therapy is unique in its ability to integrate 
and support the development of these various elements of social learning 
and social communication within a natural setting (Chasen, 2011).

Symptoms related to repetitive behavior and narrow interests are 
found in both individuals with autism and Asperger’s syndrome. These 
include hand flapping, rocking, spinning of the body, obsessive interests 
(e.g., repetitively touching specific things, collecting items, collecting 
information on a narrow topic), lining things up, and repetitive, nonpur-
poseful play (e.g., spinning the wheels of a car, becoming mesmerized by 
spinning objects such as washing machines, fan blades) (Attwood, 2008; 
Baron-Cohen, 2008). drama therapy enables children and teens with ASd 
to use those special interests and repetitive behaviors as a starting point—
a way to begin within their comfort zone—while consistently challenging 
them to broaden those interests through new and engaging experiences, 
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continually guiding them beyond their highly controlled worlds. Autism 
and Asperger’s disorder also share common communication abnormali-
ties such as echolalic speech (echoing phrases), neologisms, literal under-
standing of speech, varying degrees of language delays, and using speech 
inappropriately for the social context. Also included are highly repetitive 
movement and behaviors, difficulty with change and transitions, the need 
for sameness, rigidity, splinter skills, and atypical, often remarkable mem-
ory (Attwood, 1998, 2008; greenspan & wieder, 2006). individuals with 
autism spectrum disorders also experience difficulties with interpersonal 
interaction, such as being unable to anticipate how someone will feel or 
what they might think, how to react to another person’s behavior, reading 
other people’s emotional expressions (face or voice), and accepting there 
may be other perspectives, not just a single correct perspective. drama 
therapy is an interactive intervention that relies on verbal and physical 
interplay. it provides children and teens with ASd the opportunity to 
move from solitary to joined experiences and in so doing supports the 
development of pragmatic language, reciprocal conversation skills, social 
understanding, and meaningful social connections (Corbett et al., 2011).

Although it is well recognized that characteristics of individuals with 
ASd vary widely across the spectrum, the deficit areas where there seems 
to be the most congruity are those of social communication, social inter-
action, and social imagination. The application of drama therapy directly 
addresses each of these areas. drama enables one to explore and express 
human feeling through voice, language, and body. it fosters true and spon-
taneous, communication, interaction, and imaginative thought and activ-
ity. As noted already Tom refers to the ability to “put oneself into someone 
else’s shoes” (Baron-Cohen, 2008, p. 57). As “putting oneself in someone 
else’s shoes” is at the core of drama and theater work, it makes sense that 
drama would be a highly effective way to address deficits in this area.

Kase-Polisini (1988), an educator in creative dramatics, contends that 
engaging in creative drama helps children to develop skills in creative 
thinking, communication, and physical and emotional development. 
“when you create a play you are also learning about basic theatre elements, 
as you also develop such basic skills as verbal and nonverbal communi-
cation, socialization, creative problem solving, and the acquisition and 
retention of new information. it is important to remember that learning 
through drama is accomplished through role taking or the imaginative 
projection of oneself in to the ‘shoes” of others, and hypothetical situa-
tions” (p. 107).

drama therapy is a multimodal therapy, as it engages us on several lev-
els at the same time. it requires engaging both hemispheres of the brain: 
the left to appeal to logic and intellect; the right, to engage creativity, dra-
matic imagination and intuition (Jennings, 1994). one unique advantage 
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of drama therapy for children with autism spectrum disorders is that it 
provides a body–brain connection. The fear circuits of the brain are over-
ridden when one is engaged in enactment, as both the limbic system and 
the prefrontal core is involved. The recent focus on the neuroplasticity 
of the brain suggests that it is possible to create new neuropaths through 
repetition of the drama techniques, targeted to increase understand-
ing of abstract language and nonverbal communication (Chasen, 2011), 
described in this chapter. This is especially true into the teen years as prun-
ing of the synapses continues.

drama therapy techniques are ideal for enhancing identification and 
appropriate expression of emotions for children and teens diagnosed with 
ASd. By using role play and character development exercises, clients are 
able to discharge anxiety and increase empathy. group drama therapy 
is an excellent vehicle for engaging in and sharing experiences related to 
emotions around specific common themes (Chasen, 2011).

drama therapy provides sensory integration through the use of cos-
tuming, music, movement, and visual arts with set and prop building. The 
use of script development, storytelling, and drama games increases the 
clients’ ability for planning, synthesizing, and organizing. The use of the 
executive functions is highlighted when clients write their own dialogue 
and explain intricate plot lines. Through this work the child becomes con-
fident, competent, and capable.

The use of abstract thought, critical to the development of Tom and the 
ability to “put oneself in another’s shoes,” is developed in drama therapy 
through the use of humor, joke-telling, character development, role-tak-
ing, and plot development. These techniques help to improve the clients’ 
ability to understand and express language.

Visual spatial and motor coordination are also targeted using drama 
therapy exercises such as mirroring, space walking, and other theater 
warm-ups. in mirroring, participants pair up and alternate taking on the 
role of leader and follower. The leader creates movements using hands, 
facial expression, or full body, and the follower mirrors those movements. 
This exercise fosters eye contact, attention skills, social interaction, and 
connection. in space-walking, participants move through the therapy 
space based on specific instructions such as walking as if it is windy, snow-
ing, you are on hot sand, floating in space, or walking a dog. At some points 
participants are instructed to interact in different ways with others who 
are also “moving through space.” This is an especially popular activity as 
it is always energizing and great fun. memory and attention are used and 
enhanced through the same exercises of mirroring, storytelling, and per-
formance of scripted work. Processing speed is improved through activi-
ties such as the freeze game, and improvisation. The freeze game involves 
asking participants to move freely and then to quickly freeze. At times 
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participants are asked to identify what they are frozen as, such as a football 
player catching a pass, a person walking a dog, a dancer, or a dinosaur. 
improvisation builds on some of the themes, thoughts, and ideas that may 
have been the focus of previous games and activities by allowing the actors 
to spontaneously develop the characters and plots. The improvisation, 
Brainstorming Enactment, and Scriptwriting portion of the sessions, as 
described next, also target reasoning and problem-solving ability.

The aCt Project

The All Community Theatre (ACT) Project is a drama therapy and per-
formance program for children and teens with autism spectrum disor-
ders. The ACT Project was founded by registered drama therapist loretta 
gallo-lopez. gallo-lopez and fellow registered drama therapist lisa 
Powers Tricomi, along with approximately 12 theater students from a uni-
versity theater department, work with four groups totaling approximately 
30 children and adolescents diagnosed with ASd. Each group develops, 
scripts, and performs two plays per year. The weekly one and one-half hour 
sessions involve specific drama therapy exercises to develop social skills 
and relationship-building, improve communication and relatedness, and 
enhance spontaneity and creativity.

The program applies the ACT method©, which was developed by gallo-
lopez and Powers Tricomi based on their many years of clinical experience 
with children and teens with ASd. The ACT method uses a wide range of 
drama and theater exercises and activities including dramatic play, impro-
visation, role play, theater games, puppet and mask work, the use of cos-
tumes and props, scripted readings, playwriting, movement, music, visual 
arts, and performance to achieve group and individual therapeutic goals. 
The program meets weekly throughout the school year. it culminates in 
a performance conceived and created by the participants, allowing them 
to feel a sense of validation and acceptance and to experience the sense of 
pride that comes from encouraging and appreciative applause.

The student interns play an integral role in the ACT Project groups. 
They are for the most part undergraduate theater majors who participate 
as part of a service learning or internship experience in connection with 
their introduction to drama Therapy course. many are so moved and 
motivated by the experience that they continue on even after their course 
is completed. The interns participate fully in the activities and in some 
ways take on the roles of peer models helping to establish a supportive and 
playful atmosphere. They cheerfully take on roles in group improvisations 
and are thrilled when cast by the group members in supporting roles in 
the plays. Their presence allows the ACT Project to provide a minimum 
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of a 2:1 child-to-adult ratio, ensuring an environment that provides both 
freedom and safety.

Participants in the ACT Project engage in a method of group therapy 
that follows what Jennings identifies as the Creative–Expressive model of 
drama therapy (Jennings, 1994). This model, which focuses on the healthy 
aspects of each participant, is preferred to the Task and Skills model, 
which uses dramatic play as more of a rehearsal for living. in the Task and 
Skills model the play activities are geared toward accomplishing specific 
tasks rather than enhancing creativity and expression (Jennings, 1994). 
A primary goal of the Creative–Expressive model is to help the individu-
als and the group to discover their own creative potential through drama. 
dramatic exploration is both verbal and nonverbal and uses embodiment, 
projected and symbolic, as well as role play. in this manner clients are 
allowed to move freely through the activities and at their own pace and 
comfort level. There is no specific focus on resolving issues from the past; 
rather, the focus is to highlight the skills of the individual within the group 
to increase self-esteem and establish a stronger sense of self. Confident, 
competent, and capable are the qualities that are encouraged using drama 
therapy via the ACT Project.

There are many theater companies and theater artists who use theater 
and drama for nontheatrical purposes and produce excellent and creative 
work. The significant difference, however, between a mainstream drama 
group and the application of drama therapy is that in drama therapy we 
establish and work toward specific therapeutic goals. Because the ACT 
Project was developed and is facilitated by trained and credentialed drama 
therapists, the work maintains the element of a therapeutic as opposed to a 
recreational encounter. This is an important distinction, and it is intended 
that the interventions presented here be facilitated by trained drama thera-
pists. An examination of drama therapy as used in the ACT Project and its 
purposeful and practical application of drama therapy techniques are pro-
vided herein and are followed by an outline of a typical 90-minute drama 
therapy session used by the ACT Project implementing the ACT method 
(gallo-lopez & Powers-Tricomi, 2010).

As noted earlier, a crucial element of the drama therapy warm-up for 
children diagnosed with autism spectrum disorders includes establishing 
the safe space. using the ACT method, the safe space is created physi-
cally by placing the chairs in a tight circle and making sure the room is 
clear and clean. Then the space is made safe through continuity and con-
sistency of place, time, and routine such as familiar and repetitive warm-
up drama exercises. These are intended to alternately energize or relax the 
group members, develop group cohesion, and use multimodal experience 
(moving, talking, thinking, and feeling). The exercises are also organized 
to calm participants through repetition and safety and to target symptoms 
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and build skills specific to the ASd diagnosis. ACT method warm-ups 
focus on the following: understanding nonverbal communication, use of 
eye-to-eye gaze, vocal tone, facial expression and body language, move-
ment and physical coordination, social/group interaction, self-awareness 
and awareness of others, and relationship building.

Typical drama exercises such as passing a feeling or a sound, the Name 
game, (Bailey, 1994), and other games using a ball to provide focus and 
establish a routine are part of the weekly warm-up ritual. The objective of 
this repetition is to help provide a feeling of safety and structure for the 
child with ASd. To enhance the group’s ability to tolerate transitioning 
between activities, the same warm-ups are practiced for several weeks in a 
row. As the group develops more cohesion and confidence, there is greater 
challenge added, such as an extra ball or changing sound to words. This is 
a good way to monitor improved flexibility and frustration tolerance.

using the ACT method, the action phase is designed to incorporate 
the next three segments: Brainstorming, Scriptwriting, and Enactment. 
Brainstorming is targeted toward the executive functions of the brain, with 
the goal of developing and enhancing skills including group interaction, 
collaboration and compromise, spontaneous reciprocal conversation, emo-
tional flexibility, social interaction and social competence, creative thinking 
and problem solving, and frustration tolerance and relationship building.

during the Brainstorming session, the clients are asked to begin to 
think of the “who what, when, and where” of a story. This typically begins 
with a discussion about places group members have been or would like to 
go. The discussion may then move on to characters group members would 
like to play, time periods they would like to explore, or myriad other topics.

As the sessions progress, the children or teens are separated into 
smaller groups or (depending on the ability of the child/teen) work indi-
vidually teamed with an adult. The process of Scriptwriting begins. The 
group members are encouraged to develop ideas from their own imagina-
tions, rather than from television shows or movies, to foster creative think-
ing. This is sometimes very difficult for children with ASd, who are often 
obsessively focused on a particular movie or television show to the point 
where they can recite scenes verbatim. But with practice and support this 
becomes a creativity enhancing and confidence-building experience. The 
scripts and dialogue are wholly developed by the group members, with 
adults in the role of scribes, asking questions only for clarification. This 
process instills feelings of competence and builds confidence and a sense 
of capability.

The group members rejoin, and the Enactment phase of the session 
begins. This is when stories are “put on their feet” and improvisations 
are introduced as a way to further develop the stories and scripts. Both 
Scriptwriting and Enactment exercises include techniques that develop the 
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executive functions of the brain through reasoning and plot development 
and are targeted to develop and enhance skills such as group interaction, 
collaboration and compromise, understanding abstract, humorous and 
figurative language, perspective taking, creative thinking and problem 
solving, empathy, assertiveness, emotional flexibility, relationship build-
ing, pride, and self-esteem.

it is the job of the facilitators to assist the group members in finding cre-
ative ways to merge the different stories together into a unified whole. This 
of course is an exercise in flexibility, negotiation, and compromise—typi-
cally so difficult for children and teens with ASd. But because of the depth 
of group cohesion and acceptance and the level of motivation of the group 
members to generate and perform a cohesive play, this experience supports 
the development of these skills in a way that very few other activities can. 
And in many ways, this is some of the most important and behavior alter-
ing work accomplished via the program.

ACT method sessions always end with de-roling, or stepping back into 
their “real-life” identities, and a cool-down. This facilitates reflection of the 
work that was done and instills a sense of accomplishment and provides 
closure. it reinforces competency and restores balance to the individual 
group members allowing them to safely and comfortably return to the 
world outside the group. This may be accomplished in a variety of ways, 
depending on the group members’ ability to engage in discussion or other 
needs stemming from the talking, moving and thinking that occur during 
an active session. The goals of the de-roling, cool-down, and closure phase 
include improving frustration tolerance, emotion regulation, and modula-
tion as well as enhancing social competence and perspective taking.

An essential element of the ACT Project is the use of performance. 
Although performance in front of a live audience is not typically part of 
most drama therapy programs, we believe that for individuals with ASd 
the performance itself serves multiple purposes. Although the ACTors 
are obviously presenting a final product in the form of a play, the play is 
merely the conduit or bridge, as it is the connection between the actors and 
between the actors and the audience that is the ultimate goal. For children 
and adolescents with autism spectrum disorders, the experience of per-
forming, of feeling valued and heard, of bowing to appreciative applause 
can be quite unique and truly transformational. The story of diana pro-
vides a clear illustration of the power of performance and highlights the 
various elements of the ACT Project noted previously.

diana

diana is a 19-year-old with low-functioning autism and severe receptive 
and expressive language delay. much of her speech is echolalic in nature 
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or involves verbalizations that are inappropriate to the social context. She 
has difficulty with change and transition and will often flap her hands 
and rock back and forth whether sitting or standing. She loves to spin 
around and to sing, especially songs from disney movies, and is drawn 
to her image in any mirror that happens to be within her sight. when she 
first began attending the ACT Project 2 years ago, diana had difficulty 
participating in the group activities, was easily confused and frustrated, 
would cry and make grunting sounds to communicate displeasure, and 
spent much of the group time responding to internal stimuli. her favor-
ite activities involved music and dancing, and we used this preoccupation 
to foster her engagement with group members and in group activities. in 
improvisations, diana would always take on the role of a movie princess 
such as Snow white, Cinderella, or Sleeping Beauty. diana loved to try on 
princess costumes from our costume trunk and chose her character for 
our first play based on her favorite princess dress. She named her char-
acter Princess diana and incorporated qualities, movements, and actions 
from various movie princesses into Princess diana’s persona. As we devel-
oped and rehearsed the play, diana became more and more motivated to 
participate in group activities, to connect with other group members, and 
to use words to communicate. She smiled constantly and, according to 
her mother, anxiously awaited her wednesday evening ACT group. But 
it was the actual performance that seemed to have the greatest impact on 
diana. Princess diana had a magnificent fainting scene and sang a song 
that concluded the play. Both scenes always produced rousing applause 
during rehearsals, as diana smiled a wide, proud smile. As the day of the 
performance approached we decided to rehearse the group bow. diana 
eagerly took her place in line, grabbed the hands of the group members on 
either side of her, and performed a spectacular bow—arms up, smile to the 
audience, deep curtsy. diana became our bow leader from then on, waiting 
for her cue and then confidently leading the group in a bow at the end of 
the performance.

diana thrived on the experience of performing and constantly asked 
when we would be in the theater again. in improvisational play, diana 
continued to expand her repertoire of princess roles. She engaged more 
fully in group drama games and reciprocal conversation and responded 
more appropriately to social and communication cues. She responded less 
to internal stimuli, appeared more present in the sessions, and interacted 
more playfully with the other group members and interns. in our second 
play diana sang several duets with one of the boys in the group. This was a 
first for diana, for although she loved to sing she could not tolerate some-
one singing along with her or singing as part of a group. She loved this 
experience so much that we began to raise our expectations of diana and 
to gently push her further and further beyond her comfort zone. we used 
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her love of the hand-holding bow to challenge her to engage physically 
with her singing partner by holding hands and walking arm in arm as they 
sang. we added simple choreography, including a few twirls of course, and 
worked with diana on expressing emotion via her voice and facial expres-
sion. She loved practicing this in the mirror both in group and at home. 
And of course after each song diana and her partner bowed together to 
rousing applause.

As illustrated in the case of diana, as we focus on each individual’s 
strengths and interests, participants use characteristics that may typically 
be viewed as deficits in a more positive manner. An obsession for script-
ing dialogue from television shows or movies, for example, can be a skill 
that supports the memorizing of dialogue. Some participants have actu-
ally memorized the entire script in a week, including every actor’s lines 
and all the stage directions. obsessive interest in disney characters can 
lead a voiceless and essentially nonverbal client to sing a familiar song dur-
ing performance. A passion for cartoons can be redirected and used in 
making story boards for the play. A love of dance can lead to a piece of 
choreography that a participant teaches to all the other group members 
and interns, thus providing her a moment to direct the action and con-
nect in a new way. According to Attwood (1998, 2008), the special inter-
ests or passions of individuals with Asperger’s syndrome serve a variety of 
functions. For many individuals, these special interests or passions pro-
vide comfort and relaxation, help to overcome anxiety through a sense of 
certainty and predictability, and create a sense of identity. These interests 
may also help to occupy time and provide a focus for conversation and a 
means of displaying intellectual ability. Attwood also suggests that there 
may be benefit in working with and engaging the special interest rather 
than working to try to change it. it is the philosophy of the ACT Project 
to always begin where the individual is and to use those special interests 
to motivate, to stimulate creativity, and to validate the importance of the 
special interest and its value to the individual. This concept of attribut-
ing value to the interests or passions of the group participants is indeed a 
unique and significant element of the program as it is typically the experi-
ence of most individuals with ASd that those special interests are frowned 
upon, ignored, or viewed as something to be diminished or eliminated by 
others. Through engagement in the ACT Project, we follow individuals’ 
lead and begin where they are. we work toward expanding and broaden-
ing the interests and focus and, in so doing, the view of self and the world. 
in the case of Emma, the acceptance and inclusion of her special interest 
by the facilitators and the group was the catalyst for a truly transforma-
tional, interactive experience.

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 C

ol
le

ge
 L

on
do

n]
 a

t 1
2:

37
 1

2 
O

ct
ob

er
 2

01
7 



284 • lisa Powers Tricomi and loretta gallo-lopez

emma

Emma is a 16-year-old teen group member diagnosed with high-function-
ing autism. For the past 3 years, Emma has had a passionate interest in all 
things related to the cartoon Sponge Bob Square Pants. She carries plush 
dolls and figurines of characters from the Sponge Bob cartoon, has dozens 
of drawing pads filled with her renderings of the characters, and writes 
original stories about Sponge Bob and the other characters. Emma began 
attending the ACT Project 2 years ago. She arrived for her first group ses-
sion with a large plush Sponge Bob doll that her mother was attempting 
to get her to surrender prior to entering the studio. Emma refused, sat 
down on the floor, and began to cry. She loudly informed her mother that 
she didn’t want to come to this group, that she hated acting, and that she 
wanted to go home. one of the group facilitators walked over to Emma 
and her mom and invited both Emma and Sponge Bob to join the group 
waiting in the circle in the studio. Emma’s mother informed the facilita-
tor that Emma was not allowed to bring Sponge Bob to school or to any 
other activity in which she participated. The facilitator explained that the 
ACT Project was a very special kind of group and that everyone—includ-
ing Sponge Bob—was welcome. Emma slowly stopped crying, and she and 
Sponge Bob cautiously joined the circle of participants eagerly waiting for 
the group to begin. The first warm-up activity involved a beach ball and 
a name game. when group members took turns throwing the big color-
ful beach ball across the circle calling out the name of the recipient, both 
Emma and Sponge Bob were included in the activity. when the group got 
on their feet and practiced passing a sound and movement around the 
circle, Sponge Bob helped Emma to reach beyond her comfort zone and 
use her voice and body more freely. She loudly proclaimed, “i’m not mak-
ing eye contact so don’t even go there!” But Sponge Bob made eye con-
tact whenever it was his turn to pass a sound or movement to the person 
next to him. The attitude of acceptance engendered by the adults in the 
room allowed the group members to welcome Sponge Bob without judg-
ment or teasing. Sponge Bob attended weekly. At first he spent each ses-
sion in Emma’s arms, but over time he often became an observer as Emma 
propped him in a chair and eventually even allowed others in the group 
to hold him. he has participated in warm-up activities, drama games, and 
script- and songwriting and has been assigned roles in group improvisa-
tions. Sponge Bob has participated in most of the ACT Project plays, often 
speaking dialogue that Emma had written but could not bring herself to 
recite. Sponge Bob’s presence enabled Emma to comfortably assimilate into 
the group, to take risks by trying new and different activities, and to con-
nect with others in ways she would never have been able to without Sponge 
Bob’s support. She will even make eye contact from time to time both in 
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group activities and on stage. in our most recent production Emma for 
the first time allowed herself to be the center of attention, dancing a solo 
she had choreographed while the other actors and interns followed as her 
backup dancers. Sponge Bob participated in the number but in the arms of 
another group member. And at the end of the performance Emma took her 
bow center stage while Sponge Bob looked on from the wings.

The Significance of the group experience

The specific use of group as opposed to individual therapy was an impor-
tant and deliberate choice when establishing the ACT Project. group 
therapy for children diagnosed with ASd directly challenges many of the 
exact symptoms that are considered deficits. As in all groups, social inter-
action is a primary focus; however, in ACT Project groups participants 
move beyond simple skills of interaction to more complex skills including 
negotiation and compromise as they decide how to merge each person’s 
story into one coherent whole and discuss who will play what role, where 
the play will be set and, how to move the story along. This process not only 
increases the participants’ social abilities of engagement, interaction and 
relatedness but also helps them develop skills in compromise, reciprocity, 
frustration tolerance, acceptance (of self and others), and perspective tak-
ing—in other words, Theory of mind. what follows is a more detailed case 
presentation describing the journey of Sammy, who has participated in the 
ACT Project for 2 years. it outlines many of the activities and interventions 
that helped move Sammy along his journey toward social competence.

Sammy

Sammy began attending the ACT Project 2 years ago when he had just 
turned 10 years old. he was diagnosed with high-functioning autism and 
presented with typical physical indicators of autism such as rocking, hand 
flapping, lack of eye contact, and avoiding peer interaction. Sammy was 
not particularly interested in acting, but he liked to draw stories and repeat 
lines from his favorite television shows and movies; his mother wanted 
him to participate in a program where he might improve his lagging social 
skills. Sammy had no friends and in school would typically eat his lunch 
alone as there was no one he knew well enough to sit next to. he was an 
only child and spent most of his time at home alone in his room, watching 
television, playing video games, or drawing.

Sammy spent his first group session with The ACT Project rocking in 
his seat and flapping his hands uncontrollably. he refused to participate 
in group activities and responded to questions or requests with a single 
word, in a monotone voice, void of any emotion. he made no eye contact, 
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did not smile or laugh, and appeared to be distracted by his own thoughts. 
he spent much of the first few months just trying to get comfortable with 
his own body. his gait was awkward and unsteady. when we played ball 
games in a circle, Sammy rarely caught the large colorful beach ball when 
it was thrown to him and did not go after the ball when he missed it as the 
other children in his group did. whenever Sammy threw the ball he had 
difficulty getting the ball to reach someone across the circle.

Sammy ignored attempts at interaction from other group members 
though he continued to respond to adults with one-word answers in a 
monotone voice. he could not (or perhaps would not) remember the names 
of other group members, facilitators, or interns—even though we played a 
name game at the start of each group session. when we engaged in drama 
games such as passing a sound or movement, Sammy rarely looked at the 
person on either side of him and would often forget the sound or move-
ment being passed, needing to have it repeated for him. when he repeated a 
sound, it was typically done in a monotone fashion, devoid of emotion, even 
if he was being passed a loud or angry sound. when the group was asked 
to bring in jokes—either from friends or family members, books, or on line 
sources—for our Jokes Extravaganza (an activity done several times a year 
to give group members an opportunity to perform jokes for their peers and 
to work on enhancing their understanding of humor and figurative speech), 
Sammy complained that he didn’t know any jokes and didn’t know anyone 
who could tell him a joke. during the Jokes Extravaganza he agreed to per-
form a knock-knock with one of the interns and appeared surprised and 
even smiled when their performance drew laughter and applause.

during group activities, we use a pretend microphone that is passed 
around and used for character interviews and other activities. The group 
members know it doesn’t really work but are willing to pretend that it does 
because the facilitators and interns participate fully in the pretense. The 
first time Sammy used the microphone he tapped the top and said, “hey, 
is this thing on?” Everyone laughed, and Sammy smiled. From then on 
anytime someone used the microphone Sammy’s words, “hey is this thing 
on?” were playfully repeated, and each time Sammy smiled, establishing a 
small but significant connection.

Improvisation

As the group moved on to improvisation work, Sammy appeared equally 
uncomfortable. during an improvisational scene in which group members 
pretended to be people at a hotel, either guests or employees, Sammy chose 
to be a complaining guest. he expressed a few angry words about the condi-
tion of the hotel and his displeasure with his accommodations but engaged 
primarily in monologue, speaking out loud but not to anyone in particular. 
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when one of the adults in the room would attempt to engage him in play 
or conversation, Sammy would either walk away or ignore the interaction. 
he did, however, remain in character and within the scene throughout the 
improvisational experience and moved through the space a bit more com-
fortably than he had previously. As we continued each week with similar 
improvisational play experiences Sammy began to slowly expand his role 
repertoire, taking on characters with a wider variety of characteristics.

when we began to brainstorm ideas for our first show, Sammy was reluc-
tant to become involved in any scenes that would require him to interact 
with his peers. he asked if he could play a character who was not on stage 
or who could say his lines from behind the curtain. he eventually chose to 
play the role of an angry store owner whose main goal was to chase away 
his customers or kick them out of his store for not buying anything. Sammy 
had difficulty maintaining focus or following the script during the initial 
rehearsals and had to be consistently reminded when it was time for his 
line. “oh i forgot” was his typical response. he spoke his lines softly and 
with little emotion but eventually began to listen to the other actors and to 
remember his lines and his stage cues. he reluctantly chose a hat and other 
objects to be part of his costume, and as the rehearsals progressed the hat 
and props assisted Sammy in beginning to take on some ownership of his 
character. he worried about how many people would be in the audience 
but performed his part without complaining, and though he could barely 
be heard he seemed to enjoy the experience and the applause.

when preparing for our second play, Sammy asked to work one on 
one with an intern and indicated that he wanted to play the role of the 
announcer in the play. he wrote lines for himself and the intern announc-
ing each upcoming scene in the play and then decided to create several 
commercials that would be used between scenes. he was able to tap into his 
own thoughts, ideas, and imagination and to create a script that included 
things of interest to him. Although Sammy did not engage in much char-
acter development, we welcomed the departure from the angry old man 
character, as Sammy began to explore some other emotions such as excite-
ment and surprise. Eventually Sammy and the intern created several com-
mercials that required Sammy to interact and engage in dialogue with the 
intern. he chose to use the pretend microphone for one of the scenes and 
began to project his voice further and further. during our dress rehearsal 
in the theater Sammy surprised himself when he realized that even from 
the back row he could be heard.

when Sammy returned from summer vacation to begin his second year 
with the ACT Project, we worried that any progress he had made in the 
previous year might have dwindled away. Surprisingly, Sammy was excited 
to be back and from the start seemed more at ease and at home in the space 
than he had all of the last year. The familiarity of our routine and the initial 
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activities appeared to be comforting and motivating. he asked to play 
some of the games we had played the previous year and actually greeted 
the other actors as they arrived for the group session. we continued to 
see progress throughout the first few months: less rocking and flapping, 
greater vocal range and expression of emotions, and an ever increasing 
level of playfulness. when we did our Jokes Extravaganza, Sammy brought 
in two jokes to share and happily waited for laughter and applause from his 
audience. when we played the transforming object game, Sammy was able 
to use a ladle as a wand, a cup as a hat, and a stick as a fishing pole. when 
it was time to begin working on our next script Sammy was filled with 
ideas. he created a character with magical powers who wanted to take over 
the world. he enlisted a group of interns as his henchmen and had them 
sitting around him taking notes as he brought life to his story. he created 
dialogue, names for each of the characters, and a cohesive story line. At the 
start of the next week’s session group members were asked to pass a sound 
or word around the circle that their character might say in the play. when 
it was Sammy’s turn he used his whole body and exploded in a deep, loud, 
evil laugh. he smiled proudly as in turn each person in the circle mim-
icked his evil laugh. later in the session as we worked to bring the vari-
ous divergent stories together Sammy negotiated and compromised with 
the other group members, and together they found a path to merge their 
stories into one. Sammy performed his character with a level of emotion 
and connection that we had never seen him reach before and, indeed, we 
doubted he was capable of. during one scene he patted one of his hench-
men on the head and proudly proclaimed, “good job.” And throughout 
the performance Sammy incorporated his body into the action and used 
his voice fully and dramatically. The audience was awed.

After that performance, Sammy continued to become more social and 
more involved in group. For the first time, in our most recent production 
Sammy played two roles—including a role in someone else’s story. Playing 
two roles in one performance is often difficult for children with ASd 
as it requires them to make a transition from one character to another. 
however, Sammy moved seamlessly between the two characters, even cre-
ating different accents and body movements for each. he used his body to 
express emotion, pain, sadness, strength, and power and for the first time 
even incorporated humor into his character and his scene. The evolution 
of Sammy’s performances over the past 2 years has closely mirrored the 
development of his social awareness, understanding, and competence.

Sammy still rocks in his chair and flaps his arms from time to time, but 
he also engages in conversation, responds to questions, participates in all 
group activities, and expresses emotions and has developed a newfound 
level of comfort in his body. Beyond the safety and familiarity of the 
ACT Project environment, Sammy’s developing social skills continue to 
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generalize and expand. his teacher’s describe him as “more connected” to 
the world and the people around him. his mother reports that he seems 
happier, more motivated, more talkative, and more positively engaged 
with others. he no longer sits alone at lunch, as he has found a friend to 
eat with and to talk to about movies, video games, and the pictures and 
stories he creates from his imagination. Each week our hearts are warmed 
as he amazes us with his continuing metamorphosis into a more social and 
emotionally connected individual. he still avoids making eye contact if he 
can get away with it and rarely understands the humor in a joke, but he 
smiles and laughs often and he knows everyone’s name.

Conclusion

many children and adolescents with ASd live what appear to be very soli-
tary and isolated lives—devoid of friendships or connections to others. 
The ACT Project seeks to offer the ACTors who participate an opportu-
nity to experience the beauty of connection, the joy of developing relation-
ships, and the unique understanding of self and others that accompanies 
social growth. Through the experience of creating original work, sharing 
with and being heard by others, and engaging with others to develop their 
ideas into a functioning whole, ACT Project participants practice flex-
ibility, compromise, communication, and a host of other skills that move 
them ever closer to becoming socially competent individuals. The element 
of performance allows participants to share their thoughts, dreams, and 
accomplishments with others, further breaking through those walls that 
have previously kept them isolated and alone.

As we work with these young people and watch their growth and prog-
ress, we must rely on what we see and on our anecdotal evidence of the 
effectiveness of the ACT Project approach to therapy with individuals with 
ASd. Although there is currently no evidence-based research to support 
what we believe to be a uniquely engaging and transformative interven-
tion, the ACT Project and ACT method on which it is based are derived 
from empirically supported research in the field of drama therapy. our 
hope in the near future is to be able to provide research results that will 
corroborate the outcomes that we continue to observe and that our fami-
lies regularly report. in the meantime we are informed by the experiences 
of the children and teens such as those we have shared in this chapter and 
by special moments like those that follow.

Postscript

Following a dress rehearsal for an upcoming performance, diana contin-
ued twirling and singing in the waiting area. A facilitator asked her how 
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she liked performing in the dress rehearsal. diana smiled broadly and in 
her typically soft voice responded, “i am magnificent.”

For many ACT Project ACTors, performing in front of an audience is 
particularly challenging, making any accomplishment on the stage that 
much more satisfying. david is 15, struggles with reading and writing, is 
frustrated by school, and gets in trouble often for avoiding school work, 
not staying focused, and wandering alone around the school campus. he 
had a major role in our spring play and had more lines than usual. Since he 
had written the lines himself, however, david was able to improvise suc-
cessfully in rehearsals when he needed to. The night of the performance 
he paced and practiced his lines. david went on to perform beautifully in 
the play and had remembered all of his lines, expressing them with great 
emotion and zeal. his mother could not stop smiling as she watched the 
amazing transformation of this typically solitary and quiet young man. 
As the audience filed out of the theater david paced back and forth across 
the stage, grinning and repeating some of his lines from the play. he then 
walked over to the two facilitators and handed one a note on a scrap of 
paper. david warmly hugged each of them and proudly reported that he 
already had ideas for next year’s play. As david left the theater the facilita-
tors opened the note that read, “Thank you for making us performers. it 
makes me happy how much i feel that you believe in me.”
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ChaPter 15
Art Therapy

Connecting and Communicating

Cathy gouCher

Amid the clatter of colored pencils being returned to containers and voices 
repeatedly asking for point sheets to be addressed, art therapy group lead-
ers closed the day’s session with a final review of the activities. From within 
this din emerged the mechanical voice of a usually silent group member, 
seemingly incongruous with the passionate statement that followed: “Art 
therapy can change your life. it’s about people doing things—getting bet-
ter.” despite lingering opinions to the contrary, exploring multisensory 
materials and making visible thoughts, feelings, or beloved special inter-
ests on paper, canvas, or in three dimensions is generally embraced by 
those with autism. The act of engaging in one’s environment through cre-
ative means or through use of traditional art media requires an individual 
to be, even for a moment, in the social world, open to interaction with 
another, even if only to further access needed objects in the environment. 
This process, witnessed and guided by an art therapist, offers rich oppor-
tunities for social-emotional growth.

i look at art therapy with clients with autism through a wellness lens. 
Client-artists are introduced to materials, process their own expressions 
and, as developmentally appropriate, diagnosis as a means of helping them 
discover their latent selves. As an art therapist, i encourage this engage-
ment for the purposes of making and expanding social connections. Case 
examples to be presented reflect my practice of enthusiastically follow-
ing client-artists’ creative lead. within an inviting and predictable studio 
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space, i coax expansion of passions and preferred ways of creating through 
the introduction of novel methods. i capitalize on opportunities to enhance 
an individual’s ability to better differentiate color and form. we partner to 
develop symbols and better communicate ideas. i also provide therapeutic 
supports as necessary, such as artificially slowing artists’ process (e.g., by 
drawing with pencil first, tracing with permanent marker, and then add-
ing color to an image) for improved narrative quality. As flexibility, toler-
ance of a shared creative experience, and communication of ideas grows 
over time, membership in a community of peers with similar strengths 
and needs, such as in a group, is made possible.

art Therapy: an overview

The mental health profession of art therapy uses the creative process of 
art making to improve and enhance the physical, mental, and emotional 
well-being of individuals of all ages. The creative process involved in artis-
tic self-expression helps people to resolve problems, develop interpersonal 
skills, manage behavior, reduce stress, increase self-esteem, foster self-
awareness, and achieve insight (American Art Therapy Association, 2009). 
Art therapy is typically used with clients for whom words or traditional 
modes of communication are difficult for a variety of psychological, social, 
and developmental reasons. There is a growing body of research examining 
relationships among learning, the arts, and the brain that might offer data-
driven insight into why and how art therapy is effective (gazzaniga, 2008).

in the effective treatment of individuals, an art therapist thoughtfully 
synthesizes their knowledge of art media and training in psychology and 
counseling theories, both realms serving to identify methods that might 
best meet their needs, and works to promote growth from that point 
onward. Artistic talent is not a prerequisite for individuals seeking or being 
referred for art therapy services, although they should at least be somewhat 
interested in artistic or creative self-expression. Art therapists are mas-
ter’s or doctorate-level professionals who hold a degree in art therapy. Art 
therapists might also hold master’s degrees in related fields but would have 
completed additional training to achieve a continuing education certifi-
cate of study in art therapy from an accredited art therapy program. Art 
therapists are also trained in the application of a variety of art modali-
ties for use in assessment and treatment including drawing, painting, and 
sculpture (American Art Therapy Association, 2009).

in the united States, art therapists who meet rigorous requirements 
are credentialed by the Art Therapy Credentials Board (ATCB). The Art 
Therapist Registration credential (ATR) is granted upon completion of 
graduate education and post-graduate supervised experience. Board 
Certification (ATR-BC) is granted to registered art therapists who pass a 
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written, nationally standardized examination and is maintained through 
stringent continuing education requirements (American Art Therapy 
Association, 2009).

Art therapy was established as a professional discipline in the 1960s, 
and its early pioneers were particularly influenced by the child art move-
ment of the 1930s and 1940s, which stressed the importance of facilitat-
ing children in spontaneously creating art (Cizek, Viola, & Richardson, 
cited in Arguile, 1992). This process was considered a vehicle by which 
children might tell their stories using symbolic language. According to 
this line of thinking, as children grow and develop they experience a shift 
from sensory exploration of their world to communicating and inter-
preting their world through representation and the making of images: 
“For children, art is a way of learning, and not something to be learned” 
(lowenfeld & Brittain, 1987, p. 47). images reflect and interpret experi-
ences, evoke memories, and communicate ideas to others. Art becomes 
pleasurable, integrative, and expressive of sensory and life experiences 
and offers opportunities for mastery and developing a greater sense of 
competency. one of the early contributors to the field of art therapy, 
Florence Cane, stated that every individual is “born with the power to 
create” (1989/1951, p. 9). in an internal world without words or, at best, 
a significantly limited vocabulary as with a typically developing young 
child or an individual with autism, images are “the primary containers 
of experience” and, as such, have the power to convey experience to oth-
ers and serve as a bridge to language (wood, 1984). making a picture is 
a communicative act, one that the maker hopes is understood when it is 
viewed (Evans & dubowski, 2001).

Along similar lines, John dewey, a contemporary thinker to the pio-
neers of art therapy, regarded art making with particular relevance in con-
sidering the function of art in the treatment of individuals with autism. 
he believed that “individuality itself is originally a potentiality and is 
realized only in interaction with surrounding conditions . . . through 
resistances encountered, the nature of the self is discovered. The self is 
both formed and brought to consciousness through interaction with 
environment. The individuality of the artist is no exception” (1980/1934, 
pp. 281–282). Further, dewey posited that the physical process of working 
with art materials develops imagination through the “progressive orga-
nization of ‘inner’ and ‘outer’ materials in organic connection with each 
other” (1980/1934, p. 75).

Similarly, winnicott (1971) defined play as a transitional space 
between internal and external reality where a child’s sense of self is gen-
erated. The essential human activities of play and creative art endeavors 
define and help to refine the self, even when the presenting self appears 
diffuse. A child or individual’s path to self-expression, charted through 
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developmentally-appropriate creative activities, is by nature idiosyn-
cratic and cannot be distilled down into replicable curriculum for wide 
application.

art Therapy and autism

in considering rationale for the use of art therapy with children and 
young adults with autism, many successful case examples have been 
offered over the last few decades (Bentivengna, Schwartz, & deschner, 
1983; Betts, 2001; Emery, 2004; Evans, 1998; gabriels, 2003; glaaser, 
goucher, miller, & Scheibler, 2007; Kellman, 1999; martin, 2009; Noble, 
2001; Scanlon, 1993; Schleien, mustonen, & Rynders, 1995; Seifert, 1988). 
in a review of the literature on art therapy and autism, gilroy (2006) 
concluded that its use in long-term group and individual treatment for 
children can be considered an effective means to promoting cognitive 
and emotional development, enabling relationships, and lessening prob-
lem behaviors.

despite the fact that art therapy offers potential for enhancing emo-
tional, social, and cognitive skills, there is a paucity of empirical and 
controlled research on the efficacy of art therapy with these individuals 
through either individual or group intervention. The following constitute 
the few notable studies that have been published. Structured participation 
in art and music therapy “lessons” with concurrent behavioral assessment 
led Parker-hairston (1990) to discover that children with autism increased 
in their confidence, allowing verbal and nonverbal social interactions to 
occur; however, gains were not found to be statistically significant specific 
to the targeted behaviors of work, unintelligible verbalizations, acceptance 
of physical contact, play, and observation of teacher. As a result, Parker-
hairston encouraged additional research examining effectiveness, offering 
that music and art therapy seemed to increase potential for socialization 
by decreasing the threat of failure.

using a social skills group format incorporating art therapy and cogni-
tive behavioral techniques for children between the ages of 11 and 18, Epp 
(2008) found significant improvement on social skills measures related to 
self-assertion, internalization, hyperactivity, and problem behaviors. due 
to the blended therapeutic technique format, she cautioned against consid-
ering art therapy the sole reason for the gains. it is also important to note 
that this research was conducted by a social work professional and not a 
trained art therapist.

in a randomized control trial, got and Cheng (2008) found preliminary 
evidence in support of “art facilitation” serving to improve communica-
tion and social relationships in individuals with developmental disabili-
ties. Although the aforementioned findings are in general promising, there 
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is still a critical need for expanded qualitative and quantitative research on 
the efficacy of art therapy treatment with individuals with autism.

despite the lack of empirical studies, connections can be drawn 
between art therapy and recent research in neuroscience. The current 
widely accepted characterization of autism as a neurodevelopmental disor-
der provides a factual framework on which creative intervention might be 
layered. one might extrapolate from a selective synthesis of what has been 
discovered about the brains and minds of individuals with autism how art 
therapy treatment might capitalize on the brain’s relative strengths while 
addressing functional deficits. This is consistent with prominent art ther-
apy leaders’ assertion of neuroscience’s centrality to better understanding 
how and why art therapy works (malchiodi, 2003).

drawing on Cognitive Strengths

with autism, the way the brain responds to environmental input results 
in an array of difficulties with social functioning and learning. Areas of 
the brain typically connected by neural pathways for the function of pro-
cessing complex information, such as language and social cognition, are 
not effectively communicating with one another (minshew, 2010). This 
functional underconnectivity results not only in difficulties with social 
functioning but also in an information-processing problem. in a related 
model, the Parieto-Frontal integration Theory of intelligence (P-FiT; 
haier & Jung, 2008), intelligence and creativity are realized through a 
“highly distributed brain system,” including the parietal and frontal lobes. 
information is gathered through sensory means (the temporal and occipi-
tal lobes, among others, found in the posterior of the brain), fed to the 
parietal cortex, and passed on to the frontal brain regions responsible for 
applying meaning and taking appropriate, flexible action. This mechanism 
suggests that breakdowns of the highly distributed brain system result in 
significant difficulties with language, social function, and cognition.

using functional magnetic resonance imagery (fmRi) technology 
examining brain activation during participants’ processing of low and 
high imagery sentences, Kana and colleagues (Kana, Keller, Sherkassky, 
minshew, & Just, 2006) found that those with autism predominantly used 
parietal and occipital brain regions, located in the posterior of the brain. 
The data of participants with autism, when compared with that of con-
trols, confirmed that language and spatial centers, the frontal-parietal 
network, in those with autism were not as well synchronized as in the 
control group. Put more simply, individuals with autism frequently seem 
to be using mental imagery as a primary means of information process-
ing rather than only when necessary. The overreliance on these areas of 
the brain provides evidence of the underintegration of language in autism 
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as well as increased reliance on visuals to support comprehension of ver-
bal information. Further, there has been found to be a decreased size of 
a portion of the corpus callosum, critical to the connectivity of frontal 
and posterior brain areas, in the autistic brain (Kana, Keller, Cherkassky, 
minshew, & Just, 2008). This may be an additional reason for the adapta-
tion toward posterior regions, or those associated with imagery, for infor-
mation processing.

gleaned from their research, williams, goldstein, and minshew (2006) 
offer a profile of cognitive strengths and weaknesses for individuals with 
autism. Abilities include sensory perception, elementary motor, and visuo-
spatial processing. Relative cognitive weaknesses include concept forma-
tion and tasks involving complex sensory and complex motor function.

The intact strengths of sensory perception and visuo-spatial process-
ing would seem of particular relevance to art therapy. The use of visu-
als in treatment of individuals with autism has been found to facilitate 
processing across brain regions, resulting in changed brain structures and 
improved communication with higher-order brain circuitry (williams et 
al., 2006). in light of this finding, it follows that engagement with art pro-
cesses, visual and sensory by nature, might facilitate the acquisition and 
meaningful integration of information.

“Thinking in pictures,” as Temple grandin (1995), well-known writer 
and scientist with autism, so aptly referred to her processing system, may 
be an adaptation to the autistic brain’s underconnectivity in which the 
brain makes increased use of the parietal and occipital areas, relying less 
on compromised pathways to the frontal regions for processing. Perhaps 
compromised neural pathways might be mitigated and communication 
between higher- and lower-order brain circuitry might be sparked by 
concrete, visually based, sensory, predominantly nonverbal art therapy 
interventions. The visible object or piece of art from this process might be 
named or used as a point of connection with another, wherein the therapy 
of the art intervention challenges involvement of the frontal lobes in pro-
cessing the experience and working to assign meaning. without involve-
ment of the frontal cortex, abilities to appropriately socially interact, to 
demonstrate judgment and planning, and to adequately assess the mental 
states of others will remain impaired (Stuss, gallup, & Alexander, 2001). 
Research designs that can examine areas of activation in the brain during 
the application of art therapy techniques and processing of the art product 
are critical to assert this. of additional value would be the longitudinal 
investigation of demonstrated enhanced mental flexibility, verbal com-
munication, and decreased problem behaviors over baseline as a result of 
prescribed art therapy interventions.

Even with the lack of a complete research picture, art making has the 
capacity to have a profound impact on the functioning of individuals with 
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autism. Art involves the activation of places of cognitive strength in the 
brain, resulting in tangible art forms that might be responded to by the cli-
ent-artist, art therapist, and, where deemed appropriate, a larger commu-
nity such as a classroom, school, or neighborhood. The externalization of 
the internal, sensory experience offers a wealth of opportunity for promot-
ing parieto-frontal lobe connectivity. The artist with autism is challenged 
to find a word or phrase to accompany the art, and the art is emotionally 
and cognitively responded to in the company of the artist. The sensitive, 
thoughtfully framed external response to the art, either by the art therapist 
or another trusted member of the maker’s community, effectively mod-
els for the artist what should be an internal, frontal-lobe driven process: 
seeking meaning in the visual communication and connecting emotion 
to the work. Perhaps such repeated modeling and mediated opportunities 
for showing art and receiving feedback in response supports honing of the 
artist’s own brain pathways. Such priming might lead to increased abil-
ity to integrate and creatively express experiences, allowing an individual 
with autism the opportunity to begin to build a more fully realized self.

lack of integration among areas of the brain may leave individu-
als vulnerable to emotional and social problems (Noble, 2001). Belkofer 
and Konopka (2008), examining neurological activity before and after 
art making, discovered increased activity in the temporal lobe or “what 
pathway”—where images and meaning are linked—contributing to one’s 
experiences of joy, greater clarity of purpose, and sense of belonging to a 
community (Belkofer & Konopka, 2008) (see Figure  15.1). interventions 
aimed at enhancing connectivity or integrated activities of the brain 
may improve individuals’ internal and interpersonal lives (Siegel, 1999). 
Challenged with autism or not, humans need “to have another individual 
simultaneously experience a state of mind similar to our own,” (Siegel, 
p. 22) much like art and the creative process affords. life might then 
become more deeply meaningful.

Figure 15.1 Art can help individuals with autism visualize social interactions and communicate 
as yet an unspoken desire to be understood and part of a community.
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it has long been generally asserted that individuals with autism are not 
creative (Craig & Baron-Cohen, 1999). Creativity is defined as the pro-
duction of something both novel and useful within a given social context 
(Flaherty, 2005). it combines the elements of emotion, planning, and sen-
sory perception layered with linguistic, graphic, or motor skills (Jung et 
al., 2010). Art therapy seeks to help individuals with autism toward under-
lying potential for creativity. The visuo-spatial and sense perception brain 
strengths of individuals with autism suggest this potential. using the 
Torrance Creativity Tests, Craig and Baron-Cohen (1999) found evidence 
in support of creativity, discovering that individuals with autism were able 
to generate possible novel changes to objects, although fewer and with less 
imaginative fluency than compared with neuro-typical peers.

Creative potential is realized in the application of the creative product, 
regardless of sophistication, within the community in which individuals 
function. in art therapy, social connections are developed through the 
sharing of unique sensory and previously internal experiences concretized 
in the art product that is deepened over time and nurtures a sense of social 
competence. Seeking to facilitate creativity in the artist with autism, the 
art therapist provides developmentally appropriate art materials and inter-
ventions to engage the cognitive strengths of the client-artist. The art ther-
apist then invites individuals with autism to attempt or practice engaging 
their frontal lobe capacity toward assigning language or meaning to the 
work or art process, identifying and integrating emotions toward fuller 
community participation.

Figure 15.2 “This is what autism is,” the drawing declares, depicting a small boy in a red house 
looking out of his window saying, “Where is Mother! She was supose [sic] to be home hours ago!” 
and thinking, “It’s hard to wait.”
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“Artmaking is a valued activity that permits individuals on the margins 
of society to contribute meaningful work to the very culture that excludes 
them” (lentz, 2008, p. 14). Art acts as a potentiator as well as a mediator 
and facilitator of social reciprocity. Art production or sensory experiences 
with art materials, while often experienced as enjoyable, are not sufficient 
to promote the social, emotional, and cognitive growth in the autistic 
brain sought through art therapy. Art therapy interventions go further 
by specifically providing repeated, often long-term, verbal, and nonver-
bal opportunities for exploration of topics and concerns of importance to 
individuals with autism. This exploration attached to the art experience is 
critical for growth to occur and for a more defined self to emerge.

Art therapy is set apart from other related fields and methods of treat-
ments as art therapists use the process to stimulate individuals’ drive to 
communicate and engage in the novel experience of shared reality (osborne, 
2003) unlike sensory integration, which targets the process alone. Another 
field frequently confused with art therapy, art education, does not iden-
tify the facilitation of social-emotional growth as central to its curriculum, 
even though it is important to individuals’ creative developmental growth 
and understanding of aesthetics and art production. moreover, the cur-
rent treatment landscape for autism largely consists of adult-led pedagogy 
(TEAACh, PECS1), based in cognitive-behavioral theory, which positions 
the adult in a role of teacher, leader, creator, and solicitor of order and rou-
tine. it is presumed that treatment will progress along a steady, linear path 
of built on responses that initially are externally elicited but become inter-
nalized and generalized over time. Art therapy, when viewed as a treatment 
within this context, appears distinctly out of place. it is a person-centered 
methodology based on joining with the individual, by providing feedback 
and challenges in an effort to connect sensory experiences with meaning. 
Art therapy offers creatively mitigated opportunities for social reciprocity 
and competence building while celebrating idiosyncrasy and the capacity 
for individuals to learn and grow at their own pace. The art therapy session 
is a place in which the therapist and individuals with autism collectively 
experience possibility. Joining with the artists in a shared sensory process 
concretely demonstrates this commitment. Respecting and seeking to bet-
ter understand individuals’ special interest areas as expressed through art 
sends this same message of potentiality. long-term modeling and provid-
ing practice opportunities for socially interacting with peers engaged in 
the same art therapy group and process allows for individuals to advance 
at their own pace and build competencies.

The art therapist whose approach to treatment is respectful, develop-
mentally attuned, and person centered can become a powerful interven-
tion. “Art therapy provides a ‘communicative scaffold’ onto which further 
development including an increase in the use of verbal language can hang” 
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(Evans & dubowski, 2001, p. 101). Authentic selves are brought forward 
by a thoughtfully mediated creative process rather than imparted by rote 
means focused seemingly on promoting predictable, socially appropriate 
responses.

The visible language spoken in art therapy offers individuals with 
autism regular opportunities for meaningful play, social interaction, and 
expression of the self. it can be an effective means of treatment due to its 
ability to interface with areas of relative cognitive strength. its treatment 
power is fully realized through the developmentally attuned art therapist, 
witness to the sensory experience, and facilitator of socioemotional mean-
ing. Through this intervention, internal experiences might be communi-
cated, acted upon, integrated, and competencies built.

Case examples

in the nonpublic special education facility in which i work, art therapy 
is an integral part of the related services provided. The school, located in 
a major city on the East Coast, serves students ages 11–21 with multiple 
disabilities. Art therapy is valued for its unique methodology, providing, 
in many cases, a preferred means to tolerating clinical work demands. 
growth is reflected in students’ steady progress toward counseling goals 
established by a multidisciplinary clinical team. These goals are annually 
written or revised by clinical case managers and, where appropriate, in 
consultation with the art therapist. during each school year, treatment 
progress is also assessed through prescribed use of the Person Picking An 
Apple from a Tree drawing assessment (gantt & Tabone, 1997) that aids in 
the tracking of developmental growth and periodically the Face Stimulus 
Assessment (Betts, 2003) used to evaluate self-representation and ability to 
sustain series’ expectations with progressively decreased stimulus. Video 
is also used in the groups that i run for the purposes of self-reflection and 
self-assessment of behaviors as well as an art modality of its own in the 
expert company of a social work colleague who is also a videographer.

while select students receive individual art therapy treatment, most 
receive art therapy administered in groups. Considerations for referral to 
art therapy include a curiosity for sensory materials, tolerance of at least a 
minimal level of interaction with the art therapist around materials, and 
reactivity to the creative experience or the experience of peers. Treatment 
might target deepening awareness of self and others that might, dependent 
on cognitive functioning, ultimately lead to psychoeducation; enhance-
ment of symbolic thought; improved sensory and emotional regulation; 
developmental growth, such as capacity for sequencing experiences; men-
tal flexibility; and awareness of pleasure derived from a shared, mutually 
enjoyed experience.
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Some individuals with autism are not ready for group art therapy at the 
beginning of treatment, if at all, even if social skills building and mediated 
opportunities to practice emotional regulation are clinically indicated. 
This is most clearly the case with individuals for whom impulse control 
and affect regulation are not well managed. Behaviors stemming from 
such issues can prove highly disruptive to a group, leading to frustration 
and impeded social learning for all. This was true of the following two 
individual case examples. (Names have been changed to protect identi-
ties.) Treatment focused first on building trust in the predictable space of 
the art therapy studio, allowing for expression of the chaotic, emotionally 
charged internal world without censorship or immediate push to change. 
over time, the creative process was slowed, materials providing for greater 
control and narrative quality were introduced, and measured modeling of 
how the art might be emotionally responded to and named was offered. 
The student’s own experience and the social world were bridged.

Adam
my work with Adam, diagnosed with Asperger’s syndrome at time of treat-
ment, focused on self-persecutory themes for several years, at times debili-
tating anxiety, and, on good days, his deep love of family, famous actors, 
and movies. (This pseudonym was chosen in honor of his passion for old 
hollywood—Adam west.) he visually and verbally referred to himself as 
a “fugitive,” socially and emotionally under attack and always on the run. 
The repetitive themes seemed an effort to deal with overwhelming anxiety 
following a series of recently failed school placements. The anxiety-laden 
repeated topics also alerted the treatment team to his critical need for pre-
dictability in his environment.

given the therapeutic space to create reams of drawings of evil char-
acters, punishments, the crucifixion of Jesus Christ, and past school situ-
ations in which he had felt threatened, Adam was gradually able to make 
affective room for positive imagery. This gradual shift was his own. it was 
not brought forth through any specific art therapy intervention other than 
the maintenance of a predictable, safe studio space that offered permission 
for authentic expression and dialogue. Allowed to connect his experiences 
and feelings with personal historical context through the creation of his 
own “Bible” of drawings and writings, Adam’s fear-based images became 
less frequent. he began to write and draw about “anything being possible” 
and began to reflect on his daily socioemotional “bravery” in a journal 
format that he regularly shared in art therapy. Toward the end of the sec-
ond year of treatment, Adam verbalized that he felt lonely and expressed 
an interest in making friends as well as anxiety in the recognition that 
he wasn’t sure how to do so. in further processing these feelings through 
art themed on the classic movie, Babes in Toyland (Ford & maffeo, 1986), 
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specifically when he imagined the evil character Barnaby shrunken and 
caged, Adam chose to take on the social challenge of participating in an 
art therapy dyad. he repeatedly began to state as if reassuring himself as to 
having made a good decision: “you can’t just shrink away your problems.”

The art therapy dyad, in addition to continued individual treatment, 
offered playful opportunities to build on social skills first introduced and 
practiced in individual sessions. under the guidance of a particularly 
skilled art therapy intern, Adam was able to share his special interests with 
a same-aged peer with autism. The two practiced skills of compromise in 
developing mutually satisfying shared art activities, such as murals of 
commonly loved characters. The stage was set for Adam’s successful tran-
sition to an art therapy group.

The art therapy group into which Adam transitioned was psychoeduca-
tional in nature and one in which all members were diagnosed with autism. 
within this context, he was able to review his own growth and share his 
found competencies with others through collaborative video production. 
The resulting videos, created over 2 years, focused on operationalizing the 
diagnosis of autism into the challenges and strengths identified by group 
members. The videos included art, spontaneous creative movement, self-
reflective narratives, student-designed and conducted interviews of select 
staff about the diagnosis, and popular songs with lyrics of personal rel-
evance. The editing was done with the active involvement of group mem-
bers. The completed videos served as art forms in their own right. They 
were viewed within the school community and beautifully showcased the 
abilities of the group members. Through art therapy, in concert with expert 
individual counseling and case management, family support, and proven 
safety of the school environment, Adam was able to progress from a place 
of internal experience, filled with anxiety and self-persecutory imagery, to 
one of increasingly confident social engagement.

Exemplifying the significance that self-discovery through art can play 
throughout the life span, Adam elected to continue building on his com-
petencies by making art part of his vocation. he currently works part time 
as an artist in a supported art studio, creating pieces about his passions, 
which are for sale to the public. Though this is a new endeavor for him, he 
has shown the ability to discern creative content that might serve to con-
nect him with others versus art that is of a personal nature and might bet-
ter be used as a tool for emotional regulation. he has also come to delight 
in the positive effect his now playful art has on others.

Chris
For another client-artist, Chris, individual art therapy progressed slowly over 
the span of several years. diagnosed with autism, Chris frequently engaged in 
self-talk that featured the scripting of favorite scenes from animated movies, 
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mostly disney. he also paced and would rapidly write with his finger in the 
air. he was difficult to engage when he was responding to his internal world, 
laughing aloud and smiling as presumably the images, songs, and stories 
streamed by in his mind. he did not initially have counseling hours scheduled, 
seemingly as a result of his difficulty with traditional means of social interac-
tion. Because of his parents’ advocacy, the highly individualized and student-
centered philosophy of the school, and his demonstrated interest in engaging 
with art materials, he was referred to art therapy despite this situation.

initially Chris sought out a variety of materials including paint, masks, 
and collage items, seeming to embrace their creative possibilities. he even-
tually settled on paint and spent months filling various sized papers with 
“rainbows.” The pace at which he would work, layering random, rapidly 
applied colored brush strokes, would routinely leave the “rainbows” a 
muddled brown. in an effort to help Chris more fully realize his verbalized 
intention of creating “rainbows,” i offered him permanent markers with 
which to fill the picture plane, as i knew the colors would remain distinct 
even when overlapped. Chris seemed to delight in this new process that 
seemed to bring a bit more order to his self-expression. when asked, he 
began to offer simple titles in response to his color-filled pages, naming 
what appeared to be abstractions: “an ocean,” “the jungle,” “a forest.” The 
images seemed to reflect dense, fluid realms of experience. i responded 
with increasingly sophisticated interventions aimed at facilitating differ-
entiation and greater symbolic representation, further seeking to engage 
higher cortical processes. he was challenged to fashion objects that might 
be found in such environments, returning to the use of a variety of materi-
als. Among them, he created snakes, flowers, people, and elephants. Chris 
was able not only to practice flexibility in accepting different methods of 
work but also to demonstrate developmental growth through symbol for-
mation and expanded narrative. he began to spontaneously engage me in 
play with the objects and invited family and select staff to view his efforts. 
he became so excited about his growing success in conveying thoughts 
and feelings that he would blow kisses at me as he left sessions.

After 1 year of demonstrated benefit from the modality, counseling 
hours, goals, and objectives were added to Chris’s individualized Education 
Program (iEP). while his progress was by no means fluid over the years that 
followed, after 4 years Chris had become fully engaged with me in designing 
calendars of weekly session activities, offering paragraph-length narratives 
in response to my questions and inserted speech bubbles, and inviting guests 
to see and respond to his work. Clearly still challenged by the symptoms of 
his autism as evident in his continued self-stimulatory behaviors and dif-
ficulty with routine engagement, art therapy had become a consistent venue 
for expression of self and a platform for expanding social competence. his 
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“scribbles” as he now termed them, formerly known as rainbows, provided a 
strategy he used in stressful times to self-soothe and reorganize.

Just before his final school year, Chris returned to painting, the medium 
he had previously struggled to control. he self-selected significant support-
ive staff and carefully drew and painted each piece. Recognizing the great 
challenges he had set in motion for himself in this undertaking, i provided 
Chris with the visual support of a photograph of each person to be painted. 
As i would trace the lines of the face with black marker, he would draw the 
highlighted feature with pencil and then “trace his success” on his paper 
with the same black marker. The process of quickly making permanent 
his successful pencil lines seemed to help him control his demonstrated 
impulsive urges to self-sabotage his effort. in choosing to display the fin-
ished works in the school and later in a community show, he showcased 
his overwhelming growth and provided himself concrete opportunities 
for expressing gratitude for beloved staff before graduating. he completed 
a final self-portrait his senior year. once finished, he bounded from the 
room portrait in hand, declaring to those who happened to be in the hall-
way at the time, “i’m a painter!” (Figure 15.3).

a Spectrum of groups

Art therapy groups for young people with autism are best conceptualized 
along a continuum, with membership determined on the basis of the ado-
lescent’s current level of internal distraction and willingness to engage with 

Figure 15.3 The several-year process of moving from undifferentiated color and line to sup-
ported development of symbols and better impulse control allowed this student to identify and 
depict those individuals of greatest support to him as well as to create this image of himself in the 
art therapy studio.
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the social world. in my experience, select students whose greatest need is 
to develop awareness of self and others and who present as largely inter-
nally distracted, if not nonverbal as well, might be served best in a group of 
peers making art in the company of one another. Social interactions then 
might be introduced slowly over time and focus on members’ interactions 
within the studio environment. The art therapist’s role is to capitalize on 
opportunities for pointing out a shared thematic interest revealed in the 
art or similar art processes among peers.

 my “parallel process group,” initially conceived of in 2003, was devel-
oped with these goals in mind. The group began as a result of a cohort of 
students (ages 13–17) with an innate drive to create art without the need 
or desire for any creative stimulus or invitation on my part. much like an 
art therapist might be in an open studio format, i was then free to help the 
students use the safe space and the art made within to build social connec-
tions. This happened through practiced greetings at the start and end of 
group, facilitation of shared materials, and routinely hanging their artwork 
up in the studio for comment. This group continues to be offered each year 
with differing membership. At times, the group has also had the benefit of 
co-treatment with a speech-language pathologist, who brings to bear her 
expertise in mapping language onto the art product put to social use.

over the years, the quality and level of social interaction between mem-
bers has varied. members have been introduced to new supplies for use in 
creating art about special interests,2 expanding their repertoire of creative 
responses beyond their preferred material. This also served to challenge 
mental flexibility and emotional regulation, as peers’ reactions to their art-
work and beloved topics was not always positively framed. during other 
years, the students have also been supported in creating aesthetic envi-
ronments with their art. For example, one member’s repetitive creation 
of multicolored paper “jellybeans” was used to make a cave-like, sensory 
space in which the jellybeans and other imagery were hung. Similarly, 
they have been helped to turn isolated images into simple puppets or ele-
ments of a cut paper animation and further guided through the process of 
developing a basic story and dialogue. most recently, several group mem-
bers demonstrated a routine interest in drawing miscellaneous portraits. 
Playing on this interest, i invited them to draw self-portraits and portraits 
of each other over several weeks (Figure 15.4).

These successful mixed-media portraits were excitedly received by the 
group members, who then accepted my offer to help them enter the art-
works into a local art competition organized around the theme of self. To 
the group’s delight, their entry was accepted and the framed portraits were 
hung for the larger metro-area community to appreciate. The members 
were then helped to further process the experience through the creation of 
a video sharing their thoughts and feelings in response to seeing themselves 
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and their art in a public space. over the years, i have consistently sought 
to engage members first with their own art forms and then worked to help 
them toward a place of social interaction. it is from this place that organi-
cally derived collective use of the art product might further move mem-
bers toward enhanced self-awareness and social competency.

other autism-exclusive art therapy groups that i facilitate are composed 
of students who are socially engaged more easily, with intense passion for 
special interests and associated difficulties with emotional regulation. one 
of these groups has also folded in psychoeducational goals. “Autism: The 
movie” and “Autism: The Book” groups have specifically focused on iden-
tifying strengths and abilities as well as psychosocial challenges relevant 
to autism. The learning process has unfolded through active involvement 
in the creation of two videos and altered books. Creating altered books 
involves the transformation of secondhand volumes into art pieces that 
showcase self-discoveries (Figure 15.5).

Both formats have allowed the group members to incrementally digest 
diagnostic information about autism and to address their own relevant 
personal experiences. The students have been given the freedom to reject 
diagnostic pieces that they feel do not accurately reflect them and to 
emphasize areas of particular personal strength or weakness. The videos, 
as detailed a bit earlier in Adam’s case, led to student-designed fact-finding 
interviews about the diagnosis and subsequent delivery of personal narra-
tives exemplifying socioemotional growth. The group members who cre-
ated the first year’s video, inspired by what they had discovered through 

Figure 15.4 Self- and other portraits completed by group members were framed side by side and 
displayed as a part of a citywide youth media festival celebrating self-awareness.
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interview and in creative response to learning more about the diagnosis, 
spontaneously chose to record final thoughts about what they wanted peo-
ple to “please remember” about autism:

Just because someone has autism, doesn’t mean you are insane or 
in trouble. People with autism want to get out of misunderstanding 
[sic] in school. we want to be understood. People with autism need 
to understand that other people have different tastes which gets on 
our nerves. People with autism need a break sometimes. Please treat 
people with autism with dignity and respect.

Student-chosen songs and lyrics were also compactly woven into the 
video, including short clips from Bruce hornsby’s “The way it is” (1986) 
and The Cars’ “you might Think” (1984), which insightfully offers: “you 
might think i’m foolish, but baby it’s untrue. you might think i’m crazy. 
All i want is you.” Along with other selected song lyrics used in student-
made videos, this line has repeatedly given this writer pause to question 
just how “mindblind” those with autism truly are, provided adequate 
neuro-connective creative experiences.

in year 2, group members returned to their video as well as the 
video Autism and Me by Rory hoy (2007) that had lent initial inspira-
tion. Through watching both repeatedly and further creative processing 
of the experiences offered in each, the students identified the subject of 

Figure 15.5 In Autism: The Book group, students transform antiquated books about disability 
and handicap into altered books, visually exploring challenges and personally identified strengths 
related to autism. Here, a student explores his experience of difference through the metaphor of a 
Rockhopper penguin and the resultant social anxiety he feels, which he experiences both as the 
Leopard Seal depicted, as well as at other times the Orca, aggressing before being aggressed upon.
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change as one they wished to explore further. Toward the end of the school 
year spent making art, writing, and selecting poignant songs, members 
recorded their journeys in a second video titled Growing Up and Looking 
Back. Adam shared the following humorous but touching thoughts during 
his appearance in the video:

i am blessed with autism. it will keep me out of jury duty and the 
army. i used to feel bored and misunderstood before i came to (my 
school). Now, i write in my journals, e-mail, use my razor to make a 
quick shave on Sundays, and i am on my own in school. my autism 
used to go off in school and i would raise my voice. i am in control 
now. The B sisters and ms. R lit up my life. i am no longer bored or 
misunderstood. Thank you.

The progress of therapy tends to be exceedingly slow for young people 
diagnosed with autism spectrum disorders, and the path of therapy can 
be frustrating in its oft nonlinear evolution. if the therapist is willing to 
embrace these challenges and is fortunate enough to be allowed the oppor-
tunity to provide long-term treatment, engagement with art can offer con-
crete and joyful inroads toward activating latent neural pathways. Art can 
and does facilitate greater connectivity and communication in individu-
als with autism—a repeated, clinically derived conclusion that desperately 
calls out for greater empirical study.

endnotes
1 TEACCh, or Treatment and Education of Autistic and Communication related handi-

capped Children, was developed by the department of Psychiatry, School of medicine, 
university of North Carolina. it is a comprehensive, community-based methodol-
ogy including research, consultation, and professional training. PECS, or the Picture 
Exchange Communication System, was developed as an augmentative form of communi-
cation that allows those with communication deficits to initiate communication through 
the exchange of a picture of a desired item and the reciprocal honoring of the request. 

2 Special interest areas (SiAs) are passions that capture the mind, heart, time, and atten-
tion of individuals with autism, providing a means through which they view the world 
(winter-messiers, 2007). They have been positively correlated to well-being and self-
esteem and are of critical importance to treatment (winter-messier). it follows that to 
encourage growth of self the therapist must embrace the SiA and sensitively coax its 
expansion toward less rigid expression. 
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ChaPter 16
Music Therapy Interventions for Social, 

Communication, and Emotional 
Development for Children and Adolescents 

With Autism Spectrum Disorders
darCy WalWorth

Introduction

music therapy is the clinical and evidence-based use of music interven-
tions to accomplish individualized goals within a therapeutic relation-
ship by a credentialed professional who has completed an approved music 
therapy program (AmTA, 2011a). music therapists meet with patients 
and clients to assess the specific need areas for interventions. once need 
areas are identified, music therapists will determine individualized goals 
and objectives for meeting those goals. documentation is completed after 
intervention sessions to monitor improvement or attainment of the goals. 
Termination of services is recommended when all goals are met or when 
improvement is not seen within the specified time frame for intervention.

music therapists use a variety of treatment interventions that incorpo-
rate preferred music and strategies that best fit the client’s interaction and 
learning style. The highly individualized treatment plans are one of the 
reasons music therapy can look so different to a person observing several 
different sessions. music therapists are adept at assessing client responses 
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in the moment and changing intervention techniques as patients’ responses 
change, always meeting clients where they are to provide the optimal ther-
apeutic interaction between therapist and client.

The idea that music can be therapeutic has a deep history that can be 
traced back to ancient times as seen in biblical and historical writings in 
many cultures such as China, india, greece, and Egypt (horden, 2000). 
in America, music therapy began to develop as a therapeutic intervention 
after world war i and world war ii when veterans returned home with 
physical and emotional traumas. musicians who visited the hospitals were 
able to elicit notable change in the emotional and physical responses from 
the veterans. This ability to change responses resulted in musicians being 
hired by hospitals to address the various issues their patients faced (AmTA, 
2011b). musicians who were hired realized that training was needed to 
provide effective interventions for the patients, leading to the formation of 
college degree programs. Today, colleges in America offer bachelor, mas-
ter, and Phd levels of degrees in music therapy. The field now encompasses 
interventions for individuals in medical and psychiatric hospitals, special 
education in school systems, rehabilitative services, hospice and palliative 
care, prison inmate programs, physical and substance abuse victims, and 
private practice services.

Children at risk or diagnosed with autism spectrum disorders (ASd) 
have shown positive benefits from receiving music therapy interventions. 
A meta-analysis of music therapy interventions with children and adoles-
cents diagnosed with ASd concluded that all music interventions included 
in the analysis were effective regardless of the method or purpose of the 
intervention variable (whipple, 2004). The dependent variables included in 
the analysis consisted of social, communication, and cognitive goals such 
as reducing challenging behaviors, reducing self stimulation behaviors, 
increasing spontaneous speech and frequency of communicative acts, fol-
lowing instructions during gross motor and computer tasks, identifying 
pictures, and acquiring a larger vocabulary. This empirical support for inclu-
sion of music therapy as a viable intervention is encouraging as more par-
ents and clinicians look for multidisciplinary team treatment approaches.

Why Music Interventions Work

music has been shown to contribute to cognitive development, emotion 
regulation, and social interaction (Juslin & Sloboda, 2001; Trevarthen, 
1999) by stimulating neural growth and cortical interconnectivity. 
interestingly, individuals with autism spectrum disorders show no defi-
cits in recognizing the emotional content in music (heaton, hermelin, 
& Pring, 1999). Additionally, children with autism spectrum disorders 
demonstrate superior auditory discrimination skills when compared with 
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neuro-typical children (o’Riordan & Passetti, 2006). These findings sug-
gest that these particular children are amenable to music as part of their 
therapeutic programming. Neurobiological research into the processing 
of music suggests that the same area of the brain is activated during audi-
tory processing of music as negative and positive emotions and the visual 
processing of faces (Koelsch, Fritz, Cramon, müller, & Friederici, 2006). 
Children who participate in music therapy interactions will therefore be 
activating the same brain region to process the music stimuli while they are 
processing facial inputs of peers in the group and the emotions expressed 
during the group. using the intact music-emotion processing to improve 
the impaired facial and social emotional processing for individuals with 
ASd may be one reason children show gains in socialization after par-
ticipating in music therapy sessions. A recent line of neurological research 
into social connection and connectivity proposes that the human mirror 
neuron system links music perception, cognition, and emotion through 
an experiential mechanism (molnar-Szakacs & overy, 2006). This system 
may be the common neural area where combinatorial rules are processed 
for language, action, and music, which communicate meaning to an indi-
vidual as well as human affect. Abnormalities of the limbic system such as 
the amygdala might contribute to an impaired ability to link visual per-
ception of socially and emotionally relevant stimuli with social knowledge 
and behaviors (Adolphs, Sears, & Piven, 2001). it is theorized that individ-
uals with ASd recruit different neural networks and rely on different strat-
egies when processing facial emotion (wang, dapretto, hariri, Sigman, & 
Bookheimer, 2004). Taken together, these various research studies provide 
a promising justification for using music in the treatment of autism spec-
trum disorders.

determining goals to address Within Music Therapy Sessions

The first step in the treatment process for music therapists is conducting an 
assessment of a child’s strengths and need areas. while some music thera-
pists choose to create a unique assessment for each child, others choose 
to use an existing standardized assessment tool. There are many different 
methods of assessments that music therapists report using in school and 
clinical setting in the course of providing intervention for children with 
ASd (layman, hussey, & laing, 2002; wilson & Smith, 2000). one such 
tool, the Special Education music Therapy Assessment Process (SEmTAP), 
sets itself apart as an assessment process rather than an assessment instru-
ment per se. it assesses all of the domain areas for which children can 
receive music therapy. many music therapists working in the school set-
ting choose to use the SEmTAP because it conforms to federal education 
laws and is designed specifically to compliment the iEP for each student 
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(Brunk & Coleman, 2000, 2002). Another tool being used by music thera-
pists working with children who have communication disorders including 
ASd is the SCERTS Assessment model. An analysis of music therapists 
providing intervention with clients at risk or diagnosed with ASd found 
the SCERTS tool to be an appropriate assessment option (walworth, 2007; 
walworth, Register, & Engel, 2009). The SCERTS model assesses strengths 
and identifies needs for children in the areas of social communication, 
emotional regulation, and transactional support. The SCERTS is unique 
in its design in that it not only assesses but also generates specific interven-
tion goals that are measurable and attainable in a 3-month time period.

The skillful application of an established observation procedure can 
increase the likelihood of capturing an accurate picture of the child (Jellison, 
2000). This enables a music therapist to create meaningful and appropriate 
goals for the music therapy intervention. The establishment of appropriate 
goals provides the catalyst for the changes a child can experience as a result 
of participating in music therapy intervention. An experience can be posi-
tive for both the client and family without any treatment goals. however, 
the use of specific goals and objectives provides a framework for progress 
being made by the child. Additionally, having concrete goals and objec-
tives can open dialogue for collaboration with other treatment team mem-
bers providing intervention services. Providing comprehensive services to 
clients allows team members to build on the skills and intervention tech-
niques being addressed in each other’s sessions. when children are expe-
riencing strategies to improve similar or related goals across therapeutic 
environments, the transfer of new skill acquisition is more natural.

how Music Therapy Interventions Meet goals

music therapists are able to target music and nonmusic goals when work-
ing with ASd children. Some children who have shown a specific interest 
or talent in playing a musical instrument can benefit from receiving music 
lessons from a music therapist. A music therapist who is giving music les-
sons will be able to identify challenges the child faces after conducting the 
initial assessment. As music lessons progress, a music therapist can use the 
opportunity of teaching music instrument skills to teach nonmusic skills 
such as turn taking, following distal points when communicating verbally 
(pointing away from your body with a finger), regulating when routines 
change within the session, and using a support system to augment com-
munication during the lesson.

many music therapists, however, do not provide music lessons but 
choose to provide interventions solely for the nonmusic goal areas. in this 
situation, a music therapist will incorporate music into each session as the 
engagement medium for the acquisition of new skills. it is recommended 

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 C

ol
le

ge
 L

on
do

n]
 a

t 1
2:

37
 1

2 
O

ct
ob

er
 2

01
7 



music Therapy interventions • 321

when interacting with children with ASd that interventions teach func-
tional skills in a conventional, nonthreatening environment with natural 
reward systems (lord & mcgee, 2001). The natural sequence or flow of 
a music therapy intervention session will lend itself to opportunities for 
communication, emotional responses, and socialization. Repair strategies 
are attempts that a child makes to repair a communication breakdown and 
will also naturally occur within sessions when a request is unclear or the 
way to play an instrument being used in the session needs clarification. 
instead of forcing an objective into a session plan, music strategies can 
naturally provide an ideal learning environment for skills a child needs in 
various settings.

An example of the natural learning environment in music therapy ses-
sions can be seen with children who have difficulty following eye gaze. in 
this situation, it is helpful for there to be something interesting or intrigu-
ing to look at. music instruments are often colorful and novel and therefore 
provide a natural interest for following gaze toward an object. oftentimes, 
music therapists will use a group setting for children with ASd. There are 
many benefits to conducting interventions with peers present. using the 
same example of eye gaze, there are many natural opportunities for chil-
dren to follow a therapist’s or peer’s gaze during songs. when rolling a ball 
between children and therapist and singing about who has the ball, chil-
dren will not know to be ready for the ball coming to them unless they are 
following the ball or the eye gaze of the person passing the ball. A music 
therapist will structure the activity to set up the child for an opportunity 
to follow eye gaze instead of the movement of the ball by pausing in the 
song “i roll the ball to . . . (Pause).” when the child looks at the therapist 
and sees her eye gaze toward the intended ball receiver, the song then con-
tinues “. . . Jesse, he rolls it back to me, rolling, rolling.” music is a natural 
reinforcer when it is a pleasurable stimulus. Because of this quality, the 
removal of the stimulus (i.e., interrupting the song) causes a motivation to 
engage in the desired behavior for the music to continue.

Another common goal area that naturally occurs through music is 
shared attention. Eye gaze is a skill that is necessary to share attention, so 
the two skills build on each other. when a music therapist uses orff xylo-
phones (wooden instruments with removable tone bars) and assigns parts, 
a natural opportunity is presented to share attention so each child knows 
when to start and stop playing. This naturally happens within the structure 
of the song. Each chord or section of the melody will have closure, allowing 
group participants to shift their attentional focus to the next person play-
ing the continuation of the song. Visual or auditory cues can be used by 
the music therapist to support children in this task. if nonverbal cues are 
paired with the musical structure cue, children are given two natural cues 
for shifting their attention while using an object in a conventional way. 
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Some children with ASd will immediately spin a drum when they are pre-
sented with the instrument and a mallet instead of hitting the drum with 
the mallet. The natural cue of marching while playing a drum provides an 
opportunity for children to attend to the action of marching while playing 
the drum with a mallet.

improvements in gaze, turn taking, object use, and joint attention for 
children with ASd have been found when social partners imitate their 
behavior (lewy & dawson, 1992). Songs can naturally incorporate imi-
tation of music behaviors, such as copying rhythm patterns on a drum, 
or nonmusic behaviors, such as movements and faces. music therapists 
can incorporate peer imitation by making group members leaders of the 
activity that is then copied by the other group members. when children 
participate in a social group through music, the task of imitating the way 
an instrument is played requires them to attend to the social partner to 
pick up the situational cues needed to play the instrument and anticipate 
the action of the leader.

music therapists are consulted, contracted, or placed full time into 
school systems to address barriers to academic learning experienced by 
some children with ASd. one quality music possesses is the ability to 
capture attention easily. when children are not attending or engaged 
in a meaningful way at school, it can be difficult for teachers or peers to 
reach them verbally. music, however, provides a new stimulus that often 
directs attention for shared purposes. when children become dysregu-
lated behaviorally or emotionally, music can soothe and calm based on its 
predictability and repetition. Establishing a positive association between 
emotions and music stimuli occurs naturally for many children. music can 
also function as a cue. many people are familiar with the “clean-up” song 
commonly heard in preschools and day cares. in the same way the clean-
up song cues children what task is now at hand, songs can be written by 
music therapists to cue a child that a certain event is going to occur. For 
a child who has difficulty transitioning from the classroom to the lunch-
room, a song about walking to the door and going to the lunchroom to eat 
can provide the additional support he needs to make the transition while 
remaining calm.

music therapists who provide services in the community clinic or home 
environments commonly incorporate the parent into the session. This is 
recommended because children will more readily follow their parent’s 
gaze, will have better affect, and will play with more toys when they are 
imitating, playing, and involved in communication activities with their 
parent (dawson & galpert, 1990; Rogers, herbison, lewis, Pantone, & 
Reis, 1986; Rogers & lewis, 1989). many parents are interested in learning 
specific techniques for incorporating music into the home environment 
to help with transition difficulties, behavior outbursts, and responses to 
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their child’s attentional focus. while some parents do not think they are 
“musical” enough to sing with their child at home, the repeated expo-
sure to music during intervention sessions builds their confidence so they 
are often willing to try singing on their own. By including the parents 
as members of the treatment team, music therapists are able to find out 
the greatest needs of the child outside of the clinical intervention setting. 
Creating meaningful interactions through music for parents and children 
in between sessions increases the likelihood of a child transferring skills 
to other settings.

Siblings and friends are also included in music therapy sessions to 
increase the skills of peers who frequently interact with children with 
ASd. Peers are able to learn how to initiate positive interactions through 
songs and music games as well as how to be successful in engaging their 
sibling or friend into the music activity. Children are wonderful models of 
appropriate behaviors during music sessions because it is natural to play 
instruments appropriately versus atypically. The natural imitation and 
turn taking embedded within many songs creates interactions that do not 
seem forced for the purpose of learning a new skill.

Successful applications of Music Therapy Interventions

Playground Case Studies
in an effort to increase social participation and interaction skills on the 
playground, Kern and Aldridge (2006) investigated four boys aged 3 to 
5 years old diagnosed with ASd who were exposed to an outdoor music 
center added to the playground. The children were recommended for 
study participation by their teachers and parents. All children exhibited 
an absence of peer-related interactions on the playground and showed an 
interest in music. Two peer buddies were chosen from the classmates by 
the teacher and therapist each day of intervention. The peer buddies dis-
played an interest in music, typical socialization skills, a positive relation-
ship with the ASd child, and a desire to participate in the intervention.

A covered music hut was constructed on the playground with age-
appropriate instruments installed and secured to the structure of the hut. 
A large variety of instruments was incorporated within the music hut to 
foster a desire to engage in music play. Each child had a song composed for 
them by the music therapy researcher that addressed the specific strengths 
and goals identified by the interdisciplinary team for the study. Teachers 
were trained in the developmentally appropriate ways of interacting with 
the children in the sound hut. Additionally, children were familiarized 
with the songs before interventions in the music hut occurred. data were 
collected over a period of 8 months and consisted of a 10-minute sample 
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of the child’s playground behaviors for each experimental condition. The 
number of days observed for each child ranged from 30 to 71 sessions.

Child 1 spent most of his playground time in solitary activities such as 
riding a tricycle or digging in the sandbox. when he did initiate interac-
tions with other children, it was typically through a negative behavior like 
taking toys away. This child’s peers rarely initiated interactions with him. 
The highest rate of time spent engaged in peer participation in baseline 
observations for this child was 18%. with the addition of the music hut 
without adult assistance, the rate of positive peer interaction ranged from 
3 to 40% at the highest level. The addition of the teacher-assisted music 
hut play increased positive peer interaction to a range of 33 to 68%. The 
peer-mediated music hut play condition resulted in the most stable levels 
of positive peer interactions and ranged from 40 to 45%.

Child 2 did not engage in meaningful play of any type on the play-
ground without adult assistance. he most often ran or turned around 
in circles while singing and signing familiar songs to himself. when not 
engaging in these aimless wanderings, he often lay on a bench by him-
self. Both the baseline observations and the music hut with no assistance 
observations resulted in a maximum rate of 13% of time spent in positive 
peer interactions. The addition of the teacher mediated interactions in the 
music hut dramatically raised the amount of time spent engaged in posi-
tive peer interactions to 53 to 93%. The peer-mediated condition resulted 
in this child engaging positively in the range of 43 to 80% of time spent in 
the music hut.

Child 3 often made his peers afraid to interact with him due to his 
rough play when he did approach them for interaction. Although he did 
make some attempts to interact, he most commonly spent his time on the 
playground by spinning a leaf, wandering aimlessly, or sitting on a bench. 
he did respond to adult assistance to play meaningfully when prompted. 
when observed in baseline conditions, this child had a maximum of 15% 
of his time spent in positive peer interactions. The addition of the music 
hut to the playground resulted in a range of 0 to 23% of time positively 
engaged. when a teacher provided assistance in the music hut, it caused 
a large increase in time spent in positive peer interaction ranging from 33 
to 93%. during peer-mediated interventions the amount of time spent in 
peer interactions ranged from 8 to 33%.

Child 4 would initiate interactions with peers on the playground when 
he was interested in the object they were playing with. otherwise, he 
would run around and chase moving objects such as tricycles around the 
playground in solitary play. he also would spend time rocking his body 
back and forth. Baseline observations for this child resulted in a maximum 
of 5% of time spent engaged in positive peer interactions. There was little 
change with the addition of the music hut, which resulted in a maximum 
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of 10% of time spent engaged in peer interactions. when teacher-mediated 
interventions were added, the range of time spent in peer interactions was 
28 to 80%. The peer-mediated interventions resulted in 13 to 40% of time 
spent engaged in positive interactions.

with each child observed, the amount of time spent engaged in unsup-
ported positive peer interaction increased when comparing peer-mediated 
play with the baseline and the music hut without intervention settings. The 
most dramatic increases in engagement for each of these children occurred 
when the teachers assisted with the interactions in the music hut, which is 
to be expected. The encouraging finding from all of these cases is the rate 
of interaction increases that was found between peers and the child with 
autism. These increases occurred without support from teachers or adults 
in a naturalistic setting. This program is effective over time and increases 
communicative attempts between children on the playground.

Self-Contained Classroom Case Studies
Brownell (2002) conducted a series of four case studies with male children 
aged 6–9 years old who exhibited problem behaviors in the school setting 
in a self-contained classroom. The children were individually referred for 
music therapy intervention by their teacher and were all verbal with at 
least prereading skills. Target behaviors for the four children were talking 
less about television, listening to directions and following them, and using 
a quiet voice, for two of the case study subjects. The interventions used in 
the treatment conditions were social stories written specifically about the 
child’s desired behavior change that were either sung or read verbally. The 
three treatment conditions each child received were baseline (A), reading 
the social story (B), and singing the story (C) presented in ABAC/ACAB 
order. Baseline frequencies of each targeted behavior were tallied during 
1-hour segments prior to the social story intervention beginning and again 
between types of treatment conditions. one-hour observations of behav-
iors immediately following the interventions were conducted in the class-
room at the same time of day as baseline observations.

The first child in the case studies was causing disruptive behavior in the 
classroom when making repetitive statements from movies or television. 
This child’s teacher referred him for the music therapy intervention with 
the goal of reducing the amount of TV talk in the classroom. The interven-
tion treatments were scheduled during the time of day the teacher identi-
fied as the most problematic for the child, when he consistently made the 
greatest frequency of TV talk statements. when comparing the frequen-
cies of TV talk between treatment conditions, there were significantly fewer 
echolalia television statements made by the child following the social story 
reading and singing conditions (p < .05). The lowest levels of TV talk were 
made after the music therapy interventions when the social story was sung.
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The second child in the case studies was referred by his teacher for lack 
of responsiveness accompanied by flat affect when verbal directions were 
given to the child. This behavior was persistent in all settings and through-
out the entire day. Comparison of treatment conditions found significant 
differences between baseline and treatment conditions (p < .05) for the 
number of times a direction was repeated before the child responded. Both 
the singing and reading of the social story resulted in decreased numbers 
of directives stated by the teacher. interestingly, the observation of base-
line behaviors in the middle of the treatment conditions also showed an 
improvement in behavior, suggesting the child transferred the knowledge 
gained about following directions to the classroom without having the 
intervention that day.

The third and fourth children were both referred by their teachers for 
interventions addressing decreasing their vocal volume when speaking 
in the classroom. The third child often scared other students in the 
classroom when using his loud shouting voice, resulting in behavior 
disturbances from his peers. The behaviors occurred throughout the 
day, so the intervention session was selected to occur in the morn-
ing. The baseline measurement consisted of the number of times the 
teacher verbally cued the child to use his quiet voice or shushed him. 
A significant reduction in the number of time the teacher cued him to 
use his quiet voice was found after both the reading and the singing 
treatment interventions.

The fourth child in the case studies also displayed a loud shouting voice 
and commonly made loud nonsense noises, leading to classroom behavior 
disturbances. many times, this child was removed from the classroom to 
allow other students the ability to stay regulated and be able to participate 
in the classroom instruction time. The baseline measurement consisted 
of the number of times the teacher verbally cued the child to use his quiet 
voice or shushed him. Since his behaviors occurred throughout the day, 
the afternoon was chosen to implement the intervention sessions. The 
number of times the teacher cued him to use his quiet voice or shushed 
him was significantly lower after both of the intervention sessions.

when looking at the data for all four case studies, it is apparent that the 
negative behaviors occurred with the lowest total frequency after the music 
assisted social story conditions (Brownell, 2002). while there were not 
overall significant differences found between the reading and singing social 
story interventions, the trends toward music being very effective at reduc-
ing problem behaviors in the classroom is promising and warrants further 
investigation. it is possible that with more than two intervention sessions 
the behaviors could have a more lasting change for children with ASd.
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Preschool Case Studies
Kern, wolery, and Aldridge (2007) conducted two case studies with 3-year-
old children in a preschool setting. Both children had a very difficult time 
transitioning into the classroom each morning to begin the day at pre-
school. Parents, teachers, and therapists recommended that both children 
receive assistance from the music therapist to address this issue. The music 
therapist consulted with teachers to incorporate a song into the morning 
transition time from home into the classroom for the two children. Before 
the study began, common behaviors for the first child in the case stud-
ies were lying on the floor outside of the room, screaming, and refusing 
to enter the room. Common behaviors for the second child consisted of 
entering the room but refusing to let go of his caregiver and crying.

Both boys had limited speech and used the Picture Exchange 
Communication System (PECS) to augment their communication with 
others (Frost & Bondy, 2002). The PECS system uses small picture cards of 
images paired with words to augment the communication ability for chil-
dren at risk or diagnosed with communication disorders. These children 
were used to seeing a PECS symbol of a stick figure waving with the word 
hello when they entered the classroom. This symbol was incorporated into 
the music therapy routine created to help their morning transition go more 
smoothly. The music therapist providing intervention composed unique 
songs that addressed the five desired morning routine steps to disengage 
from the caregiver and integrate into the classroom. Staff and caregivers 
were given a Cd to practice the songs and learn them for incorporating 
into the morning transition time. A multiple baseline design was used to 
compare behavioral responses with the interventions for each child. The 
baseline condition incorporated a five-step transition sequence that was 
followed verbally by staff and caregivers. The music therapy intervention 
condition used the same five-step routine, with the alteration of singing 
the steps instead of verbally stating them. The music therapist composed 
each song based on the child’s personality and music preferences.

The first child reported in this case study had very positive responses 
to the music intervention compared with the verbal statements for each 
morning routine step. The number of steps completed independently 
never rose above two with the verbal statements condition. After music 
intervention was initiated this child’s independent behaviors showed a 
steady increase and stabilized at four positive behaviors of the desired five 
steps during morning transition time. Returning to the baseline verbal 
condition resulted in the number of independent behaviors immediately 
dropping back to two independent responses. The initiation of the music 
condition caused an increase in independent responses that stabilized 
again at the four-responses rate.
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The second child in the case studies also had positive results with the 
music intervention once it was modified to not include saying good-bye in 
the classroom but saying good-bye to his caregiver at the door. Similarly, 
both baseline verbal condition responses were low and were primarily in the 
two- to three-responses range. during the two modified music interven-
tion conditions, responses were consistently three independent responses 
and four independent responses of the five-step transition routine. Peers 
within the classroom responded positively to the music routine by coming 
up to this child independently and engaging in a social exchange.

The results from Kern et al. (2007) provide another documented inter-
vention that can be implemented by teachers, families, and music thera-
pists. The addition of singing to instructions that are typically stated 
verbally is a simple modification to make for transition times. Children 
are able to participate in the sung instructions by singing the lyrics them-
selves or humming along in their head. when a statement is made verbally 
to a child there is no joint involvement required from the child during the 
statement. The simple fact that singing is naturally a multiple person activ-
ity may be the reason the children in these case studies had more positive 
responses during the singing condition. For teachers or parents who do 
not consider themselves musically talented enough to sing, it is impor-
tant to remember that a performance is not required for this intervention. 
when targeted singing is occurring with a child, the quality of the singing 
is not as important as the engagement of child with the singer. To make the 
experience more comfortable for parents and teachers, familiar melodies 
can be used with words changed to incorporate the intervention goals. in 
this situation, it may be more effective to use a song melody that is not 
already familiar for the child with autism so there is no confusion about 
which lyrics are recalled in the moment of the intervention.

guidelines for using Music Therapy

music therapists can be consulted to target specific communication and 
behavioral needs of children with autism in the school setting or the home 
setting or to cotreat with therapists using different treatment modalities. 
The role of the music therapist as an observer within a naturalistic set-
ting is a valuable asset when trying to determine the most effective time 
and mode for implementing intervention services. music therapists have 
specific training to assess antecedents to problem behaviors and to deter-
mine meaningful motivators for each child or client. Anytime music ther-
apy is used to address outcomes for children with ASd, an assessment is 
first completed. Therapist-generated assessments as well as standardized 
assessments can be conducted. only after the assessment is complete will 
a music therapist know which target areas to address therapeutically in 
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sessions. At this point, a session treatment plan is created to allow doc-
umentation of goals that are met over time. without an assessment, the 
intent of the therapeutic process is unclear and not as purposeful.

The existing published literature in peer-reviewed journals using exper-
imental control conditions for music therapy interventions with children 
with autism has demonstrated positive outcomes for problem behaviors 
(Brownell, 2002), communication (Buday, 1995; Edgerton, 1994; Kern 
et al., 2007; wimpory, Chadwick, & Nash, 1995), emotional regulation 
(Katagiri, 2009; Kim, wigram, & gold, 2009), and social interaction (Kern 
& Aldridge, 2006; Kern et al., 2007, Kim, wigram, & gold, 2008; Kim et 
al., 2009; Pasiali, 2004; wimpory, Chadwick, & Nash, 1995).

Both behavioral and improvisational styles of interaction have shown 
positive outcomes for children with autism. The common thread between 
both styles of intervention is the assessment of the current state of the 
child with autism and responding with a music stimulus. using live music 
gives the child and therapist the ability to communicate through the 
music instead of through verbalizations. musical attunement can be used 
to facilitate joint attention and nonverbal socialization (Kim et al., 2008). 
musical attunement is a specialized technique of improvisational music 
therapy and one that is commonly used by therapists providing improvi-
sational methods of treatment. The music therapist very carefully matches 
children’s musical and nonmusical expressions with the live music they 
are providing. This allows the children to connect their current state with 
therapist responses.

Behavioral interventions typically choose the goals to address after the 
assessment process is completed. According to lord and mcgee (2001), 
language and communication goals should be met within a 2- to 3-month 
time frame. if the ongoing assessment process shows that no gains are 
being made by the client it is recommended that the treatment strategy 
be changed. The importance of having behaviors to track is paramount 
within this framework. once the targeted behaviors are identified, the 
process of observing and recording those behaviors over time begins. it 
is often clear early in the treatment process which behaviors are showing 
improvement in response to the music interventions.

The selection of how music will function within the session is the next 
step in the treatment process. music has the ability to act as a reinforcer for 
desired behaviors, structure for the entire session, motivator to commu-
nicate, means of expressing emotions, catalyst for dramatic/imaginative 
play, engagement for focusing attention, and facilitator of social experi-
ences. Choosing which function music will serve in the session is based on 
the culmination of a music therapist’s training. As the session progresses, 
a music therapist continually assesses client responses and chooses the 
next function music will serve. with each selection of music function, the 
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client’s needs are being met and skills are being built upon. documenting 
that acquisition of skills has occurred is seen when progress notes are 
reviewed. without the assessment and documentation steps of the treat-
ment process, a music therapist is able to tell only anecdotally what prog-
ress the client is making.

music therapy is a promising intervention for children with ASd. As 
more findings are reported in peer-reviewed sources it will become clear 
which treatment interventions have high success rates. The movement of 
autism research to random assignment large group designs requires music 
therapists to participate in multisite studies and to use a protocol for treat-
ment intervention. Although the music therapy process is highly individu-
alized for each child, it is possible to employ similar strategies to determine 
if common responses can be found. The studies reviewed in this chapter 
highlight the successful application of specific strategies that could be rep-
licated in the future for other music therapists with similar clients. music 
serves multiple functions for children with autism and is able to shape 
behaviors, emotions, and communication.
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ChaPter 17
Moving Into Relationships

Dance/Movement Therapy With Children With Autism

ChrIStIna deVereaux

Autism spectrum disorders (ASd) are characterized by widespread abnor-
malities of social interactions and communication as well as restricted 
interests and repetitive behavior (APA, 2000). As of 2010, 1 in 110 indi-
viduals was diagnosed with autism spectrum disorders. These statistics, 
according to Autism Speaks (2010), are more common than pediatric can-
cer, diabetes, and AidS combined. Furthermore, autism reportedly occurs 
four times more often in boys than in girls and occurs in all racial, ethnic, 
and social groups (NiNdS, 2008). Early warning signs and subsequent 
diagnosis of the disorder are first suspect when developmental milestones 
appear to not be met.

Currently, there is no cure for autism; however, therapies and behavioral 
interventions designed to remedy specific symptoms can bring about sub-
stantial improvement (Koegel, Koegel, Fredeen, & gengoux, 2008; ortega, 
2010; Rogers & Vismara, 2008). Such intervention may help to lessen 
disruptive behaviors and to develop coping skills that allow for greater 
independence. however, just as there is no one symptom or behavior that 
identifies individuals with ASd, there is no single treatment that will be 
effective for all children on the spectrum. Treatment must be tailored to 
children’s unique strengths, challenges, and need level.

Effective treatment plans focus on therapies and interventions that tar-
get the core symptoms (i.e., impaired social interaction, problems with 
verbal and nonverbal communication, and obsessive or repetitive routines 
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and interests); early intervention is critically important. A highly rec-
ognized treatment called applied behavior analysis (ABA), a systematic 
method using behavioral trials to improve social behavior, has received a 
lot of attention in bringing about behavioral changes with children with 
ASd (Jensen & Sinclair, 2002; ortega, 2010; Schreibman, 2000; Smith, 
mozingo, mruzek, & Zarcone, 2007). however, other treatment approaches 
may play an important role in improving verbal and nonverbal communi-
cations skills and reducing other associated symptoms in social engage-
ment (levy, mandell, merhar, ittenbach, & Pinto-martin, 2003; merna, 
2010; Smith, 1999, 2008). Among these complementary approaches is the 
discipline of dance/movement therapy (dmT), which may be conducted 
in individual, group, or family formats and can be integrated into other 
therapeutic programs.

This chapter discusses the use of dance/movement therapy and how the 
therapeutic process can serve both as a bridge for contact and a vehicle 
for expressive communication for individuals with autism (AdTA, 2011). 
Particular emphasis is placed on dmT’s unique facility for understand-
ing, reflecting, and expanding nonverbal expression and how this can help 
those with autism to improve socialization and communication and to 
build body awareness and can enhance relational engagement. Supportive 
literature addressing concepts in neuroscience, social engagement theo-
ries, attachment, and infant research complements the discussion. Case 
illustrations are highlighted to provide concrete examples of these theo-
retical concepts.

dance/Movement Therapy: assumptions and Principles

According to the American dance Therapy Association (AdTA, n.d.), 
dmT is known as “the psychotherapeutic use of movement to promote 
emotional, cognitive, physical, and social integration of individuals.” dmT 
is practiced in a wide variety of settings supporting a range of populations 
and can be used with people of all cultural, racial, and ethnic groups.

dance/movement therapists view movement of the body as both 
expressive and communicative and use it both as a method of assessing 
individuals and the mode for clinical intervention. it is based on the belief 
that there is a fundamental interconnection between the mind and body, 
underscoring the assumption that whatever is impacting the body will 
reciprocally impact the mind. Therefore, a core principle in dmT stresses 
that healthy overall functioning relies on the integration of both the mind 
and body (levy, 2005). when there is a lack of mind–body integration, 
individuals may suffer from a variety of psychological disorders. Similarly, 
there is a foundational belief that examining one’s movement vocabu-
lary or range “opens a door to the study of patterns of early development, 
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coping strategies, and personality configurations” (Kestenberg, loman, 
lewis, & Sossin, 1999, p. 2). An increased integration of one’s body parts 
and awareness of others expands individuals’ movement vocabulary, thus 
increasing their ability to communicate their needs and desires.

dmT focuses directly on movement behavior as it emerges out of the 
developed therapeutic relationship. dance/movement therapy pioneer 
marian Chace emphasized that “the therapeutic relationship is core to the 
meaning of movement structures that evolve between the dance therapist 
and those with whom he/she works and it is the interactive process that 
enables change” (cited in Fischer & Chaiklin, 1993, p. 138). Furthermore, 
because “movement is a universal means of communication” (Erfer, 1995, 
p. 196), it is an especially useful therapeutic approach with individuals 
with autism that can provide both a direct link to feelings and bridge a 
connection or relationship with others. dance/movement therapists “have 
a unique facility for understanding, reflecting, and expanding nonverbal 
expressions that can help those with autism to improve socialization and 
communication, build body awareness, and can directly affect motor defi-
cits” (AdTA, n.d). Further, because many children with autism spectrum 
disorders either have limited speech or remain nonverbal most of their life 
(luyster, Kadlec, Carter, & Tager-Flusberg, 2008), movement can serve as 
the common language for building communication.

dance/Movement Therapy and autism Spectrum disorders

There is much published literature dating back to the 1960s exploring the 
powerful therapeutic connections that have occurred between individuals 
with autism spectrum disorders through the process of dance/movement 
therapy (e.g., Adler, 1968; Cole, 1982; Erfer, 1995; Kalish, 1968; loman, 
1995; Siegel, 1973). despite these long-standing discussions about dmT’s 
positive therapeutic outcomes with the treatment of autism, few empiri-
cally based studies address the treatment of dmT within the context of 
broader evidenced-based practice. much of the published and nonpub-
lished literature in dmT and ASd is qualitative in nature (case studies) 
and occurred between a short- to midterm duration of treatment inter-
val, making it difficult to examine long-term treatment outcomes (merna, 
2010). yet in merna’s conceptual content analysis study examining this 
existing dmT and autism literature, results reported 1,084 treatment out-
comes in the areas of social relatedness, communication, and restrictive, 
repetitive behaviors strongly suggesting that dmT can addresses the core 
deficits and clinical issues associated with an ASd diagnosis as defined 
by the American Psychiatric Association (2000). merna indicates, “This 
result alone shows evidence that dmT has the ability to produce positive 
outcomes for nonverbal and preverbal children with ASd” (p. 176) and 
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336 • Christina devereaux

“provide a window into dmT’s possible potential to become an evidence-
based practice” (p. 174).

Current trends in neuroscience, social engagement theories, and infant 
research are also highlighting the importance of the inclusion of the body 
in therapy (ogden, minton, & Pain, 2006; Rothschild, 1999), underscoring 
the importance of treatment approaches that address relational interaction 
(greenspan & wieder, 1997, 1999; Schore, 2003). Both relational interaction 
and body integration are concepts that dmT has been practicing with chil-
dren with autism spectrum disorders for decades (Adler, 1968; Baudino, 
2010; Erfer, 1995, Kalish, 1968; levy, 1988; loman, 1995; Tortora, 2006).

much of the dance/movement therapy treatment with autism takes a 
developmental and relational, rather than a behavioral, approach where 
the focus is on assisting the individual with ASd in rechoreographing 
developmental stages by “go[ing] back completely to the infantile devel-
opmental stages, working through them as the child is ready and capable 
of doing so” (Chace, 1993, p. 353). According to loman (1995), “Even nor-
mal children in any phase of development may regress at times in order 
to sense the mastery in the previous phase” (p. 216). however, dance/
movement therapy provides children with autism spectrum disorders “the 
opportunity to experience a “second chance” at development and, with 
the support and assistance from the dance/movement therapist, establish 
the developmental foundation for further social, emotional and cognitive 
growth” (merna, 2010, p. 117).

Theoretical Foundation: attunement, Mutual regulation, 
and expanding the Window of tolerance

Kanner stated that children with autism “[shut] out anything that comes 
to [them] from the outside” (as cited in Erfer, 1995, p. 192). This makes 
communication extremely difficult, establishing the importance of incor-
porating movement as a method of communication. Beginning this com-
munication involves the careful use of attunement to establish empathy and 
adjustment to develop trust (Kestenberg, as cited in loman, 1995, p. 222), 
which facilitates the transition from inner to outer (environmental) stimuli.

Mirroring, Attunement, and Empathy
Through the use of a traditional dance/movement therapy technique called 
mirroring or empathic reflection (Chaiklin & Schmais, 1993), the therapist 
reflects individuals’ body rhythms, movement patterns, or vocalizations to 
begin the process of relationship formation. The goal is to attune to clients 
where they are both physically and emotionally and to establish a trust-
ing therapeutic movement relationship-building awareness of the self and 
other. This is particularly important for individuals with autism where there 
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are core challenges in social interaction, imitation, and reciprocal relational 
engagement. hadjikhani (2007) describes the importance of treatment 
approaches for autism “consisting in a training of imitative skill may be 
a valid way to develop not only imitation per se, but also socio-cognitive 
aspects in autism” (p. 160). however, according to Chaiklin and Schmais:

There is a fine line between empathy on a movement level and mim-
icry. mimicry involves duplicating the external shape of the move-
ment without the emotional content that exists in the dynamics 
and in the subtle organization of the movement. . . . Empathy meant 
sharing the essence of all nonverbal expression resulting in . . . direct 
communication. (p. 86)

Therapeutic interactions that are not only imitating or reflecting back 
the movement action but are also attuning to children’s emotional state 
meets them where they are and also sends the nonverbal message, “i hear 
you, i understand you, and it’s okay.” As more awareness of the self devel-
ops, those with autism can develop increased awareness of others and their 
surroundings. Recognizing and responding to another person, increasing 
eye contact, participating in shared experiences and engaging in shared 
focus, breaking through isolation, decreasing the interpersonal distance 
that is part of the social isolation, and developing trust are all treatment 
goals in dance/movement therapy with individuals with autism.

The process of moving with someone through the art of dance empathi-
cally connects the therapist with the individual with autism so that the 
experience of attunement can begin. This attunement is “a kinesthetic 
and emotional sensing of others” (Erskine, 1998,p. 236). By “knowing 
[the child’s] rhythm, affect, and experience by metaphorically being in its 
skin . . . it goes beyond empathy to create a two-person experience of con-
nectedness by providing a reciprocal affect and/or resonating response” 
(Erskine, p. 236). in dance/movement therapy, attunement is communi-
cated not just by what is said but also by facial or body movements, signal-
ing to children that their affect and needs are perceived, are significant, 
and make an impact on another (devereaux, 2008).

To enter into this communication, Schore (2003) asserts that one must 
be psychobiologically attuned not so much to children’s overt behavior as 
to the reflections of the rhythms of his internal state. According to Schore 
(2001), these affective attunements, both spontaneously and nonverbally, 
are “the moment-to-moment expressions of [one’s] regulatory functions 
occur[ing] at levels beneath awareness” (p. 14).

Schore (2003) also stresses that attunement involves all of the senses 
and much also depends on sensitive attunement to sound, tone of voice, 
and the rhythms of speech. in addition, he also asserts the essential role 
of the occurrence of playful interactions between a dyad, where there is an 
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amplification of excitement that occurs between both parties during the 
interactive play and then a capacity for each participant in the interaction 
to become centered again and self-contained in the presence of each other.

Because many of these attuned interactions occur on a nonverbal 
level, dance/movement therapy can be an ideal treatment intervention 
in supporting the development of empathy an experience that indi-
viduals with autism are lacking (lombardo, Barnes, wheelwright, & 
Baron-Cohen, 2007). This is done through relational dances and move-
ment interactions such as trying on various body shapes, exaggerating 
or exploring various movement dynamics, and engaging in heightened 
moments of rhythmic synchrony. in essence, it is the interactive move-
ment relationship that is essential in the dance/movement therapy treat-
ment process. later in this chapter, case illustrations highlight these 
important distinctions.

Self- and Mutual Regulation: Mutual Inf luences
The importance of an interactive cycle between two individuals continues 
to be highly explored in parent–infant research focusing on mutual/inter-
active regulation (e.g., Beebe & lachmann, 1998; Brazelton, 1982; Stern, 
1985; Tronick, 1980, 1998, 2003). during interactive moments poignant 
with affect, mother and baby help regulate and transform each other’s 
internal and external worlds (Stern, hofer, haft, & dore, 1985). The baby 
feels these experiences. At the same time the baby feels, the baby senses 
the feeling of the other. it is the sharing and interactive/mutual regulation 
during these times of shared moments where mother and child are attuned 
in a synchronistic nonverbal exchange (Stern, 1985). These shared expe-
riences enhance the initial bond developed by the child and the mother. 
According to Beebe and lachmann (1998), during these shared experi-
ences “contingencies flow in both directions between partners. That is, the 
behavior of each partner is contingent upon (influenced by) that of the 
other” (p. 485).

This infant mental health literature is significant to understanding 
the mutuality and importance of the interactive movement relationship 
between the dance/movement therapist and the individual with autism. 
Fischer and Chaiklin (1993) discuss:

The dance therapist in the role of participant observer must have a 
clear realization and responsibility for his or her own dance in rela-
tion to the other individual. Just as the tension of any existing anxi-
ety present in the mother induces anxiety within the infant, such 
tension in the therapist will affect the interaction. The meeting in 
movement of the therapist and the client assumes that both are part 
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of the dialogue, even though one is identified as helper and the other 
as needing help (p. 139).

To illustrate this, i describe a personal experience as a dance/movement 
therapist in interaction with a child and its influence on me.

As i began to expand my practice into working with children who had 
been diagnosed on the autism spectrum, i found myself seeking moments 
of relational contact that i was so used to during times of interactive engage-
ment through the dance/movement process with non-ASd clients. however, 
in working with my clients on the autism spectrum, i often found that these 
moments were fleeting. i discovered that reciprocal moments of engagement 
through eye contact or spontaneous initiated gestures became critical.

i vividly remember a particular time during a dance/movement therapy 
group of children with autism spectrum disorders in a public school. All of 
these children had limited verbal language and were fairly lower function-
ing. often times, there was very limited eye contact, and the focus of the 
session was to connect the children to their bodies, to build body aware-
ness, and to support them in building relational connections with others. 
As we were engaging in a movement warm-up, stretching and expand-
ing our limbs out into the space, carving out space around us, tapping 
and defining our body parts, i simultaneously labeled the names of our 
body parts. As i identified “head, ears, toes, knees, elbows, fingers” the 
children began to discover their own body part connections. Erfer (1995) 
asserts “naming body parts as they are touched and moved provides a cog-
nitive link to the physical actions” (p. 201). As this occurred, we began to 
spontaneously twist our bodies from side to side. i mirrored this move-
ment development and encouraged the group to expand the twist. As we 
did this, i noticed the child to my left, one who often was engaged in self-
stimulatory, repetitive, restrictive, behavior such as flapping her hands or 
jumping up and down. She was typically relationally disconnected and 
minimally communicative. i caught her eye as we were twisting side to 
side moving in opposite directions. we would twist away from each other, 
then toward each other, and then back again. The moments of twisting 
toward each other appeared to enliven her. it was clear that she was actu-
ally “seeing” me. we were engaging in a dyadic dance. At that moment, 
i reached my hands out as if to signal some direct physical contact with 
her (like a “high five”) action, and she took me up on this offer, meeting 
my hand with hers in a spontaneous high five but still fixated on my gaze 
and smiling from ear to ear. i then guided the group in expanding this 
movement and invited the group to “say hello to the person next to you,” at 
which point she twisted away from me and then back to me again, raising 
her hand in the high-five gesture, meeting my hand with hers in physical 
contact and then uttering the word “hi.”
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it was during this interactional exchange that i was reminded not only 
of the power of movement but also of my own embodied sense of the 
impact of mutual engagement with these children.

when emotional energy is exchanged between two people, their internal 
worlds resonate with each other. lewis, Amini, and lannon (2000) refer to 
this phenomenon as limbic resonance. limbic resonance allows two people 
to tune into another’s inner world. in the most growth-enhancing envi-
ronments, good responses get mirrored and the child replies by creating 
a similar response. during this dyadic dance, the child and the therapist 
are together in a state of coregulation of affect. As it gets more complex, 
children are less dependent on the therapist and further are able to develop 
the ability to self-regulate. lewis et al. (2000) refer to this synchronistic 
exchange as limbic regulation where as the limbic brains in dyadic connec-
tions are jointly or coregulating each other.

in dance/movement therapy, the therapist serves as “a catalyst, grad-
ually assisting in the expansion and elaboration of the patient’s move-
ments until they reach full expressivity—yet always watching the patient’s 
emotional and kinesthetic reactions to this change and adjusting their 
empathic movements accordingly” (merna, 2010, p. 111).

The previous discussion highlighting interactive components of the 
therapeutic process is a clear reminder that healthy development is an 
interactive cycle that requires relationship with the other and relationship 
with the self. Both are essential. Therefore, we can assume that not only 
does the child with ASd impact the therapist, who then can make careful 
movement adjustments to amplify and expand the expressive communica-
tive gestures, but also the therapist can then assist the child in modulating 
states of hyper- or hypo-arousal by attending to each client’s “window of 
Tolerance.” This is discussed in the next section.

Window of Tolerance
ogden et al. (2006) identify a theory of modulating arousal in clients who 
are experiencing trauma referred to as the window of tolerance (p. 26). 
ogden et al. see significant application of this work with children with 
autism spectrum disorders. They discuss that we all have an “optimal 
arousal zone” where our nervous system is neither overactivated (hyper-
aroused) or underactivated (hypo-aroused). we help our clients by work-
ing within the optimal arousal zone:

when hyper-aroused, clients experience too much arousal to process 
information effectively . . . and can be tormented by body sensations. 
But when hypo-aroused, clients suffer another kind of torment stem-
ming from a dearth of emotion and sensation. . . . (p. 26)
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dance/movement therapists work to assist children with autism to regu-
late their nervous system from falling between the two extremes of arousal 
called the window of tolerance (p. 27) through interactive regulation and 
by channeling stimulatory behavior into expressive communication:

when clients are working within a window of tolerance, information 
received from both internal and external environments can be inte-
grated. They can continually process the ongoing barrage of sensory 
information while assimilating prior input. (ogden et al., 2006, p. 27)

An important distinction in the dance/movement therapy approach is 
that dmTs observe movement gestures from children with autism, includ-
ing repetitive, restrictive, or self-stimulatory behaviors, as communica-
tive expressions. Therefore, through the use of mirroring and empathic 
reflection, rather than encouraging the disengagement of a particular ste-
reotyped pattern (trying to stop it), the dance/movement therapist may 
initially begin to kinesthetically attune to these gestures and then work to 
channel these movements into healthier interactively regulated movement 
sequences. Chace (1993) discusses that “you work with the autistic person’s 
natural movement, enlarging them, broadening them- yet taking the lead-
ership in movement from the patient” (p. 353).

Because it is characteristic that individuals with autism engage in ritual-
istic, repetitive, and stereotypical movements including restricted patterns 
in space (e.g., pacing in a circle), rocking, and perseveration on one body 
part (e.g., flapping arms or wiggling fingers in front of the eyes) (Torrance, 
2003; Tortora, 2006), examining these actions as communication signals 
reflecting the perspective of the three zones of arousal is a valuable tool 
for dance/movement therapy intervention. Restrictive, repetitive, or self-
stimulatory movements act like a barrier for these children from engag-
ing with others within the external environment by either keeping them 
stuck in their own self-stimulation or used to avoid contact with others 
(duggan, 1978; Parteli, 1995). Parteli suggests that these stereotyped 
movements are forms of expressive communication, and thus it is pos-
sible to use these movements to build a connection with children and assist 
them in slowly breaking down the aforementioned barrier. dmTs focus 
on increasing children’s movement repertoire by expanding the repetitive, 
restricted movement patterns into expressive dances in turn provides a 
broader range of responses that children can use to communicate and cope 
within their environment. As this happens the children can slowly begin 
to expand away from their private worlds into the outside environment to 
allow a relationship to form.

An example of this is described in the case of Jack, an 8-year-old child 
diagnosed with ASd who worked with me in once-a-week, 45-minute 
dance/movement therapy sessions. he could often become overstimulated 

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 C

ol
le

ge
 L

on
do

n]
 a

t 1
2:

37
 1

2 
O

ct
ob

er
 2

01
7 



342 • Christina devereaux

by environmental stimuli and responded to this activation in his nervous 
system through hyper-arousal. his body communicated this hyper-arousal 
through self-stimulatory, repetitive movements and gestures, typically via 
jumping up and down quickly, clapping his hands, and making audible 
“ahhhh” sounds. This quickly escalated by jumping around the space and 
physically crashing into others or objects in the room that on many occa-
sions became dangerous, not only to Jack’s own physical safety but also to 
the other children and adults.

These movement presentations were signals that Jack had moved beyond 
his window of tolerance, out of his optimal arousal zone, and was moving 
into a hyper-aroused state. i used his movements first to attune with his body 
state and coregulated his experience through slowing down my own body so 
that a collaboratively improvised dance developed through the dyadic non-
verbal exchanges in the movement process. This dance assisted Jack in mod-
ulating his repetitive movement patterns and empowered him to activate his 
own regulatory capacities. As i engaged Jack in an attuned movement com-
municative dialogue, the once self-stimulatory movement developed into a 
dance of stop and go, allowing Jack to initiate the verbal command of stop 
and go and thus to take full mastery over his own movement impulses. most 
importantly, the initial self-stimulatory, hyper-aroused, repetitive move-
ment sequences that kept him from engaging with others instead became 
the direct route for connective and expressive social communication.

dance/Movement Therapy in group treatment

dance/movement therapist greer-Paglia’s (2006) harvard university study 
compared data collected on students with autism participating in creative 
dance and “circle time,” a typical classroom activity with similar social 
objectives, to explore social competence. The results of her study not only 
suggested that creative dance was beneficial as a social intervention for 
children with autism but also discovered that in a relatively brief amount 
of time (12 weeks) the performance gap in social competence between ver-
bal and nonverbal students with ASd was smaller in the creative dance 
condition than in the circle time condition. greer-Paglia’s findings provide 
a strong supportive framework for the distinct differences that the dance/
movement therapy group approach provides children with ASd, especially 
within an educational system.

group dance/movement therapy sessions typically begin with a warm-
up. This is an opportunity not only for physical warming of the body but 
also for the therapist to assess the emotional needs of the clients, to estab-
lish direct communication, and to build a sense of group unity and trust. 
marian Chace described the warm-up phase as the “testing period” (levy, 
2005, p. 25) where comfort between clients could be explored. groups 
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often begin through facilitation in a circle formation so that group com-
munication can occur easily and a therapeutic container or “holding envi-
ronment” (winnicott, 1971) is developed. Next, a period of broadening, 
expanding, and clarifying movement actions continues during a period of 
theme development. For children with autism spectrum disorders this is 
a time for “working on concepts, developing themes . . . practicing motor 
skills, and developing socialization” (Erfer, 1995, p. 201). during this 
portion of the group process, a strong emphasis is placed on movements 
that assist the group in joining together and building connections on a 
movement level (moving closer together, reaching toward each other) and 
engaging in synchronistic rhythmic action. group rhythmic action pro-
vides a sense of organization to the group (levy, 2005). with children on 
the autism spectrum, repetition and predictable movement sequences can 
assist with the establishment of trust, can gain mastery over movement, 
and can build movement repertoire. during the closure portion of the ses-
sion, the primary goal is to regulate the body, to integrate their movement 
experiences, and to assist them in staying within their optimal arousal 
zone. The dance/movement therapist incorporates and models ways to 
allow the body to become relaxed and settle after expansive movement. 
Chace described this stage as “a supportive closure that allow[s] patients to 
leave with some sense of satisfaction and resolve” (levy, 2005, p. 26).

The next section describes a group dance/movement therapy session 
that occurred with children with ASd in a special education setting. 
The example explores a typical group that occurred with approximately 
5–6 children all diagnosed with ASd. This session occurred after several 
months of weekly treatment and already established therapeutic relation-
ships with the group facilitator. Classroom teachers and classroom aides 
also participated fully in the group process. Their participation not only 
assisted in providing additional behavioral and adult support but also 
served as a simultaneous opportunity for the children and the teachers 
to build healthy social relationships. Specific interventions are identi-
fied where dance/movement therapy supported the children in enhanc-
ing body awareness, expanding emotional expressiveness, and building 
greater relational connections with others.

The Dance/Movement Therapy Group: A Case Example
As i open the door of the room, i am immediately greeted with smiles, 
“hellos,” and some hugs. This indicates to me that the children are estab-
lishing a relationship, as they are now relationally greeting me, and initiat-
ing contact. As i set up my music, the children are moving with excitement 
that it is time for dance therapy. They slip their shoes off and meet me in 
the center of the room where there is space large enough for dancing and 
expression. i greet them all with smiles and assess if we should begin on 
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the floor (to help ground them) or if they are ready to begin standing. i 
examine their movement energy, their engagement in reciprocal eye con-
tact, and any verbalization that is present. i decide to invite them to begin 
standing, and we make a circle formation. i place spot markers on the floor 
that define their personal space within the circle and provide a visual tool 
to build spatial awareness.

i assist the children through a movement warm-up by supporting them 
in reconnecting to their bodies and helping them identify how their bodies 
can move and are connected. we greet our toes, fingers, knees, elbows, and 
other parts of ourselves and experiment with how we want to move. i scan 
the room and acknowledge any differences in how each child is explor-
ing different body parts, sending the message that individual movement 
expression is invited and encouraged. All of this is done with the support 
of rhythmic music to help in organizing the group and provide some unity. 
it is this moment where i sense that the group has begun to attune to each 
other. i suggest that we begin to greet each other by encouraging eye con-
tact around the circle and simple “hello” waving gestures. i notice that 
they are doing this greeting gesture in their own expressive way. i take 
this as a cue for each of them to have their own moment of individual 
expression and to further assess each individual child’s particular need 
level. The children are encouraged to do a solo dance in the center of the 
circle as their classmates and teachers cheer them on. one by one, each of 
the children goes into the middle of the circle while the rest of the group 
either follows how the solo dancer is moving or we add an accompanied 
rhythmic sound (such as a clap or a knee tap) to keep the group connected. 
we chant together, “Johnny can move however he wants,” acknowledging 
by name the person dancing in the center. in this group, it appears to be 
a liberating experience that the children have choices, expressivity, and 
creativity and can decide how they want to greet each other and how their 
body wants to move for that particular day. occasionally, i notice that the 
open expressive time can be too much for some children, so i attend to this 
by regulating any hyper-aroused state by lowering my voice, bringing my 
body to a lower level, or adding a strong downbeat as an organizing tool. i 
am careful to attend not just to the children’s individual movements but to 
the group’s energy as a whole. during extensive periods of exertion of high 
intensity and energetic bursts, i am conscious to follow this with modu-
lated movements that are grounding and containing (e.g., tapping body 
parts, holding hands in a circle and moving it in and out, or bringing the 
movement to the ground to explore the low level).

with children who have difficulties being in relationship with others, 
such as those with autism spectrum disorders, initiating can be difficult. 
modeling different ways to move, expanding their repertoire, and encour-
aging creativity has allowed the children to discover that they have choices 
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too. i’ve noticed over time that their expression has expanded; they are 
more creative, spontaneous, and joyful as they engage in their solo dances 
and observe how different each other is in their movement repertoire. 
Today i am surprised as matthew spontaneously wiggles his hips from 
side to side during his solo dance rather than engaging in his typical ste-
reotyped movement of running around in the circle. i comment on this, 
recognizing that we have seen a different part of him. he responds to my 
acknowledgment by expanding his hip movement into a spin around on 
one leg. it is clear that his broadening range of movement is a reflection 
of increased awareness of his body. his expansive movement repertoire is 
also giving him more possibilities of being in the environment rather than 
staying within restrictive, repetitive patterns.

The session continues as we engage further in moving together as one 
group in synchrony, a powerful experience that bonds us. As we are mov-
ing together in the same rhythm to the percussive music, we can’t help but 
feel connected, relational, and together. we are swept up with the experi-
ence of joining in a synchronistic dance together. Erfer (1995) notes that 
“rhythm is a meaningful organizer of impulses” (p. 201). depending on 
the need level of the children in the moment, i vary what happens next 
from session to session. At times i might support them in taking on 
extended leadership, exploring and moving out into the space around 
us, or become engaged in some imagery that will only deepen our con-
nection to each other and to their body. we may work with defining our 
personal space around us or on building impulse and body control with 
an expressive game of “freeze dance.” we may connect our movements to 
verbalizations, feelings, or images. however, today, i invite the group to 
change the circle formation into a line to create a human train. i am sens-
ing that the group is unified today, yet there is need for individual expres-
sion. i encourage david to start as our leader, guiding the group around 
the room wherever he wants to go. i specifically choose david to begin, as 
i noticed during the solo dances that he appeared to be struggling with 
maintaining focus when another child was in the middle and wandered 
away from the circle several times. he is thrilled with this opportunity 
and meanders throughout the space, first staying within the circular path-
way but, with encouragement, breaking out of the circle formation into the 
space. he is experimenting with how his own movement choices impact 
the group. Spontaneously, david speeds up the tempo of his leadership and 
visibly looks behind him to see how the group responds to this conscious 
change. The group responds to this intervention by mirroring and follow-
ing this change in pace. it is an incredible moment where david has mas-
tery over his own impulses and they become channeled into expressive 
communicative movements toward the entire group.
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oftentimes, the teachers will tell me during consultations about a par-
ticular theme that they are working on in the classroom, such as “oppo-
sites” or “directions” or “animal imagery.” moving with these themes is 
a wonderful opportunity for the children to embody their learning: to 
deepen their cognitive understanding of the concept on a body level and 
to experientially explore it. we’ll move “opposites” of big/small, slow/
fast, up/down, in/out, forward/backward. All this time, they are learning, 
however, most of all they are enhancing their expression and channeling 
their feelings.

As the session comes to an end, i bring out a large tactile stretch band 
in a circular shape to bring them back to the circle formation help the chil-
dren reconnect to their own sensory experiences. The use of props (stretch 
fabrics, scarves, balls, and music) during sessions serves as a connective 
tool—as a less threatening way to bridge connection in the group, from 
client to client, therapist to client, client to therapist, or client to imagina-
tion and exploration. These tools can also assist in providing a means of 
contact between therapist and client and also as a way “to express feel-
ings and thoughts, which create an outlet for imagination and exploration” 
(Baudino, 2010, p. 126). Connective tools also serve as useful assessment 
tools: they evoke interest in the children, induce movement, and divert 
attention away from the internal stimuli (mendelsohn, 1999).

during the closure portion of the session, i change the tone of the envi-
ronment by putting on slower, soothing music. i incorporate and model 
ways to allow the body to become relaxed and settle after expansive move-
ment. The tactile circular stretch band aids in defining the emotional 
holding environment that was established and allows the children to push 
against the boundaries of space within a safe container. The children 
explore the edges of the space around them and take some risks and ven-
ture out beyond the space in the circle to press their body against the fabric 
in another location within the circle. This exploration time is encouraged. 
i am assisting them in feeling the flexibility of the therapeutic container 
while they are engaged in sensory experiences. Staying within the con-
tained tactile space, i encourage the children to find their way down to 
the ground, as a literal experience of landing at the end of the session. 
Together, we lean backward with the support of the fabric and feel our-
selves held by the group. it is at this point of the session that i’m in awe. 
The children seem settled and connected to themselves and each other and 
have allowed themselves to become passive and relaxed (an experience the 
teachers tell me doesn’t happen often in the classroom). At the end of the 
session, a teacher’s aide says to me, after witnessing the transformation 
from the beginning to the end of the session, “it is as if they have become 
alive.” As i gather my music and props, i am then reminded that i too am 
mutually influenced and swept up by the connective energy.
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Discussion
After a year of weekly dmT sessions, teachers commented on the children’s 
ability to have more awareness of themselves and others through increased 
eye contact, increased verbalization, and enhanced identification and aware-
ness of specific body parts. in addition, gross motor coordination expanded 
and was reflected in movements such as crawling, jumping, swinging, push-
ing, rocking, and reaching. Furthermore, the sessions assisted directly in 
regulating classroom behavior, channeling and containing outbursts, and 
decreasing acting out and anxiety. For example, one student who could ini-
tially become highly hyper-aroused following any kind of contact (e.g., eye 
contact, holding hands, verbal prompting) now is fully initiating “partner 
dances” during sessions, moving together with an adult with the connec-
tion with a dancing scarf, and initiating contact with verbal greetings and 
gesturing toward others to hold hands. This was an example that the chil-
dren appeared to have an increased ability to tolerate physical and relational 
contact with adult and peers for an expanded period of time.

The children began to demonstrate an expansion of body control and 
enhanced focus and attention. For example, during a “freeze dancing” 
exploration, the children more easily followed internal cues to stop and 
freeze their body into creative shapes rather than having limited awareness 
of external cues such as music, drumbeats, or verbal prompting.

in addition to the increased body and relational awareness, the sessions 
also assisted the integration of their cognitive learning, as the movement pro-
cess was also used to expand and enhance their academic skills. (i.e., abstract 
concepts of “in/out” “above/below” “over/under” were explored through the 
movement process so the children could embody these concepts, verbal-
ize them, and then translate them further in other subjects). Some children 
explored more direct connections between body parts and their functional-
ity and experientially explored this relationship—for example, identifying 
internal organs such as heart and lungs during the closure of the session so 
they could attend to their own body’s natural built-in coping skills to modu-
late arousal. For the higher-functioning children, more abstract concepts 
were explored such as identification and exploration of specific feeling states 
and differentiation between their own feeling state and that of their peers’. 
The children’s reflections back and mirroring of embodied feeling states of 
their peers revealed many students’ increased capacity for empathy; some-
thing that is a significant gain within the autism population.

Conclusion

in summary, dance/movement therapy provides a vehicle for the therapist 
and client to engage in a movement dialogue through the body. during 
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348 • Christina devereaux

this process, the client’s movement presentations are viewed as commu-
nicative expressions that are then reflected, amplified, and channeled into 
relational dances. Current research in neuroscience and infant research 
supports the inclusion of the body and relational experience for the devel-
opment of a child’s brain. Attuned communication leads to mutually 
regulated movement dances that assist clients in expanding their window 
of tolerance and staying within the present moment without engaging in 
self-stimulatory behavior. This can be done in both a group and individ-
ual context.

As discussed in the case illustrations, dance/movement therapy’s 
embodied exploration of interactive engagement within the sessions helps 
children with autism spectrum disorders to increase their capacity for 
empathy and social connections. Through the establishment of a trusting 
therapeutic relationship, the children had an increased ability to develop 
more awareness of themselves and others, increased eye contact, increased 
verbalization, and enhanced identification and awareness of specific body 
parts emerged through expressive movement experiences through attuned 
experiences.
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Index

a
AAPT (animal-assisted play therapy), 

39, 56; see also Canine-assisted 
play therapy

ABA (applied behavior analysis), 28, 99, 
334

Abuse case examples, 142–153
Acceptance

case examples, 233–234, 284–285
in protected space, 181
sand tray method and, 210, 213–214
self-worth and, 161–162
unconditional positive regard, 

162–163, 166–167, 168–172
Acknowledge feeling, communicate 

limit, target alternative (ACT), 
164

ACT (acknowledge feeling, 
communicate limit, target 
alternative), 164

ACT (All Community Theatre) Project; 
see also drama play therapy

case examples, 281–290
overview of, 278–281

Adjustment/maladjustment, 161
Aesthetic distance, 273–274
Affect, 12, 26, 102, 244–245; see also 

Emotional development
Affective sharing, 26
Aggression, 3–4, 5, 183–190; see also 

Problem behavior
Agility activities for dogs, 45, 62–63, 66

Agitation
case examples, 3–4, 5, 16–17
neurobiology and, 7, 16–17
sensitivities and, 12

All Community Theatre (ACT) Project; 
see also drama Play Therapy

case examples, 281–290
overview of, 278–281

Altered books, 310, 311
Analytical play therapy, 179–183, 194; 

See also Jungian play therapy
Anger case examples, 13–16, 218–220
Animal-Assisted Play Therapy (AAPT), 

39, 56; see also Canine-assisted 
play therapy

ANS (autonomic nervous system), 5–8
Anxiety

canine interactions and, 50–51
case examples, 13–17, 183–190, 

218–223, 305–306
Family Theraplay and, 76–77
Jungian play therapy on, 179, 180
sand tray method and, 214, 217, 

218–223
theory of mind and, 99
of therapists, 338–339

Applied Behavior Analysis (ABA), 28, 
99, 334

Arousal zone, 340–341
Art Therapy

case examples, 304–308
cognition and, 298, 299–304
overview of, 295–298
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rationale for, 298–299
spectrum of groups, 308–312

ASd, see Autism spectrum disorders
Asperger’s disorder

case examples (see Asperger’s 
disorder case examples)

child-centered play therapy and, 159, 
167, 168–172, 173

diagnostic challenges and, 130–131, 
143

drama play therapy and, 111–112, 
274, 275–276

interests/passions and, 283
Jungian play therapy and, 179–180, 

182, 183–191
parallel play and, 97
sand tray method and, 213, 214–215, 

217, 218–223
Asperger’s disorder case examples

art therapy, 305–306
child-centered play therapy, 159, 

168–172
developmental play therapy, 142–153
drama play therapy, 111–112
Family Theraplay, 82–89
Jungian play therapy, 183–190
lEgo play therapy, 130–135
Sandtray worldplay, 218–223

Assessment
in art therapy, 302, 304
case example of, 184–185
child-centered play therapy and, 

172–173
in dance/movement therapy, 

342–343, 343–344, 346
diR Floortime and, 243
in drama play therapy, 273
in Family Theraplay, 78
in lEgo play therapy, 130
in music therapy, 319–320, 328–329
in PlAy project, 260
of sensory integration capacity, 12

Attachment
canine-assisted play therapy and, 42
diR Floortime and, 244
Family Theraplay and, 73, 75–76, 80
filial therapy and, 194

Attachment-based play therapy, see 
Family Theraplay

Attachment theories, 194

Attention
infant regulation of, 250–251
joint (see Joint attention)
in lEgo play therapy, 122, 127
music and, 322

Attunement
case examples, 341–342
dance/movement therapy and, 

336–338, 341–342, 344
diR Floortime and, 244, 245
Family Theraplay and, 75–76, 77–78, 

85–86, 88
improvisation and, 329

Attwood, T., 100, 102, 111, 113, 117, 136, 
167, 174, 209, 213, 214, 226, 
274, 275, 276, 283, 290

Auditory divided Attention activity, 
92–94

Auditory processing capacities, 238, 
239–240

Autism
case examples (see Autism case 

examples)
creativity and, 302
drama Play Therapy and, 111–112, 

275–276, 281–283, 289
Family Theraplay and, 73, 81–82, 

90–91
high-functioning, 90–91, 179, 

182–183, 205
low-functioning, 281–283, 289
self and, 97

Autism case examples
art therapy, 306–308
canine-assisted play therapy, 61–62, 

63–67
diR Floortime, 233, 234–235, 

236–237, 239–240, 241
drama play therapy, 111–112, 

281–283, 284–289
Family Theraplay, 73
high-functioning autism, 63–67, 

130–135, 200–204, 239–240, 
284–289

playing on autism spectrum, 20–21, 
22–24, 25–27, 31–32

Autism service dogs, 50–51
Autism Spectrum disorders (ASd)

core problems and diagnosis, 
165–166

overview of, 98–100
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prevalence of, xv, 98, 137, 249, 333
symptom variability and 

neurobiology, 8–10
Autistic play, 20–21, 23–24
Autonomic nervous system (ANS), 5–8
Awesome Name Ball activity, 92–94
Axline, Virginia, 22, 32, 160, 163, 164, 

168, 174

B
Ball activity, 92–94
Baron-Cohn, Simon, 25, 32, 98, 99, 100, 

113, 116, 117, 135, 136, 267, 275, 
276, 290, 302, 313, 338, 350

BdNF (brain-derived neurotrophic 
factor), 8–10

Behavioral approaches
Applied Behavior Analysis, 28, 99, 334
Cognitive Behavior Therapy, 30
Filial Therapy and, 194, 200–201
in music therapy, 329
rationale for, 257

Behavior problems, see Problem 
behavior

Bodily self/body awareness
case examples, 142–153
dance/movement therapy and, 

339–340, 347
touch and, 138, 139, 148

Body part naming, 339–340
Bonding

case examples, 62–63
with dogs, 51–52, 62–63
joint attention and, 26–27
parent description of, 105
self and, 140–141

Books, altered, 310, 311
Booth, P. B., 74, 75–78, 80, 85, 90, 93, 94, 

95, 137, 139, 154, 156
Brain-derived neurotrophic factor 

(BdNF), 8–10
Brain functioning, see Neurobiology
Brainstorming, 280
Brazelton, T. B., 138, 154, 338, 348
Brody, V., 30, 32, 74, 137–139, 140–144, 

146, 152, 153, 154, 155
Building skills, 118–119
Bullying curriculum, 189–190
Burrito girl case example, 13–16

C
Calming case example, 82–89
Canine-Assisted Play Therapy (CAPT)

case examples, 42–43, 53, 61–67, 
236–237

goals of, 41–43
intervention programs used, 57–61
methods of, 41, 43–46, 68–69
overview of, 39–41
problems/populations for, 46, 67–68
rationale for, 48–57
risks/benefits of, 46–48

CAPT, see Canine-assisted play therapy 
(CAPT)

Case examples; see also specific disorders
art therapy, 304–308
canine-assisted play therapy, 42–43, 

53, 61–67, 236–237
child-centered play therapy, 159, 

168–172
dance/movement therapy, 341–342
developmental play therapy, 142–153
diR Floortime, 233–235, 236–237, 

239–240, 241
drama Play Therapy, 105–110, 

111–112, 271–272, 281–290, 
305–306

Family Theraplay, 73, 82–89
Filial Therapy, 200–204
Jungian play therapy, 180, 183–190
lEgo play therapy, 122, 123, 126, 

130–135
music therapy, 323–328
playing on autism spectrum, 20–21, 

22–24, 25–27, 31–32
P.l.A.y. project, 261–264
safety, connection, neurobiology, 

3–4, 5, 13–17
Sandtray worldplay, 217–223

Cattanach, A., 101, 102, 104, 113
Central coherence, 24–25, 29
Challenge in Family Theraplay, 78, 85
Child-centered play, 12, 195
Child-centered play therapy; see also 

Parent-child interventions
autism spectrum disorders and, 

165–168, 172–173
balance of control in, 216–217
case examples, 159, 168–172
drama Play Therapy, 4
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guidelines for, 163–165, 172–173
overview of, 160, 173–174
rationale for, 160–163, 166–168

Circles of interaction, 251, 262–263
Clicker training for dogs, 64
Closure experiences; see also 

Termination
in dance/movement therapy, 343, 346
in drama play therapy, 273, 281

Cognitive Behavior (Play) Therapy, 30
Cognitive development

art therapy and, 298, 299–304
dance/movement therapy and, 347
diR Floortime and, 238
drama play therapy and, 277–278, 

280
Family Theraplay and, 80–81, 91–92
music therapy and, 318–319
neurobiology and, 80
playing on autism spectrum and, 22, 

23, 24–25
processing delays, 239–240
symbolic play and, xiii–xiv

Cognitive impairment, 93–94; see also 
mental retardation

Collaboration, 119–122
Coloring mandalas, 180–181, 183–190
Comfort zone, 254
Communication; see also language

aids for, 205, 315, 327–328
art therapy and, 302, 303–304
autism spectrum disorders and, 

275–276
canine, 42, 68
case examples, 111–112, 261–264, 

281–283, 289, 323–324, 
341–342

communicative musicality and, 
244–245

dance/movement therapy and, 
334–336, 341–342, 345

development of, 250–251
diR Floortime and, 234, 242
drama Play Therapy and, 102, 

111–112, 274, 275, 276, 281
of emotions/feelings, 63–67, 102, 104, 

166
imitation and, 235, 241
intensive developmental intervention 

and, 258–259
language of play and, 199–200

in lEgo play therapy, 120
modeling, 173
music therapy and, 321, 323–324, 329
nonverbal, 167, 205, 315, 327–328
reflective responses, 163, 164
repair strategies in, 321
sand tray method and, 210, 213–214, 

216–217, 224–225
Communication boards, 205
Communicative musicality, 244–245
Companion dogs, 51–53, 57–63
Conditions of worth, 161, 163
Confusion, 99
Congruence, 162–163
Connections

case examples, 3–4, 5, 13–17, 
200–204, 261–264, 285–289

dance/movement therapy and, 346
drama play therapy and, 104, 107, 

112–113, 273, 275, 285–289
Family Theraplay and, 73
safety, neurobiology and (see Safety 

and connection)
sand tray method and, 210–211, 216, 

224–225
through play, 266

Cooperation, 171
Coordination by child, 171
Cortisol levels, 50–51
Countertransference, 46, 179–180, 

183–190
Creative-Expressive model, 279
Creativity

autism and, 302
development and, 101
drama play therapy and, 273, 279, 

280–281, 287
social relationships and, 295–296

Critical periods, 8–10
Crossing the bridge, 220–223
Culture, 265
Cup stacking activity, 93–94

d
dance case examples, 281–283, 284–285, 

289, 341–342
dance/movement therapy

assumptions/principles of, 334–335, 
347–348
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autism spectrum disorders and, 
333–334, 335–336

case examples, 341–342
in group treatment, 339–340, 

342–347
rationale for, 336–342

decoupling, 24–25, 26
deficiency or difference question, 19–20, 

24, 27–28, 31–32
depression, 183–190
development

animals in lives and, 40, 48
cognitive (see Cognitive 

development)
of communication, 250–251
creative imagination and, 101
dance/movement therapy and, 336, 

340, 347
diR Floortime and, 232, 233, 237, 243
dramatic play continuum and, 

103–105
dynamic context of, xi–xiv
emotional (see Emotional 

development)
functional developmental levels and, 

250–251, 261–262
Jungian Play Therapy on, 177
person-centered therapy on, 160–162
play and, 19, 22, 27, 115
sand tray method and, 210
social (see Social development)
symbolic (see Symbolic development)
touch and, 138–139
zone of proximal, 250–251

developmental, individual difference, 
Relationship based (diR) 
Floortime model

case examples, 233–235, 236–237, 
239–240, 241

evidence base for, 242–245
Filial Therapy and, 197
following child’s lead to mastery, 

236–242
integration and application of, 

245–246
origins of, 243
overview of, xi–xii, xiv, 29, 231–235
PlAy project and, 250–251, 258

developmental age, 234–235
developmental play approach, 74

developmental Play Therapy (dPT)
autism spectrum disorders and, 

140–142, 153
case examples, 142–153
overview of, 137–138
rationale for, 138–139, 140–141, 146, 

148, 150, 151
diagnosis of autism spectrum disorders

art projects on, 310– 311
Asperger’s disorder and, 130–131, 143
child-centered play therapy and, 

172–173
core problems and, 165–166

difference or deficiency question, 19–20, 
24, 27–28, 31–32

diR, see developmental, individual 
difference, Relationship-based 
(diR) Floortime model

directive play therapy, 44–45
discrete trial learning, 28
dogs; see also Canine-assisted play 

therapy (CAPT)
in canine-assisted play therapy, 41, 

44, 46, 68–69
effects as companions, 51–53
oxytocin and, 40
preferences/benefits with, 48–50

dorsal vagal parasympathetic system, 7
dPT, see developmental play therapy
drama play therapy

ACT Project, 278–281
autism spectrum disorders and, 

101–102, 274–278
case examples, 105–110, 111–112, 

271–272, 281–290, 305–306
child-centered theater events, 4
dramatic play continuum and, 

103–105
dyads and groups in, 110–112, 285
neurobiology and, 112–113, 274, 

276–277
overview of, 97–98, 100–101, 

272–274, 289
performances in, 281–283, 289, 290
therapeutic goals of, 279
toys and materials for, 103
video productions, 128, 134, 

305–306, 309–312
dramatic play continuum, 103–105
drop test, 122–123
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dyads in drama Play Therapy, 110–112; 
see also group interventions

dysregulation, see Regulation

e
EAC (equine-assisted counseling), 47
Eating habits, 61–62, 82–89
EBP (evidence-based practice), xvi, 

242–245
Echolalia, 325–326
Echoplaylia, 101–102
EFs, see Executive functions
Emotional development

art therapy and, 298, 302, 303
canine interactions and, 51–52, 

62–63
case examples, 281–283, 289
child-centered play therapy and, 167, 

168
communication and, 63–67, 102, 104, 

166
diR Floortime and, 233, 234, 242, 

244–245
drama Play Therapy and, 271–272, 

273, 277, 288
Family Theraplay and, 75
music therapy and, 318–319, 329
neurobiology and, 4, 245
play and, 23
PlAy project and, 260
safe mode of play and, 12, 13–16
sand tray method and, 211, 214, 

216–217
self and, 161, 162
symbolic development and, xiii–xiv

Emotional distancing, 271–272, 273
Emotional regulation, 4, 318–319, 329
Empathic listening, 195
Empathic reflection, see mirroring
Empathy

canine-assisted play therapy and, 
42–43, 44

in child-centered play therapy, 
162–163, 164

dance/movement therapy and, 336–
338, 341–342, 345, 347, 348

diR Floortime and, 234, 243
role play and, 102
theory of mind and, 99

Empowerment of parents, 199–200

Enactment phase, 280–281
Engagement; see also Social engagement

case examples, 261–264, 305–306
in dance/movement therapy, 339–340
diR Floortime and, 234–235, 236, 

244
Family Theraplay and, 74, 77–78, 84
joint attention and, 250–251
music therapy and, 328
neurobiology and, 80–81

Engineers, lEgo, 120–121, 122–123
Environment/play rooms

holding environment in, 209, 
342–343

as natural learning environment, 321
nondirective play therapy and, 

274–275
safe space in, 279–280
for safety and connection, 11–13
sensory sensitivities and, 173

Equine-Assisted Counseling (EAC), 47
Ethical issues and touch, 141–142
Evidence-based practice (EBP), xvi, 

242–245
Executive functions (EFs); see also 

Cognitive development
art therapy and, 300–302
diR Floortime and, 238
drama Play Therapy and, 277–278, 

280
Family Theraplay and, 80–81, 91–92

Externalizing behaviors, 76; see also 
Problem behavior

Eye contact
Applied Behavior Analysis for, 28
Canine-Assisted Play Therapy and, 

43, 49, 60, 61–62, 63–67
case examples (see Eye contact case 

examples)
dance/movement Therapy and, 

339–340, 344
sand tray method and, 212

Eye contact case examples
Canine-Assisted Play Therapy, 61–62, 

63–67
child-centered play therapy, 168–172
dance/movement therapy, 339–340
drama Play Therapy, 271–272, 

284–285
Eye gaze toward objects, 321
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F
Face like a house game, 149
Facial emotion processing, 319
Family approaches; see also Parent(s); 

Siblings
Canine-Assisted Play Therapy, 45–46
Family Theraplay (see Family 

Theraplay)
Filial Therapy (see Filial therapy)
P.l.A.y. project (see PlAy project)

Family Theraplay
case examples, 73, 82–89
developmental Play Therapy and, 137
dimensions of, 77–78
guidelines across spectrum, 89–94
overview of, 73–75, 94
rationale for, 75–77, 79–82
treatment plan in, 78–79

Fdls (functional developmental levels), 
250–251, 260, 261–262

Fear
case examples, 200–204, 218–220, 

305–306
drama Play Therapy and, 274, 

276–277
FEAS (Functional Emotional 

Assessment Scale), 260
Feedback

to parents, 196, 254, 255
from peers, 125

Feelings, expression of, 63–67, 104; 
see also Affect; Emotional 
development

Fight or flight response, 7
Filial Therapy

autism spectrum disorders and, 
197–200

case examples, 200–204
methods/guidelines, 193, 194–197, 

204–206
rationale for, 194, 197–199

Film/video making, 128, 134, 305–306, 
309–312

Fire, creating, 186
Flapping hand movements, see 

Repetitive play/behavior
Flexibility, 306–308, 309; see also 

Rigidity

Floortime, see developmental, 
individual difference, 
Relationship based (diR) 
Floortime model

Flow and play, 21–22
Following child’s interests

Art Therapy and, 303, 315
case examples, 281–285, 289
diR Floortime and, xii, 233
drama Play Therapy and, 275–276
intervention response and, 264
in lEgo play therapy, 116
in P.l.A.y. project, 262–263, 264
sand tray method and, 210
severely impacted children and, 

234–235
Following child’s lead

dance/movement therapy and, 
341–342

diR Floortime, 236–242
zone of proximal development and, 

250–251
Food selectivity, 61–62, 82–89
Freestyle lEgo, 120, 122–124, 129, 

130–135
Free will and play, 21
Freeze dance, 345, 347
Freeze game, 92, 277–278
Frustration, 200–204, 218–220
Functional developmental levels (Fdls), 

250–251, 260, 261–262
Functional Emotional Assessment Scale 

(FEAS), 260
Functional Emotional developmental 

Capacities, 234, 242, 260
Functional play, 25

g
games

face like a house, 149
freeze, 92, 277–278
hide-and-seek, 64, 66, 104, 105–110, 

145
for initiative, 45
red light/green light, 58–59, 60
transforming object, 288
watch game, 61–62

genetic vulnerability, 9
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greenspan, S., 29, 34, 102, 105, 113, 165, 
172, 174, 197, 207, 209, 210, 
212, 213, 226, 231, 232, 234, 
237, 238, 241, 243, 244, 246, 
247, 250, 251, 254, 258, 260, 
261, 264, 267–269, 275, 276, 
290, 336, 349

gross motor skills
canine interactions and, 50, 58–59, 

60
sand tray method and, 214

group interventions
Art Therapy, 304, 305–306, 308–312
case examples, 305–306, 339–340
dance/movement Therapy, 339–340, 

342–347
developmental Play Therapy, 139
dog companions and, 57–61, 62–63
drama Play Therapy, 110–112, 285
Filial Therapy, 200
integrated Play group, 29
lEgo play therapy, 119–124, 

130–135
music therapy, 321–322

guerney, l., 193, 194, 200, 206, 207, 208

h
harassment, 189–190
harnessing child’s interests, see 

Following child’s interests
helping behavior, lEgo, 119–120
helplessness, 7
hide-and-seek games

canine-assisted play therapy, 64, 66
developmental play therapy, 145
drama play therapy, 104, 105–110

high-functioning autism
case examples (see high-functioning 

autism case examples)
Family Theraplay and, 90–91
Filial Therapy and, 205
Jungian Play Therapy and, 179, 

182–183
high-functioning autism case examples

canine-assisted play therapy, 63–67
diR Floortime, 239–240
drama Play Therapy, 284–289
filial therapy, 200–204
lEgo play therapy, 130–135

holding environment, 209, 342–343; see 
also Safe space

holistic interventions, see 
developmental, individual 
difference, Relationship based 
(diR) Floortime model

home sessions, see in-home 
interventions

humor, 285–289

I
identification, 177, 190, 277
idi (intensive developmental 

intervention), 249, 253, 
257–260

imitation
communication and, 235, 241
dance/movement therapy and, 

336–337
in music therapy, 322
neurobiology and, 80
pretend play and, 28

improvisation
case examples, 281–283, 289
in drama play therapy, 278, 286–289
musical attunement and, 329

individuation, 177–178, 180, 181, 182
in-home interventions

dog companions, 61–62
Filial Therapy, 196
music Therapy, 322–323
P.l.A.y. project, 252–255

initiation, 28, 45, 261–264
insight-based psychotherapy, 183
integrated Play group (iPg), 29
integrative approach, 30
intellectual disabilities, 234–235
intensive developmental intervention 

(idi), 249, 253, 257–260; see 
also P.l.A.y. project

interactional circles, 251, 262–263
interactive/mutual regulation, 338–340
interactive play, 28, 29
interests

art therapy and, 303, 315
drama play therapy and, 275–276
following child’s (see Following 

child’s interests)
functions of special, 283
lEgo play therapy and, 116
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internalizing behaviors, 76
interpersonal psychology, 194
interpersonal relationships, see Social 

relationships
interpretation, 179–182
interventions

diagnostic challenges and, 130–131, 
143, 165–166, 172–173, 310–311

environment for (see Environment/
playrooms)

neurobiological implications for, 
8–11, 16–17

parents and, 30, 258–259, 323
recommendations on touch, 141–142
tailoring to child, 68–69, 264, 

333–334, 344
teaching children to play, 27–29

intrinsic motivation, 21–22, 168
introjection, 177
iPg (integrated Play group), 29
irwin, E., 101, 102, 113
isolation, 54, 188–189
i–thou relationship, 138

J
Jennings, S., 101, 113, 274, 276, 279, 291
Jernberg, A., 74, 75–78, 85, 90, 93, 95, 

137, 139, 154, 156
Joint attention

bonding and, 26–27
canine interactions and, 49
case examples, 26
diR Floortime and, 236, 242, 244
drama play therapy and, 275
engagement and, 250–251
intervention and, 31, 99, 258–259
music therapy and, 321–322, 329
sand tray method and, 216

Jokes Extravaganza, 285–289
Jung, C. g., 177–181, 186, 187, 190, 192, 

299, 302, 314
Jungian Play Therapy

Asperger’s disorder and, 179–180, 
182, 183, 190–191

case examples, 180, 183–190
overview of, 177–179
rationale for, 181, 182–183
techniques for, 179–182, 190–191

K
Kalff, d., 181, 192

l
landreth, g., 22, 30, 33, 154, 155, 156, 

164, 165, 175, 200
landy, R., 101, 114, 273, 274, 291
language; see also Communication

art therapy and, 302, 303–304
canine interactions and, 53, 54, 56, 

61–67
case examples, 61–62, 63–67, 105–

110, 111–112, 281–283, 289
diR Floortime and, 238, 244
Family Theraplay and, 76–77
filial therapy and, 199–200
intensive developmental intervention 

and, 258–259
play and, 23
semantic fluency activity for, 91–92
social engagement and, 10
symbolic play and, 27

languages (Reggio-inspired educators), 
209–210

learning
discrete trial, 28
Filial Therapy and, 194
lEgo play therapy and, 118
in music therapy, 321
visual, 239–240
visual thinking and, 177

lEgo play therapy
case examples, 122, 123, 126, 130–135
club rules in, 125–128
guidelines for, 124–125, 129–130
levels/roles in, 118–124, 127–128
overview of, 30, 115–117, 135
rationale for, 116–118, 119, 120, 

121–122, 123, 124–125, 127
limbic resonance/regulation, 340
limit setting

in canine-assisted play therapy, 44
in child-centered play therapy, 164
in developmental play therapy, 

144–148
parent training on, 195–196

The listening Project, 10–11
low-functioning autism, 281–283, 289
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M
maladjustment/adjustment, 161
malchiodi, C., 299, 313, 314
mandalas coloring activity, 180–181, 

183–190
marschak interaction method (mim), 

77, 78, 83–84
massage, 149–150
meltdowns, see Tantrums
mental imagery, see Visual thinking
mentalizing, see Theory of mind (Tom)
mental retardation, 234–235
mim (marschak interaction method), 

77, 78, 83–84
mimicry versus empathy, 337
mirror gazing, 183–190
mirroring

dance/movement therapy and, 
336–338, 341–342, 345

in drama play therapy, 277
modeling

in canine-assisted play therapy, 54–55
case examples, 61–62
in dance/movement therapy, 344–345
in drama play therapy, 278–279
of focused communication, 173
of initiating behavior, 28
in music Therapy, 323
in P.l.A.y. project, 255
of pretense behaviors, 30–31
of responses to art, 301, 303
in sand tray method, 212

monologue to dialogue, 97–98, 104, 
105–110; see also drama play 
therapy

motivation
in child-centered play therapy, 168
drama play therapy and, 281
intrinsic nature of play and, 21–22
in lEgo play therapy, 115–116, 

117–118
in music therapy, 321
neurobiology and, 4–5
sand tray method and, 210–211

motor skills; see also Sensorimotor 
activities

canine interactions and, 50, 58–59, 60
drama Play Therapy and, 277
sand tray method and, 214
sensory-motor profile, 254

movement therapy, see dance/
movement therapy

music
attention and, 322
canine-assisted play therapy and, 

59–60
case examples, 281–283, 289, 323–328
communicative musicality and, 

244–245
interventions (see music therapy)
sand tray method and, 211
therapeutic nature of, 318

musical attunement, 329
musical chairs with dogs, 59–60
music therapy

assessment/goals for, 319–320, 
328–329

case examples, 323–328
guidelines/methods for, 317–318, 

328–330
interventions for goals, 320–323
rationale for, 318–319, 329

mutual engagement, 339–340
mutual regulation, 338–340

n
Name Ball activity, 92–94
Narcissus myth, 183–190
Narrative Therapy, 30
Narrow interests, see interests
Natural learning environment, 321
Need area assessment, xii, 319–320, 

328–329; see also Assessment
Negative behavior, see Problem behavior
Neglect case example, 142–153
Neural integration, 8–10
Neurobiology

art therapy and, 299–301, 312
attunement and, 245
dance/movement therapy and, 

340–341, 348
drama Play Therapy and, 112–113, 

274, 276–277
emotional interactions and, 75–76
mind-body integration and, 334
music processing and, 319
of play (see Neurobiology of play)
regulation and, 7, 8, 10, 13–16, 80–81, 

243–244
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Neurobiology of play
case examples, 3–4, 5, 13–17
intervention gains and, 8–11
safety, connection and, 4–8, 11–13, 

16–17
Neuroception, 6–8, 10–11
Neuroplasticity, 8–10
Nondirective play therapy; see also 

Child-centered play therapy
canine-assisted, 44, 47
environment and, 274–275
in Filial Therapy, 193, 197, 198
guidelines for, 163–164

Nonverbal communication
child-centered play therapy and, 167
communication boards, 205
Picture Exchange Communication 

System, 315, 327–328
Nurture, 78, 85

o
object relations, 75–76
observation in music therapy, 320
obstructive strategies, 236–237, 241
off-task behavior, 122
optimal arousal zone, 340–341
oxytocin and dogs, 40

P
Page, Tim, 97
Parallel play, 97, 102
Parallel Play (Page), 97
Parent(s); see also Family approaches

bonding and, 105, 140–141
connections through play with, 266
developmental play therapy and, 143, 

144, 145–146
diR Floortime and, 244
in drama Play Therapy, 105, 106
in Family Theraplay (see Family 

Theraplay)
feedback to, 196, 254, 255
in Filial Therapy (see Filial therapy)
intervention effects and, 30, 258–259, 

323
lEgo play therapy and, 130
limit setting training for, 195–196
music therapy and, 322–323
in P.l.A.y. project (see P.l.A.y. project)

Sandtray worldplay and, 223–225
stress/support for, 198–200

Parent–child interventions, 30, 244
Parenting, 77
Parieto-Frontal integration Theory of 

intelligence (P-FiT), 299
Parts supplier, lEgo, 119–121, 122
Passions, 283
Pat-a-cake, 234–235
Pdd-NoS (pervasive developmental 

disorder), 81–82, 105–110
PECS (Picture Exchange 

Communication System ), 315, 
327–328

Peek, Kim (Rain man), 140
Peer play; see also Social relationships

case examples, 111–112, 323–325
diR Floortime and, 243
in group drama therapy, 110–112
in lEgo play therapy, 119–122, 125
in music therapy, 323
play dates, 105, 134, 183–190, 240
social interaction and, 29
typical versus atypical, 21, 24, 26–27, 

31–32, 101–102
Peer players, 29
Perception

of danger or safety, 6–8
social, 113
visuo-spatial processing and, 182, 

238, 277, 300–302
Performances in drama play therapy, 

281–283, 289
Personality development, 160–162
Person-centered therapy, 160–163, 303; 

see also Child-centered play 
therapy

Perspective-taking abilities, 102
Pervasive developmental disorder (Pdd-

NoS), 81–82, 105–110
P-FiT (Parieto-Frontal integration 

Theory of intelligence), 299
Phenomenological experiences, 160–162
Picture Exchange Communication 

System (PECS), 315, 327–328
Pivotal response training (PRT), 28
Plasticity of brain, 8–10
Play

as right of children, 266
sociodramatic, 104, 105–110, 106
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364 • index

typical versus atypical, 21, 23–24, 
25–27

versatility/utility of, 19–20
Play and language for Autistic 

youngsters Project, see 
P.l.A.y. project

Play dates
case examples, 134, 183–190
drama play therapy and, 105
with soft souls, 240

Playfully obstructive strategies, 236–237, 
241

Playground interventions, 323–325
Playing on autism spectrum

case examples, 20–21, 22–24, 25–27, 
31–32

cognitive and social development, 22, 
23, 24–25, 26–27

difference or deficiency, 19–20, 24, 
27–28, 31–32

meaning of play, 21–22
play therapy, 29–31
teaching children to play, 27–29
typical versus atypical play, 21, 

23–24, 25–27
Playism, 20
P.l.A.y. project

case examples, 261–264
community/agency training 

programs in, 255–256
diagnosis and referral in, 251–252
guidelines for, 264–266
home Consultation program in, 

252–255
overview of, 249–251, 266
program evaluation in, 253, 256, 257
rationale for, 257–261

P.l.A.y. Project home Consultation 
program (PPhC), 252–255

Playrooms, see Environment/playrooms
Play therapy, 29–31, 212–213; see also 

specific types of therapy
PPhC (PlAy Project home 

Consultation program ), 
252–255

Pretend play
case examples, 261–264
functional play compared to, 25
importance of, 99
learning, 28

social development and, 102
taxonomy for, 31

+Problem behavior
Applied Behavior Analysis for, 99
art therapy and, 305
canine interactions and, 43, 55–56, 

62–63
case examples (see Problem behavior 

case examples)
Child-Centered Play Therapy and, 167
Family Theraplay and, 76, 82–89
Filial Therapy and, 197
lEgo play therapy and, 125
music therapy and, 325–326, 

327–328, 329
in transitions (see Transitions)

Problem behavior case examples
Canine-Assisted Play Therapy, 62–63
developmental Play Therapy, 142–153
Family Theraplay, 82–89
Filial Therapy, 200–204
Jungian Play Therapy, 183–190
music therapy, 325–326, 327–328

Processing delays, 239–240
Projective play, 104
Protected space, 181; see also 

unconditional positive regard
PRT (pivotal response training), 28
Psychodynamic theory, 194; see also 

Jungian play therapy

r
Rage/anger case examples, 13–16, 218–220
Rainbow weather massage, 149–150
Rain man (Peek, Kim), 140
Ray, d., 70, 155, 156, 160, 163, 164, 165, 

168, 174, 175, 197, 206
Reactivity, see Sensitivity to sensory 

input
Reciprocal imitation training, 28
Reciprocity, social, 303
Red light/green light game, 58–59, 60
Reflective thinking, 234, 243; see also 

Empathy; mirroring
Regression, 149–150
Regulation

attentiveness and, 250–251
Canine-Assisted Play Therapy and, 43
case examples, 13–16, 218–220, 

261–264, 309–310
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index • 365

dance/movement Therapy and, 337
diR Floortime and, 234–235, 

243–244
emotional, 4, 318–319, 329
Family Theraplay and, 77–78
interactive/mutual, 338–340
in lEgo play therapy, 125
mother-child experiences and, 75
music therapy and, 322
neurobiology and, 7, 8, 10, 13–16, 

80–81, 243–244
Reinforcement of initiating behavior, 28
Relational interventions, see Child-

centered play therapy
Relationships, see Social relationships
Relaxation strategies, 220–223
Repair strategies in communication, 321
Repetitive play/behavior

case examples (see Repetitive play/
behavior case examples)

dance/movement therapy and, 
335–336, 341–342, 343–347

diR Floortime, 234–235
drama Play Therapy and, 105–110, 

271–272, 275–276, 281–283, 
285–289

Filial Therapy and, 205
in lEgo play therapy, 116

Repetitive play/behavior case examples
art therapy, 306–308
drama Play Therapy, 105–110, 

271–272, 281–283, 289
Jungian Play Therapy, 183–190
music therapy, 323–327

Replays and sand tray method, 216–217
Resistances, 179
Reticent children, 42, 76–77
Rigidity

case examples, 13–17, 105–110, 
111–112, 306–308, 309–310

cognitive ability and, 25
safe environments and, 12
sand tray method and, 215–217

Role play
benefits of, 275
drama Play Therapy and, 111–112
empathy and, 102
in filial therapy, 195
in lEgo play therapy, 123

Rules of Cool, 126–127

S
Sadness/depression, 183–190
Safe space, 279–280; see also holding 

environment
Safe toys case examples

atypical play, 27
canine interactions, 62–63
drama Play Therapy, 105–110, 

284–285
Family Theraplay, 82–89
safety/connection and neurobiology, 

13–17
Safety and connection

art therapy and, 305
canine interactions and, 42, 53–54
case examples, 3–4, 5, 13–17
drama play therapy and, 274, 

279–280
Family Theraplay and, 77
intervention gains and neurobiology, 

8–11, 16–17
neurobiology and, 4–8
in playroom, 11–13
unconditional positive regard and, 

166–167
Sand tray method; see also Sandtray 

worldplay
Canine-Assisted Play Therapy and, 

47–48, 67
case examples, 13–16, 183–190, 

217–223
in drama Play Therapy, 107
in Jungian Play Therapy, 181, 182

Sandtray worldplay
case examples, 217–223
overview of, 209–210, 225–226
parents and, 223–225
phases of, 211–217
rationale for, 209, 210–211

Scaffolding, 29
SCERTS Assessment model, 320
Scriptwriting, 280–281
Security objects, see Safe toys case 

examples
Self

Art Therapy and, 297, 303, 304
autism and, 97
bodily, 138, 139, 142–153, 347
bonding with parents and, 140–141
case examples, 306–308
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366 • index

Child-Centered Play Therapy and, 
161, 167–168, 174

dance/movement therapy and, 337, 
338–340

drama Play Therapy and, 112
Family Theraplay and, 75–76
person-centered therapy on, 163
role taking/playing and, 102
social relationships and, 188–189
sociodramatic play and, 104
touch and, 138, 139, 148

Self-acceptance, 161–162
Self-confidence, 42, 61–62, 63–67
Self-contained classroom case examples, 

325–326
Self-efficacy, 42, 118
Self-esteem, 76
Self-healing archetype, 177–178
Self-persecution, 305–306
Self-regulation, see Regulation
Self-stimulation

case examples, 13–16, 234–235
dance/movement therapy and, 

341–342
sensitivities and, 12

Self-worth, 161–162
Semantic fluency activity, 91–92
SEmTAP (Special Education music 

Therapy Assessment Process), 
319–320

SENC, see Structure, engagement, 
nurture, challenge

Sensitivity to sensory input
assessment of, 12
case examples, 341–342
child-centered play therapy and, 173
diR Floortime and, 237–238, 

239–240
Family Theraplay and, 80
neurobiology of, 9–10
Sandtray worldplay and, 215
sensory-motor profile and, 254
window of tolerance and, 340–342

Sensorimotor activities, 104, 243–244; 
see also Family Theraplay

Sensory integration, 12, 214, 277; see also 
Sensitivity to sensory input

Sensory play, 107
Sensory processing; see also Sensitivity 

to sensory input
auditory, 238, 239–240

neurobiology and, 243–244
sensory integration, 12, 214, 277
sensory-motor profile, 254
visuo-spatial, 182, 238, 277, 300–302

Shared attention, see Joint attention
Shared play, 233–234
Sharing, affective, 26
Shyness/social anxiety, 42, 76–77
SiAs (special interest areas), 283, 303, 

315
Siblings

case examples, 20–21, 22–24, 25–27, 
31–32, 200–204

in filial therapy, 198, 200–204
in music therapy, 323

Siegel, d., 8, 10, 18, 75, 96, 245, 247, 301, 
314, 335, 350

Singing case examples, 281–283, 289; see 
also music

SNS (sympathetic nervous system), 7, 
9–10, 12

Social anxiety, 76–77; see also Anxiety
Social development

art therapy and, 298, 303
autism spectrum disorders and, 90
canine interactions and, 60
case examples, 323–325
child-centered play therapy and, 168
dance/movement Therapy and, 342
drama Play Therapy and, 113, 274, 

275, 285, 289
lEgo play therapy and, 116, 135
music therapy and, 318–319, 329
playing on autism spectrum and, 22, 

23, 26–27
pretend play and, 102

Social engagement; see also Engagement
canine interactions and, 51
case examples, 13–16
diR Floortime and, 236, 244
listening Project and, 10–11
play and, 23
safety/connection and, 13–16

Social learning, 118
Social lubricant effects, 42, 63–67
Social reciprocity, 303
Social relationships

art therapy and, 295–296, 298, 
301–302, 305–308, 309–310

canine interactions and, 42, 53, 54, 
55–56, 63–67
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index • 367

case examples (see Social 
relationships case examples)

closeness established in, 166
dance/movement therapy and, 

335–336, 343–347, 348
diR Floortime and, 242, 244–245
Family Theraplay and, 76, 81
intervention and, xii
isolating self and, 188–189
language of play and, 159–160
lEgo play therapy and, 116, 117
music therapy and, 318–319, 323–325, 

329
neurobiology and, 4–8
sand tray method and, 212–213
theory of mind and, 98–99

Social relationships case examples
art therapy, 305–308
Canine-Assisted Play Therapy, 63–67
dance/movement Therapy, 343–347
drama Play Therapy, 281–283, 289
Jungian Play Therapy, 183–190
music therapy, 323–325

Social self-efficacy, 118
Social stories, 325–326
Sociodramatic play, 104, 105–110, 106
Soft souls and play dates, 240
Solomon, Richard, 251–252
Space-walking, 277
Spatial awareness, 344; see also Visuo-

spatial processing
Speaking capacity, 11; see also 

Communication; language
Speaking for child, 263–264
Special Education music Therapy 

Assessment Process 
(SEmTAP), 319–320

Special education setting, 343–347
Special interest areas (SiAs), 283, 303, 

315
Sponge Bob Square Pants, 284–285
Squeeze machine/squishes, 13–16, 140, 

254
Stereotypical movements, see Repetitive 

play/behavior; Self-stimulation
Strengths of child; see also Following 

child’s interests; Following 
child’s lead

art therapy and, 299–304
assessment in music therapy, 

319–320, 328–329

case examples, 283–285
diR Floortime and, xii, 239–240

Strengths of therapists, 240–241
Structure, engagement, nurture, 

challenge (SENC)
in Family Theraplay, 74, 79, 84, 85
overview of, 77–78

Structuring skill, 195; see also limit 
setting

Super Friends group, 111–112
Superhero case examples

drama play therapy, 111–112
typical and atypical play, 20–21, 

22–24, 25–27, 31–32
Symbolic attitude, 178
Symbolic development

emotional development and, xiii–xiv
Jungian play therapy and, 177–178
play promoting, xii–xiii
theory of mind and, 25, 26

Symbolic language, 27, 166, 297
Symbolic play

case examples, 105–110, 233–234
cognitive development and, xiii–xiv
in drama play therapy, 104, 105–110
intervention for, 28, 30–31, 99
joint attention and, 99
scaffolding, 29
symbolic language and, 27
volition and, 25

Sympathetic nervous system (SNS), 7, 
9–10, 12

t
Tactile defensiveness, 215, 239–240; see 

also Touch
Tantrums

canine interactions and, 50, 51
case examples, 82–89, 105–110, 

183–190, 200–204
Task analysis, 118
Task and Skills model, 279
TEACCh (Treatment and Education of 

Autistic and Communication 
related handicapped 
Children), 315

Team-building, 124–125
Termination, 152–153; see also Closure 

experiences
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368 • index

Theory of mind (Tom)
decoupling and, 24–25
definition of, 275
drama play therapy and, 113, 275, 

276, 277, 285
intervention and, 31–32, 102
social interactions and, 98–99
symbolic development and, 25, 26

Therapeutic alliance, see Therapist-child 
relationship

Therapeutic touch, 13–16, 140
Therapist(s)

in art therapy, 296–297
attitudinal conditions of, 162–163
balance of control of, 216–217
child relationship with (see Therapist-

child relationship)
in dance/movement therapy, 338–339
in drama play therapy, 101
limit setting by, 44, 144–148, 164
in music therapy, 317–318
neurobiology and, 15–16
strengths and weaknesses of, 

240–241
Therapist-child relationship

in child-centered play therapy, 162, 
166, 167, 168–172

in dance/movement therapy, 335, 348
in Jungian play therapy, 178

Theraplay, see Family Theraplay
Therapy dogs, 53–57
Tom, see Theory of mind
Touch

case examples, 13–16, 142–153, 
236–237, 239–240

desensitization to, 137, 140
practice/ethical recommendations, 

141–142
sand tray method and, 214, 215
self and, 138, 139, 148
Squeeze machine/squishes, 13–16, 

140, 254
tactile defensiveness, 215, 239–240
tolerance levels for, 153

Toy play, 29
Toys, safe, see Safe toys case examples
Train-the-trainer model, 261; see also 

PlAy project
Transference, 180

Transfer of new skills
in child-centered play therapy, 166, 

167, 168
music therapy and, 320, 323, 326

Transforming object game, 288
Transitions

case examples, 82–89, 200–204, 
281–283, 289, 327–328

in drama play therapy, 280
music therapy and, 200–204, 322, 

327–328
Trauma, 62–63, 142–153
Treatment and Education of Autistic 

and Communication related 
handicapped Children 
(TEACCh), 315

Turn taking, 120, 121

u
unconditional positive regard; see also 

Protected space
case examples, 168–172
in child-centered play therapy, 

162–163, 170
safety and, 166–167

unity/wholeness, 180

V
VanFleet, R., 39, 40, 41, 43, 44, 45, 47, 57, 

61, 63, 72, 194, 195, 197, 198, 
200, 206, 207

Ventral vagal parasympathetic system
connection and, 6–7, 8
intervention implications, 10–11
of therapists, 15–16

Video productions, 128, 134, 305–306, 
309–312

Virtual reality activities, 29, 30
Visual learning, 239–240
Visual thinking

art therapy and, 299–300
communication and, 213
learning and, 177
visuo-spatial processing and, 182, 

238, 277, 300–302
Visuo-spatial processing

art therapy and, 300–302
Asperger’s disorder and, 182
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diR Floortime and, 238
drama play therapy and, 277

Volition, 25

W
warm-ups

in dance/movement therapy, 
342–343, 344

in drama play therapy, 273, 279–280, 
284–285

watch game, 61–62
weather massage, 149–150
websites and resources

Family Theraplay, 74, 89
lEgoS, 121, 129

wieder, S., 29, 34, 102, 105, 113, 165, 172, 
174, 197, 207, 209, 210, 213, 
226, 231, 232, 244, 246, 247, 
250, 258, 267, 268, 275, 276, 
290, 336, 349

window of tolerance, 340–342
wolfberg, P., 19, 23, 24, 29, 32, 34, 35, 

101, 102, 114, 213, 215, 216, 227, 
274, 275, 291

world of animals, 218–220
worth, conditions of, 161–162, 163
writing, 128, 280–281

z
Zone of proximal development, 250–251
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