Why use play?
“ Play is the child's natural medium of self
expression... the child 'plays out' his feelings
and problems just as in... adult therapy an
individual 'talks out' his difficulties”
(Virginia Axline)

Child Centered Play Therapy
(CCPT)
Virginia Axline, a colleague of Carl Rogers,
modified Client-centered therapy for use with
children in a developmentally appropriate way via
play therapy
Axline, V. (1947/1969). Play therapy, (Rev. Ed.). New
York, NY: Ballantine Books.
Axline, V. (1964). Dibs in search of self. New York,
NY: Ballantine Books

Further Development of CCPT
Two major comprehensive systems for
applying CCPT have been developed by:
Louise Guerney, Ph.D.
Cochran, N., Nordling, W., & Cochran, J. (2010). Child-Centered
play therapy: A practical guide to developing therapeutic
relationships with children. Hoboken, NJ: John Wiley & Sons.
VanFleet, R., Sywulak, A., Sniscak, C. (2010). Child-Centered
play therapy. New York, NY: Guilford Press

Garry Landreth, Ph.D.
Landreth, G. (2012). Play therapy: The art of the relationship
(3rd. ed.). New York, NY: Brunner-Routledge.

Utility of CCPT
l

l

l

Applicable with children ages 3-12 across the helping
professions and in agencies, private practice, schools,
hospitals, and home-based settings
Evidence-based therapeutic method to assist with a wide range
of child difficulties including depression, conduct disorders,
attachment problems, physical and sexual abuse, grief and
trauma
Although it cannot 'cure' more organic disorders (e.g., ADHD,
Bi-polar Disorder, Asperger’s Syndrome), CCPT is often helpful
as an adjunctive treatment for the emotional difficulties
experienced by children with such problems, and is often a
treatment of choice for co-existing problems (e.g., OppositionalDefiant Disorder accompanying ADHD).

Axline’ s Eight Foundational
Principles of CCPT
“The basic principles which guide the therapist in all non-directive therapeutic
contacts are very simple, but they are great in their possibilities”
 1. Establish Rapport
 2.Accept the child completely
 3. Establish a Feeling of permissiveness
 4. Recognize and reflect feelings
 5. Maintain Respect for the Child
 6. Let the child lead the way
 7. Therapy cannot be Hurried
 8. Use Limits wisely

1. Establish Rapport
l

l

l

Establishing trust is necessary for the development of
the therapeutic relationship and for the child to feel free
to express
It is established primarily through the skills of tracking
and empathic responding which demonstrate
acceptance and understanding
The therapist fosters the conditions for relationship to
develop, but the child is free to choose when and
whether to engage – it is never forced

2. Accept the child completely
•

The therapist does not target symptoms or pursue their
own agenda

•

The focus is on being with and accepting the child in
the present moment

•

Acceptance results in non-defensiveness and
willingness of child to bring the underlying
psychological issues out so they can be worked
through therapeutcially

3. Establish a feeling of permissiveness
•

The child experiences the freedom to express
emotions and cognitions generally rejected by
others, and to act in ways (generally in role play)
that bring out “dark” sides of self.

•

Through the therapist’s unconditional positive
regard, the child learns that their worth or
“goodness” endures even when these “darker”
sides of self are displayed

4. Recognize and reflect feelings
•

Through the therapist’s empathic responding the child's
feelings, beliefs, motivations, and desires for relationship
are articulated, accepted, and brought to the child's
awareness

•

This awareness when accompanied by the therapist’s
acceptance allows the child’s psychological issues to be
worked through in play, rather than seen by the child as
threatening, and thus requiring defensive maneuvers

•

In the process, the child gains insight into and selfmastery over previous maladaptive feelings and beliefs,
or traumatic experiences

5. Maintain respect for the Child
•

The therapist has confidence in the child's ability
to use the therapeutic process to develop new
emotional competencies needed to resolve
psychological issues and the surface level
symptoms that accompany them

•

The therapist trusts the CCPT methodology will
support the child in surfacing difficult therapeutic
issues

6. Let the Child Lead the Way
•

The therapist trusts the child to find the most
accessible and effective way to work on
therapeutic issues, and thus leaves the choice of
therapeutic activities in the child’s hands

•

The therapist remains comfortable with the
varying degrees of symbolic directness or
indirectness that children choose in working
through their problems

•

Therapist respects the healing path chosen by
the child and does not try to force the child to
address therapeutic issues more directly.

7. Therapy cannot be hurried
l

l

l

CCPT is generally not a long-term treatment. Generally,
15-20 weekly sessions are adequate to accomplish
therapeutic goals for most children.
However, CCPT is not a manualized intervention and the
length of treatment is dependent on the unique needs of
each child
Monitoring therapeutic progress across 4 stages (“warmup stage,” “aggressive stage,” “regressive stage,” and
“mastery stage”) is often possible, but stages vary in
length from child to child.

7. Therapy cannot be hurried (2)

l

l

The therapist must develop a trust in the method and
avoid the temptation to suddenly become more directive
out of impatience or a belief that the child is “stuck”
Other methods can be used concurrently at different
times, but “blending” CCPT with other approaches
during the play session itself has a risk of confusing the
child and hindering therapeutic effectiveness

8. Use Limits Wisely
l

l

l

The power of CCPT lies in the balance between an
atmosphere of acceptance and positive regard which
promotes self expression and emotional growth while
providing sufficient structure to ensure safety for the
child, the therapist, and property
Limits also make the child aware of their responsibility
to others and help the child to develop their capacity
for self control
Limits also create the condition for the therapist to
maintain the extraordinary levels of understanding,
acceptance, and affirmation of the child.

The Eight Principles
•

Each principle is important in and of itself but
none is sufficient

•

The whole set works in synchrony

Core conditions
l

Deep Empathy

l

Unconditional Positive Regard

l

Congruence or Genuineness

Structuring Statements
Structuring statements and responses allow the therapist to
communicate information about:



The role of the child in the playroom



The role of the therapist in the playroom



The boundaries of the playroom



The limitations of the therapist-child relationship

The Opening Statement
'[Child's name] this is a special
room. In here you may say
anything you want, and you may
do almost anything you want. If
there is something you may not
do, I will let you know...'

Trust the Opening Statement...
 If limits are offered beforehand they often promote
anxiousness, defensiveness, or even aggression.
 After delivering the opening statement, relax and
allow the child to work through the ambiguity and
newness of the playroom on their own. Avoid the
urge to rescue from anxiety by giving additional
structure or reassurance
 The opening statement is simple, understandable
and repeated at the beginning of each session until
the child understands the nature of the play room.
Then the opening statement can be discontinued.

Structuring Statements (2)
Other structuring statements:

“We have 5 minutes left for our play session today”

“Our play session is over for today”

Note: Additional structuring responses will be examined when
we speak about responding to children’s questions about the
playroom

Core CCPT Skill 1: Tracking
l

l

l

Acknowledging the child's behavior or those of
characters in role play in an accepting tone of voice
The child realizes that both they and their actions are
being attended to; and they experience themselves as
someone worth being attending to
The child experiences their actions as acceptable –
subtle but clear messages of permissiveness are
communicated

Nature and Purpose of Empathy
 Empathic responses acknowledge an underlying feeling,
preference, intention, motivation, belief or relationship
desire of the child or characters in a role play
 Empathy makes the child aware of the emotional
meaning of their play and develops the child’s emotional
intelligence
 Empathy helps children feeling understood and affirmed
 Empathy builds trust, willingness to engage and invest in
the relationship and to feel safe in the deepening of
emotional expression in play

Skillful Empathy: The 5 “Shades” of
Empathy
l

l

Most actions or statement made by a child involve more than one dimension –
it is better to focus on the one or two that appear most pertinent or offer
variation, rather than become too wordy trying to capture them all – the child
will correct you if there is more they would like added
Need a degree of certainty before empathizing – a balance between an
imaginative leap to add articulacy and avoiding 'leading' the child with feelings
they don't have

l

Identifying feelings: “You are so happy that you won!”

l

Identifying desires: “You want to use the blue crayon”

l

l

l

Identifying intentions, effort, motives: “You are aiming so carefully so you can
hit the target”
Identifying beliefs: “You don't think babies should get as big an allowance as
their big sister”
Identifying desire for relationship: “You are coming over here because you
want me to see what you drew”

Skillful Empathy: Making the
Response
• The therapist seeks to match the emotional tone and energy level of
the child. Unlike with tracking responses where following the child's
lead is recommended, altering the intensity of an empathic response
may be necessary
• Like tracking responses there should be no difference between the
empathy for positive and negative content (e.g., empathy for joy for
winning cards should match the joy for dismembering the mommie
doll)
•

No qualifiers or questions in empathy with children (NOT “It seems
like...” or “Do you want me to see it?”) - it draws the child's attention
away from the immediacy of their play and makes the child feel as
though he or she needs to respond to the therapist

The Need for Limits
 Brings feelings of security to the child which allow for
the freedom for self expression
 Ensures physical safety of child, therapist and durability
of play room
 Permits the therapist to maintain consistent acceptance
and unconditional positive regard
 Limits work with permissiveness of expression,
acceptance, and positive regard to establish the
conditions for therapeutic change

Limits and the Moral Compass
 Limits facilitate the child taking responsibility and
developing self control
 The child realizes the value that relationship has for them
and the need for self regulation to facilitate it.
 Under the guidance of limits, children exercise their decision
making capacities and develop their 'moral compass'
 In a safe and controlled atmosphere the child wrestles with
issues of good and evil, self and other, power and
powerlessness - and builds the 'muscle' of self control,
morality and efficacy.

Necessary limits ...
•

Therapist informs child of how much time is left and ends the
session on time to help child transition from the therapy session

•

Therapist sets limits to protect safety of the child

•

Therapist sets limits to prevent damage to toys or property

•

Therapist sets limits for actions that threaten the therapeutic
space (e.g., child wants to bring sibling into session)

Additional Necessary limits ...
•

Therapist draws limits around areas that are personally
uncomfortable or physically challenging (e.g. the child wants
the therapist to run around the room continually)

•

Therapist draws limits on personal boundaries (e.g., the child
wants to know very personal information about the therapist or
wants the therapist to come to their birthday party.)

•

Anytime the therapist is straining to maintain acceptance and
positive regard, then a personal limit likely needs to be set

Other common areas for limits...
•

In general, art projects may be taken home with the child but
where the subject matter is particularly provocative and might
be taken out of context, a limit may need to be set

•

Limits are set on the parent entering the playroom at the end of
the session in cases where the state of the playroom would
compromise confidentiality or distress the parent

•

If a child wishes to end the play session early, this is generally
allowed, but with the consequence that if they leave the room,
they may not return to the play room until the next scheduled
session (i.e., child must live with decision even if they change
mind once in waiting room)



Other common areas for limits …
(cont)
•

Except for one bathroom break, leaving the room for
other reasons is generally not permitted. If the child
does leave early this is considered as ending the
session.

•

Although the child has considerable freedom in the
playroom, limits may be set around “loudness” when
the child’s expression would be likely to disturb others
in the waiting room, or compromise confidentiality

Effective Limit Setting
•

Concrete and specific. The therapist references clear
concrete specific behaviors (e.g., not pulling ear off
puppet) rather than abstract generalizations (e.g., not
breaking toys)

•

Exception: If the child engages in multiple violations of a
very similar limit (e.g., throws a block at the therapist,
then a crayon, then a toy car), the therapist may then
generalize the limit (e.g., “One of the things you may not
do is throw things at me)

•

Set in a firm, confident, but non-hostile tone. The
therapist conveys in voice tone a deep confidence that the
child can self-control

Effective Limit Setting (2)
•

Impersonal. The therapist avoids stating limits in a way
that makes it personal (e.g. “I don’t want you to throw
the block at me) but instead use a general reference “one
of the things you may not do in here is throw the block at
me.”

•

Consistently set. Set limits whenever they are broken.
Avoid the many temptations and excuses therapists
experience to overlook the need to set limits

•

Avoid being apologetic. Have confidence that limits help
children develop self-control and allow them to act more
responsibly in relationships

Effective Limit Setting (3)
•

Avoid offering alternative solutions. Trust that the child
can come up with their own solutions or that they can
cope with thing they cannot change

•

Avoid offering arguing with child or offering rationales for
limits. Generally children are aware of reasons for limits,
but in any case offering rationales provides opportunities
for arguing rather than coming up with acceptable
alternatives or learning to cope with frustration

•

Avoid granting pardon for “accidents.” True accidents are
hard to detect; in any case, holding children accountable
for actions and effects is good for them

Three Steps in Setting Limits –
The “Empathy Sandwich”


1. Acknowledge empathically the child’s motivation
behind their intent to or actual breaking of a limit:



Therapist: “Tommy, you think it would be really fun
to put the paint on the wall’

 2. Set limit the limit:


Therapist: “ [Remember I said I'd let you know if
there was something you may not do in here]. One thing
you may not do is put paint on the wall.”

The “Empathy Sandwich” (cont)
3. Empathize with child’s reaction to the limit
being set:
Tommy responds “That’s a dumb rule!”
Therapist: “You don’t like that rule! You really
wanted to be able to paint on the wall.”

Three Stages of Limit Setting


1st Occurrence - Notification stage: [Empathy]
“Tommy, remember I said I would let you know if there
was something you may not do in here. One of the
things you may not do is put paint on the wall”
[Empathy]



2nd Occurrence - Notification of a consequence stage:
[Empathy] “Tommy, [Remember I said] one thing you
may not do is put paint on the wall, if you put paint on
the wall again our play session will be over for today”
(or other consequence is stated) [Empathy]

Three Stages of Limit Setting (2)
 3rd Occurrence – Enforcement of Consequence
stage: [Empathy] “Tommy, remember I said if you
put paint on the wall again our play session would
be over for today. Our play session is over for
today” (Or other consequence enforced)
[Empathy]

Nature & Purpose of Questions
l

l

l

Almost every question asked by a child is a therapeutic
communication of emotional importance relating to issues to
be worked through and/or promoting the developing
relationship with the therapist
The process of responding to questions needs to create the
time and space for underlying meaning and motivation for
asking the question to enter into the awareness of the child
in a more direct manner
The therapist must avoid the temptation to enter into an
information providing stance too quickly since often doing so
closes off the opportunity to work with the question
therapeutically

Major Types of Questions
Type #1: Informational
“Can penguins fly?”
“How much is 7 + 6?”
“How many more army men are in the box?”

Type#2: Minor Personal Information
“What is your favorite color?”
“What is your favorite football team?”
“Do you like chocolate ice cream?”

Major Types of Questions (2)
Type #3: Deeply Personal Information
“Do you use drugs?”
“Did your mommy hit you when you were young?”
“Are you divorced?”

Type #4: Structure of Playroom and Therapeutic Relationship
“Can I play with these things?”
“How much time do we have left?”
“Will you come to my birthday party at my house?”

Major Types of Questions (3)
Type #5: Questions seeking direction
“What do you want to do today?”
“What color should I make this?”
“What should I draw?”
“Who gets to go first?”

Responding to Questions
The first step in responding to questions is to empathically
respond to the underlying motivation for the child’s
question, rather than focusing on how to answer the
question
In many cases, the use of empathy alone meets the needs
of the child - no actual answer to the question is necessary
C: [trying to finish building a tower] How much time do we have left?
T: You really want to complete the tower and are concerned you won't have
time.
C: [continues to build] This is the biggest one I have ever built
T: You are really proud of how high it is and hope you'll be able to finish it

Responding to Questions (2)
When empathy along is not sufficient, and the question
pertains to factual information, the structure of the playroom
or therapeutic relationship, or mildly personal information,
the therapist may provide the information
Example 1: The Structure of the Playroom or Therapeutic
Relationship
C: [trying to finish building a tower] How much time do we have left?
T: You really want to complete the tower and are concerned you won't have time.
C: [continues to build] This is the biggest one I have ever built
T: You are really proud of how high it is and hope you'll be able to finish it
C: Yeah how much time do we have?
T: We have 10 minutes left for our playtime today

Types of Role Play
•

Solitary role play in which the child plays all roles. This usually
requires the therapist's empathic involvement with the story with
often non-verbal responses (surprise, delight etc in facial
expressions), and tracking of action of characters that does not
interfere with the process/

•

Therapist role play in which child asks the therapist to play the
role or roles while the child observes and directs. Less common.

•

Interactive role play in which the therapist joins with the child in
acting out roles or characters.
Children will often involve the therapist in role play although
some children may stick with solitary role plays in order to
maintain more control or to manage the intensity which
interactive role plays can produce.

Role Play Skills
On the one hand the therapist needs to get into character
and play the role effectively to make the play rich
and avoid frustrating the child
Yet they must yield almost all control – the child is script
writer, director, stage manager, producer, casting
director, and set designer
Stay with the child in the moment, not being slow on the
uptake yet also not, taking over. Seek guidance, yet
get into character, and adapt when corrected.
Remember usually the child is the star character in the story
– you need to adopt the perspective of being honored
to be a supporting actor. The spotlight is their's – it is
their private world an therapeutic issues that need to
be explored.

Role Play Skills (2)


Use questions in 'stage whispers' (behind the hand can help
differentiation) to gain specific direction (“What should I do
now?”), yet not so frequently or in a way that “stops” the
action or focuses attention on the therapist.



Occasionally track what you are doing - which offers the
opportunity for the child to correct you yet without being
intrusive.



The therapist also maintains his therapist role – this may be
more limited than previously but will involve tracking the
child's main actions, empathy with their main feelings, and
where necessary limit setting

The 4 Common Stages of CCPT
Each child has a unique 'therapy print' – yet many children
will go through common stages and in a specific order
1. Warm Up
2. Aggressive
3. Regressive
4. Mastery

Stages: Common Observations
1. To a great extent a child goes through the stages sequentially,
though it is possible they may alternate back and forth. Further each
stage is rarely 'pure'. In most cases behaviors and themes of the
previous and/or future stage are present in some form.
2. When the play contains equal amounts of behaviors/themes from
two separate stages it is termed a 'transitional stage'
3. Time spent in each stage is likely to vary depending on the issues
the child is working through
4. Understanding and recognizing the stages helps the therapist know
what to expect, note what is unusual and of concern, track progress
and plan treatment

1. Warm Up Stage: Tasks for the Child
Orienting to and believing this is a 'special place' with
an adult who is different from other authority figures
Finding opportunities for self expression and making
choices without fear of punishment, shaming or loss
of relationship – the therapist is facilitator not leader
or competitor
Testing limits and finding security in the structure
Receiving the therapist's constancy, attention and
empathy; trusting the therapist values them for who
they are

2. Aggressive Stage
 Aggression tends to be fantasy based & role play – slave/master, war/crime,
teacher/student, parent/child – though may also involve the child cheating at
games or controlling therapist directly (“Put one foot in the air”)
 It occurs in the context of trust in the therapist's unconditional positive regard –
for the child to work through issues the therapist needs to remain accepting and
empathic, 'holding' the child's pain, anger, sense of powerlessness or resentment
 Common behaviors include not only testing, but sometimes breaking of limits;
although somewhat rare, session may need to be ended to teach responsibility in
relationship
 A child cheating requires the therapist not to be a dupe but empathically, and
crucially non-judgmentally, acknowledge the desires for control and superiority
 Disturbing expressions of anger need to be accepted non-judgmentally in the
moment. Material which warrants further inquiry occurs outside the play session

3. The Regressive Stage
•

Common themes in play relate to separation and
attachment – closeness, dependency, protection, grief, self
worth – the most central and profound aspects of the self

•

The conflicts center around independence and autonomy

•

Regressive stage is a sign of real progress – the child can
entrust and examine their most vulnerable needs

•

The unconditional positive regard of the therapist allows
for the child to articulate, accept and tolerate difficult
feelings.

3. Regressive Stage (2)
•

Regression often involves role play – doctor/nurse taking care
of patient, parent rocks baby or feeds them, police rescue,
child and therapist are handcuffed together. Child may be
protector/nurturer or the beneficiary of care

•

Alternatively the child may directly initiate the use of baby
voices, request help to do tasks they can do alone or initiate
hugging

•

Empathy and acceptance are crucial. At the same time the
rules of the agency and the therapist's own comfort level are
likely to require limits to be set concerning requests for
physical contact

•

On occasion regressive behavior may emerge with the child at
their home. Parents should be reassured this is a natural
occurrence and a passing stage

4. Mastery Stage
 Integrate positive changes into a personality structure
Child has freedom in emotional self expression; exercises greater self
control; makes more confident choices; accepts limits and boundaries;
views the self and others as good; values relationships with others and
seeks to cooperate with them responsibly

 There is a sense of competency
Child has worked through self expression/control in Aggressive Stage and
independence and autonomy in Regressive Stage. Now they have a new
confidence in self and a positive working others
The confidence is not characterized by being reactive or impulsive but is
more proactive, relationship valuing, allowing feeling to be informed by
thought and thinking by feeling in a balanced fashion

