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The British Association of Play Therapists (BAPT) provides a definition of play therapy
(PT) that emphasizes humanistic ideals such as using nondirective play techniques to
enable the child’s inner resources to bring about growth and change. These therapeutic
change processes have never been submitted to empirical testing, partly because of the
paucity of valid, reliable instruments to assess child psychotherapy process. Identifying
empirically supported change processes is crucial to discovering which change processes
work for which child. For example, children with Asperger’s disorder have deficits in
mentalization—the ability to interpret behaviors of self and others as motivated by
underlying mental states. Would a mentalization-informed PT approach or a traditional
PT approach be more effective in treating such patients? The Child Psychotherapy Q-Set
(CPQ) is a 100-item instrument that assesses the processes within a psychotherapy
session. Items reflect a wide range of therapist attitudes and behaviors, patient attitudes
and behaviors, and interactions between therapist and patient. To characterize PT
process, 24 BAPT play therapists were asked to use the CPQ to rate the prototypical PT
session based on their knowledge of PT operationalized by the BAPT definition.
Findings indicated that according to these 24 raters, a therapist who is sensitive to the
child’s feelings and level of development characterizes British PT. Two therapists treating
a child with Asperger’s disorder over 2 years decreased their session adherence to PT
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while maintaining their session adherence to mentalization processes. The CPQ enables
empirical treatment comparisons with the PT definition of American play therapists.

Keywords: child psychotherapy, psychotherapeutic processes, session adherence, naturalistic study,
single-case research

Play therapy (PT) is widely used to treat children’s emotional and behavioral
problems and is typically recommended for children ages 3 to 12 because they have
not yet fully developed a capacity for abstract thought. Abstract thought is needed
to express one’s intentions, feelings, and thoughts linguistically. To account for their
developmental level, children in PT use toys, art supplies, and sensory media such
as clay and sand to communicate through action rather than words their thoughts,
feelings, and experiences (Axline, 1947; Bratton, Ray, Rhine, & Jones, 2005;
Kottman, 2001; Landreth, 2012; O’Connor, 2001; Schaefer, 2001). Two meta-
analyses support the efficacy of PT in treating children with both externalizing and
internalizing problems (Bratton et al., 2005; Leblanc & Ritchie, 2001).

DEFINITIONS OF PT

The British Association of Play Therapists (1996; BAPT) website (BAPT Code
of Ethics and Practice) defines PT as

the dynamic process between child and Play Therapist in which the child explores at his or her own
pace and with his or her own agenda those issues, past and current, conscious and unconscious, that
are effecting the child’s life in the present. The child’s inner resources are enabled by the
therapeutic alliance to bring about growth and change. Play Therapy is child-centred, in which play
is the primary medium and speech is the secondary medium. Play Therapy encompasses many
approaches but the foundation of all approaches is child-centred.

In the United States, the Association for Play Therapy’s (n.d.; APT) website
(Play Therapy Makes a Difference) defines PT as “the systematic use of a theo-
retical model to establish an interpersonal process wherein trained play therapists
use the therapeutic powers of play to help clients prevent or resolve psychosocial
difficulties and achieve optimal growth and development.” Both definitions empha-
size the relationship between the play therapist and child as well as the medium of
play as central to the process of therapeutic change. What other features of PT are
considered therapeutic by therapists in the field?

PT in the United Kingdom originated from the work of Melanie Klein (1923)
and Anna Freud (1927), who, in their child therapy, used play in recognition of the
restrictions of verbal interactions with young children. The model of PT taught and
practiced by BAPT, however, is heavily influenced by humanistic psychology,
specifically by person-centered therapy developed by Carl Rogers (1980). Virginia
Axline, who was herself a student of Rogers, developed an approach to PT defined
by person-centered principles and described in her account of her child patient,
Dibs (Axline, 1964). These principles have since been revised and extended by
Landreth (2012; see also BAPT, n.d.).

A child-centered play therapist does not interpret back to the child his or her play,
as Klein or Freud might have done, but rather keeps the play “in the metaphor,” not
challenging the symbolism of the child’s play. The therapist engages the child in his or
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her play, and difficult feelings are expressed and safety maintained by symbolic dis-
tance. The subtleties of expression out of reach for many children in verbal commu-
nication can be communicated through play. In pretend play, the child straddles the
two worlds of internal and external realities, bridging the perceptual and the imaginary.
The therapist needs to stay attuned to the child and attend to his or her communica-
tions as a “total activity” (Wilson & Ryan, 2000, p. 54). Dissociated self-states can be
expressed symbolically through their enactment or through projective play. Play ther-
apists use play and playfulness as a way of encountering (engaging and connecting
with) the child and play as a means of harnessing creativity to find meaning and develop
resilience. By using symbolic expression, children feel safer to reveal difficult feelings to
others (and often to themselves) and experience self-understanding (BAPT, n.d.; Reed,
2012).

STUDYING CHILD PSYCHOTHERAPY PROCESS

Schaefer and Drewes (Schaefer, 1993; Schaefer & Drewes, 2009, 2011) identified
25 “therapeutic powers of play,” a compendium of desirable therapeutic change
processes. Schaefer (2011b) presented 17 different treatment models of PT that in-
cluded empirical support for the effectiveness of each treatment model. Can all 17
treatment models be equally effective in producing desirable treatment outcomes?
Might some treatment models promote these therapeutic powers of play more fre-
quently than others or promote some therapeutic powers of play at the expense of
others? Which therapeutic powers of play are effective for which patients?

In fact, surprisingly little research has been published exploring exactly how child
treatment models work. Whereas there is increasing evidence in adult psychotherapy
that there are distinct therapeutic processes in cognitive–behavioral therapy (CBT)
and psychodynamic therapy (PDT; e.g., Blagys & Hilsenroth, 2000, 2002; Goodman,
2010b), Shirk and Russell (1996) found that between 1946 and 1993, child psychother-
apy process research studies were published, on average, less than once every 2 years.
To help address this limitation, Schneider and Jones (Schneider, 2004; Schneider &
Jones, 2004) developed the Child Psychotherapy Process Q-Set (CPQ), which permits
the study of child psychotherapy process within a 45-min session. Independent raters
view a video-recorded child psychotherapy session and rate the 100 CPQ items on a
forced-choice 9-point scale to characterize the process between the therapist and child.
Therapists and researchers alike can use the CPQ to identify those therapeutic pro-
cesses most strongly correlated with treatment outcomes, regardless of the treatment
model used. Child psychotherapy process research can thus move beyond brand names
of psychotherapy (Ablon, Levy, & Katzenstein, 2006) to identify empirically supported
processes within these treatment models that actually produce change.

MENTALIZATION AND PT PROCESSES

In addition to identifying change processes unique to a particular treatment
model, the CPQ can aid in identifying change processes that underlie various
treatment models. Known as common factors, these processes represent the nec-
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essary conditions for effective psychotherapy such as Rogers’s genuineness, empa-
thy, and unconditional positive regard (Rogers, 1957). Allen, Fonagy, and Bateman
(2008) suggested that enhancing mentalization is a common process factor inherent
to all effective treatment models. There is preliminary evidence from adult process
research (e.g., Goodman, 2013; Katznelson, 2014) and child process research
(Goodman, Midgley, & Schneider, 2014) to support this conjecture. Fonagy, Steele,
Steele, Moran, and Higgitt (1991) operationalized the construct of mentalization as
reflective functioning (RF), defined as the ability to interpret the behaviors of self
and others as motivated by their underlying mental states (e.g., feelings, beliefs,
intentions, desires).

Fonagy and Target (2000) highlighted three aspects to enhancing mentalization
in child therapy: (a) enhancing reflective processes, (b) providing opportunities for
play, and (c) working in the transference (see also Bleiberg, Fonagy, & Target,
1997). Zevalkink, Verheugt-Pleiter, and Fonagy (2012) later expanded on these
three aspects to enhancing mentalization in child therapy. First, the therapist can
comment on the mental content of the play characters. The therapist can also
comment on the mental content that the therapist infers from the child’s behavior
or play, or an alternative mental content not already available to the child. Second,
the therapist can identify mental states as motivators of the child’s behavior or play.
The therapist can also verbalize the wishes or intentions of the play characters or
significant others in the child’s life, such as parents, or reflect on the uniqueness of
the child’s mental world.

PT processes are inherent to mentalization-based therapy (MBT) processes for
children, but there are differences. As described earlier, PT processes in the United
Kingdom focus on facilitating the child’s self-exploration and restoration of healthy
emotional development. MBT for children is play-based but focuses specifically on
enhancing reflective processes in the child’s perceptions of self and others. An MBT
child therapist might conclude that effective child psychotherapy is PT plus some-
thing more: the enhancement of a child’s mind-reading ability—both his or her own
mind and others’ minds.

Effective psychotherapy processes that underlie a given treatment model might
differ from the processes theoretically predicted by the literature. For example,
enhancing mentalization could be an effective change process of CBT along-
side—or even as a substitute for—changing distorted cognitions. Moreover, en-
hancing mentalization could be an effective change process of PT alongside—or
even as a substitute for—promoting self-exploration and the restoration of healthy
emotional development. Several studies have viewed mentalization as a treatment
outcome variable (for a review, see Barber, Muran, McCarthy, & Keefe, 2013), but
no study to date has studied mentalization as a fluid process of psychotherapy over
time.

MENTALIZATION PROCESSES AND AUTISM
SPECTRUM DISORDER

Mentalization is a particularly relevant process factor to study in children with
autism spectrum disorder. Mind-blindness (Baron-Cohen, 1990, 2004) is a condition
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associated with Asperger’s disorder, which is classified as high functioning on the
autism spectrum (see Diagnostic and Statistical Manual of Mental Disorders, 4th ed.,
text rev.; DSM–IV–TR; American Psychiatric Association [APA], 2000). Asperg-
er’s disorder has since been reclassified as autism spectrum disorder in the fifth
edition of the DSM (DSM-5; APA, 2013) in which the individual experiences
deficits in empathizing with others’ intentions (i.e., attributing mental states to one’s
own and others’ behavior and generally reading other persons’ minds). Thus, a
treatment model that includes a focus on enhancing mentalization (or mind-
sightedness) would be ideally suited to children with autism spectrum disorder such
as Asperger’s disorder (APA, 2000).

MBT models for children have their origins in psychoanalytic theory (Fonagy
& Target, 2000; Midgley & Vrouva, 2012; Perepletchikova & Goodman, in press;
Verheugt-Pleiter, Zevalkink, & Schmeets, 2008; Zevalkink et al., 2012). Although
no case study of MBT for children on the autism spectrum has been published,
there is a modest, but growing, number of published case studies of effective PDT
for adults (Polmear, 2004) and children (Bromfield, 2000; Josefi & Ryan, 2004;
Olesker, 1999; Pozzi, 2003; Shulman, 2004; Topel & Lachmann, 2008) with a
diagnosis of Asperger’s disorder. The use of displacement in mentalization-in-
formed PT might be beneficial, because children with Asperger’s disorder have a
greater capability for theory of mind than children with more severe autism
(Dissanayake & MacIntosh, 2003). This work is quite new, however, and therefore
lacks empirical validation. The current study describes an empirical investigation of
the mentalization process (operationalized as RF) in PT with a 6-year-old boy
diagnosed with Asperger’s disorder (before the DSM-5 was published). We wanted
to identify the relative prominence of PT process and RF process between two
therapists working consecutively with one child across a 2-year time span through
the use of a valid and reliable measure of child psychotherapy process.

The purpose of the current study is twofold: First, we want to present the most
and least characteristic features of a prototypically conducted therapy session using
PT process and a prototypically conducted therapy session using RF process;
second, we want to use these prototypes to determine the relative prominence of
PT process and RF process in a mentalization-informed PT conducted with a child
diagnosed with Asperger’s disorder (APA, 2000), in which the first therapist had to
end her work with the child after 1 year. Coding the psychotherapy sessions using
the CPQ permitted the calculation of correlation coefficients with these prototypes
that provided two distinct measures of session adherence.

HYPOTHESES TESTED IN THIS STUDY

Hypothesis 1: It was hypothesized that, using the CPQ, the PT process proto-
type would be positively correlated with the PDT prototype.

Hypothesis 2: It was hypothesized that the PT process prototype would be
positively correlated with the RF process prototype.

Hypothesis 3: As both therapists of the child diagnosed with Asperger’s disor-
der were in training and receiving mentalization-informed PT supervision at

T
hi

s
do

cu
m

en
t

is
co

py
ri

gh
te

d
by

th
e

A
m

er
ic

an
P

sy
ch

ol
og

ic
al

A
ss

oc
ia

ti
on

or
on

e
of

it
s

al
lie

d
pu

bl
is

he
rs

.
T

hi
s

ar
ti

cl
e

is
in

te
nd

ed
so

le
ly

fo
r

th
e

pe
rs

on
al

us
e

of
th

e
in

di
vi

du
al

us
er

an
d

is
no

t
to

be
di

ss
em

in
at

ed
br

oa
dl

y.

17Mentalization and Play Therapy Processes



the time of the treatment (see Therapists section), it was hypothesized that
each therapist’s method of treatment would become increasingly similar to the
RF process prototype and less similar to the PT process prototype over time.

Hypothesis 4: It was hypothesized that session adherence to the PT and RF
process prototypes would not significantly differ between the two therapists.

Hypothesis 5: It was hypothesized that session adherence to the RF process
prototype would be more prominent across both years of treatment than
session adherence to the PT process prototype.

METHOD

Play Therapist Raters Used in Establishing the CPQ PT Prototype

An e-mail invitation was originally sent to 243 play therapists registered with
the BAPT. Play therapists were asked to complete a questionnaire version of the
CPQ. Raters were requested to sort the 100 CPQ items relevant to psychotherapy
process—as they see this process occurring within a prototypical child psychother-
apy session from their theoretical perspective.

Thirty-one of the 243 contacted play therapists responded. Two reminder
e-mail messages were also sent. In addition, the second author attended a PT
support group to attract further respondents. These 31 raters were asked to rate the
prototypical PT session based on their knowledge of PT as operationalized by the
BAPT definition. Raters were asked to rate each of the 100 items on a Likert-type
scale from �4 (most uncharacteristic of a prototypically conducted therapy session
within their treatment model) to �4 (most characteristic of such a session). A rating
of “0” indicates that the item is neither characteristic nor uncharacteristic or not
applicable. Raters were also asked to complete a brief survey of their professional
experiences. The raters’ prototypical CPQ ratings were composited, converted to z
scores, and used in all statistical analyses. The procedure for constructing the RF
process, PDT, and CBT prototypes is described elsewhere (Goodman et al., 2014).

In total, 24 completed CPQ questionnaires were returned (9.88% response
rate). Twenty-two respondents (91.67%) were female. All raters were highly qual-
ified, having worked as play therapists between 2.5 and 25 years (M � 12 years).
The majority of raters described their theoretical orientation as “child-centered” or
“nondirective.” Only one rater (4.17%) reported that the CPQ items were “not
relevant” to a PT practice (Reed, 2012). All other raters used in this study (i.e.,
those used to construct the PDT, CBT, and RF process prototypes) are described
elsewhere (Goodman et al., 2014).

Therapists

This study took place in a university-based community mental health clinic.
Both therapists who took part in this study were second-year clinical psychology
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doctoral students enrolled in the same doctoral program and participating in
weekly mentalization-informed PT supervision conducted by the same experienced
child clinical psychologist. The first therapist, who treated the child during the first
year, was female. The second therapist, who treated the child during the second
year, was male. Both were of European American background. The same experi-
enced child clinical psychologist (also European American) supervised both stu-
dent therapists. Both therapists also consented for the videos of their treatments to
be viewed and coded for the present study.

Client

The child, Stepney (a pseudonym), began therapy as a 6-year-old in the first
grade. He received a DSM–IV–TR (APA, 2000) diagnosis of Asperger’s disorder at
this age by his first therapist and her clinical supervisor. Stepney lived with his
biological parents and a typically developing biological brother who was 2 years
younger. Both parents were upper-middle-income professionals who appeared to
love each other and their two sons. Stepney presented with behavioral and social
difficulties. Behavioral difficulties included difficulty following directions and rou-
tines at school, and social difficulties included failure to initiate contact or sustain
interactions with peers. Stepney also manifested perseverative interests in certain
TV shows and films (i.e., endlessly repetitive views of a particular children’s
cartoon). He had a history of developmental delay in several areas, including
speech and gross motor coordination. Despite these delays, he appeared to be a
highly intelligent child, capable of symbolic thinking. He engaged spontaneously in
nondirective fantasy play, although often in connection with themes or characters
from his perseverative interests. Although diagnosed with Asperger’s disorder,
Stepney was deemed suitable for mentalization-informed PT. He participated in
weekly 45-min sessions across a 2-year time span. Stepney’s assent and his parents’
signed informed consent were obtained before videotaping his sessions.

Anecdotally, Stepney’s treatment outcome was moderately successful. The
therapists’ and supervisor’s impressions of Stepney’s therapeutic gains are that
throughout the course of treatment, Stepney became less impulsive and more
tolerant of therapeutic interactions. In particular, Stepney’s storytelling and sym-
bolic play became not only more flexible but also less scripted and reliant on
external sources (such as certain TV shows) that had initially served as persevera-
tive material. Notably, Stepney permitted himself to feel the loss of both therapists
at termination. In spite of these advances, Stepney still demonstrated social awk-
wardness and some affective restriction in and out of sessions at the end of these 2
years, as observed by his therapist, parents, and school teacher.

Treatment

Annually rotating, clinical psychology doctoral students work under close
supervision at this low-cost, university-based community mental health clinic lo-
cated in a suburb of New York City. The treatments under study were conducted
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in the clinic playroom, which is stocked with a large number of toys suitable for
mentalization-informed PT.

Measure: The Child Psychotherapy Q-Set (CPQ)

The CPQ is a new and recently validated measure, adapted for use with
children from the adult-focused Psychotherapy Process Q-Set (PQS; Jones, 2000).
The 100 items were gleaned from a review of the child psychotherapy literature
across theoretical orientations. A series of progressive pilot studies guided the
reformulation of the items until the measure was validated successfully for 3- to
13-year-old children of diverse symptomatology, ethnicity, and socioeconomic sta-
tus. Expert therapists carefully rated all 100 items according to their perceived face
validity and relevance to child therapy. Pilot testing verified the measure’s clinical
validity, item validity, and discriminant validity (Schneider, 2004). Coders, regard-
less of theoretical orientation, reached consistent interrater reliability (intraclass
correlation [ICC] ranging from .55 to .89) on child therapy session videotapes
(Goodman, 2014; Goodman & Athey-Lloyd, 2011; Schneider, 2004).

As with the PQS, the CPQ captures three domains of therapeutic process:
therapist attitudes, behavior, feelings, and experience; child attitudes, behavior,
feelings, and experience; and the nature or climate of the dyadic interaction. After
watching a videotape of a 45-min session, raters sort the 100 items into nine piles
in a forced-choice (ipsative) procedure ranging from most uncharacteristic (Pile 1)
to most characteristic (Pile 9). The ipsative procedure used in Q-sort methodology
forces raters to place items in a normal distribution that characterizes both high and
low ends of a construct, with the majority of items placed centrally and increasingly
fewer items placed toward each extreme.

The authors of the CPQ made every effort during its development to reduce
the subjectivity of the items, instead directing coders to base their choices on
observable behaviors. The language of the items is accessible to both researchers
and therapists. The design of the items demonstrates variability across sessions and
across patients without significantly overlapping with other items.

Outcome research has typically focused on a comparison of “brand-name”
therapies (Shirk & Russell, 1996); however, process research seeks to understand
qualitatively what essential ingredients compose these brand names. In this study,
we used the CPQ to define PT process and RF process prototypes and to assess
session adherence to the PT process, RF process, PDT, and CBT prototypes across
both treatments.

Procedure

The coders viewed 54 available video-recorded treatment sessions and
coded them using the 100 CPQ items. Technical difficulties with video-recording
eliminated one session from coding. The coders consisted of eight trained
clinical psychology doctoral students who were blind to the diagnosis of the
patient and the hypotheses of this study; they Q-sorted practice videos until
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interrater reliability consistently reached an ICC of .70. When this benchmark
was established, the coders were paired into teams of two and independently
Q-sorted the sessions (N � 53) from the videotapes in a randomized order.
After watching each session, the coders selected the most characteristic and
least characteristic processes of the session, placing them into a forced distri-
bution of nine piles. The four coding teams achieved a mean interrater reliabil-
ity of ICC � .77 (range � .55 to .89). Two independent coders thus made CPQ
ratings of each session. These two sets of ratings were then composited by
adding them together and dividing by 2. Thus, 53 composited CPQ ratings
characterized the psychotherapy process of 53 sessions. The institutional review
boards of Long Island University and the University of Roehampton, England,
approved this study.

RESULTS

Cronbach’s Alpha Coefficients Among the PT and RF Therapist Raters

Cronbach’s alpha coefficient (used to test the level of agreement on what
constitutes a prototypical psychotherapy session among the therapist raters of
PT process) was high: � � .96 for the 24 PT therapist raters. These findings
indicate that therapist raters within this group shared highly similar conceptu-
alizations of a prototypically conducted therapy session within the PT treatment
model. Cronbach’s alpha coefficients for the other four prototypes were as
follows: RF process, � � .91; PDT process, � � .95; and CBT process, � � .94
(see Goodman et al., 2014).

Most and Least Characteristic CPQ Items for PT and RF Process Prototypes

Tables 1 and 2 display two lists of the most characteristic and least charac-
teristic CPQ items for the PT and RF process prototypes. Notably, four CPQ
items were listed as most characteristic of both the PT and RF process proto-
types: “Therapist is sensitive to the child’s feelings” (Item 6), “Therapist’s
interaction with child is sensitive to child’s level of development” (Item 77),
“Interruptions, breaks in the treatment, or termination of therapy are discussed
(Item 75), and “Therapist accurately perceives the therapeutic process” (Item
28). Seven CPQ items were listed as least characteristic of both the PT and RF
process prototypes: “Therapist directly rewards desirable behaviors” (Item 55),
“Therapist is nonresponsive (vs. affectively engaged)” (Item 9), “Therapist is
judgmental and conveys lack of acceptance” (Item 18), “Therapist’s emotional
conflicts intrude into the relationship” (Item 24), “Child does not feel under-
stood by therapist” (Item 41), “Child has difficulty understanding therapist’s
comments” (Item 5), and “Therapist is directly reassuring” (Item 66).
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Test of Hypotheses 1 and 2

The first two hypotheses tested were (a) the PT process prototype would be
positively correlated with the PDT prototype, and (b) the PT process prototype
would be positively correlated with the RF process prototype.

A correlation matrix of Spearman-Brown correlations was constructed (the
Spearman-Brown correlation was used instead of the more common Pearson
product–moment correlation, because the mathematical formula used in its
calculation takes into account the fact that the item distributions were compos-
ited). Table 3 indicates that the PT process prototype was significantly corre-
lated with the RF process prototype (r � .76, p � .001), the PDT prototype (r �
.70, p � .001), and the CBT prototype (r � .36, p � .001).

In addition, post hoc tests determined whether there were any significant
differences among these three correlations. The PT process prototype correla-
tions with the PDT prototype and RF process prototype did not demonstrate a
significant difference from each other, t(98) � .93, ns. The PT process prototype
correlations with the PDT prototype and CBT prototype, however, did demon-
strate a significant difference from each other, t(98) � 3.07, p � .01. Finally, the
PT process prototype correlations with the RF process prototype and CBT
prototype also demonstrated a significant difference from each other, t(98) �
4.95, p � .001. These findings suggest (a) that the PT process prototype is more
highly correlated with the PDT and RF process prototypes than with the CBT

Table 1. Most and Least Characteristic CPQ Items for PT Prototype

CPQ # CPQ item Mean pile #

Most characteristic PT prototype
a6 T is sensitive to the C’s feelings. 3.83

a77 T’s interaction with C is sensitive to C’s level of development. 3.79
52 T makes explicit statements about the end of the hour, upcoming

weekend, or holiday.
3.75

a75 Interruptions, breaks in the treatment, or termination of therapy
are discussed.

3.67

48 T sets limits. 3.63
45 T tolerates C’s strong affect or impulses. 3.38
71 C engages in make-believe play. 3.29

a28 T accurately perceives the therapeutic process. 3.21
4 There is discussion of why C is in therapy. 3.13

65 T clarifies, restates, or rephrases C’s communication. 3.08

Least characteristic PT prototype
b55 T directly rewards desirable behaviors. �3.71

b9 T is nonresponsive (vs. affectively engaged). �3.63
b18 T is judgmental and conveys lack of acceptance. �3.58
b24 T’s emotional conflicts intrude into the relationship. �3.25
21 T self-discloses. �2.79

b41 C does not feel understood by T. �2.71
b5 C has difficulty understanding T’s comments. �2.50
37 T behaves in a didactic manner. �2.50
17 T actively exerts control over the interaction. �2.42

b66 T is directly reassuring. �1.75

Note. T � therapist; C � child; CPQ � Child Psychotherapy Q-Set; PT � play therapy; RF � reflective
functioning.
a One of the most characteristic prototypical RF process CPQ items. b One of the least characteristic
prototypical RF process CPQ items.
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prototype, and (b) that the PT process prototype significantly correlated equally
with the PDT and RF process prototypes. The PT process prototype has more
in common with the PDT and RF process prototypes than with the CBT
prototype.

Test of Hypotheses 3, 4, and 5

We next tested the hypothesis that each therapist’s method of treatment would
become increasingly similar to the RF process prototype and less similar to the PT
process prototype as the year went on. As explained earlier, the CPQ’s pantheo-
retical design permits the majority of items to capture both shared and distinct
process characteristics typical of different theoretical orientations. PT and RF

Table 2. Most and Least Characteristic CPQ Items for RF Process Prototype

CPQ # CPQ item Mean pile #

Most characteristic RF process prototype
a6 T is sensitive to C’s feelings. 3.89

a28 T accurately perceives the therapeutic process. 3.67
97 T emphasizes verbalization of internal states and affects. 3.67

a77 T’s interaction with C is sensitive to C’s level of development. 3.56
38 T and C demonstrate a shared vocabulary or understanding when

referring to events or feelings.
3.44

79 T comments on changes in C’s mood or affect. 3.44
63 C explores relationships with significant others. 3.22

a75 Interruptions, breaks in the treatment, or termination of therapy
are discussed.

3.22

76 T makes links between C’s feelings and experience. 3.22

Least characteristic RF process prototype
b18 T is judgmental and conveys lack of acceptance. �3.89

b9 T is nonresponsive (vs. affectively engaged). �3.78
b24 T’s emotional conflicts intrude into the relationship. �3.56
56 C is distant from his or her feelings. �2.44

b41 C does not feel understood by T. �2.33
40 C communicates without affect. �2.11

b55 T directly rewards desirable behaviors. �2.00
b5 C has difficulty understanding T’s comments. �1.78
95 C’s play lacks spontaneity. �1.56

b66 T is directly reassuring. �1.56
44 C feels wary or suspicious. �1.56

Note. T � therapist; C � child; CPQ � Child Psychotherapy Q-Set; RF � reflective functioning; PT �
play therapy.
a One of the most characteristic prototypical PT CPQ items. b One of the least characteristic proto-
typical PT CPQ items.

Table 3. Spearman-Brown Correlations Among the Four CPQ Prototypes

PDT CBT RF PT

PDT —
CBT .36* —
RF .79* .61* —
PT .70* .36* .76* —

Note. N � 100 CPQ items. PDT � psychodynamic therapy; CBT � cognitive-behavioral therapy;
RF � reflective functioning; PT � play therapy.
* p � .001.
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process prototypes were developed based on the ideal session Q-sorted by therapist
raters representing each treatment model (Goodman et al., 2014). We correlated
the 53 CPQ session ratings across the two years of treatment with the PT and RF
process prototypes to determine session adherence to each prototype. In both years
of treatment, session adherence to RF process did not increase over time (RF
process adherence, r � �.22, ns), and session adherence to PT process decreased
over time (PT process adherence, r � �.38, p � .01). Therapist 1 also demonstrated
higher session adherence to PT process than Therapist 2, whereas session adher-
ence to RF process did not differ between them (PT process adherence, t[51] �
2.32, p � .05; RF process adherence, t[51] � 1.76, ns). Finally, a paired-samples t
test between RF process session adherence and PT process session adherence
indicated a significant mean difference, t(52) � 7.34, p � .001. RF process session
adherence was more prominent across both years of treatment than PT process
session adherence.

DISCUSSION

This study represents a first attempt at identifying the processes of therapeutic
change that British play therapists consider most and least characteristic of a
prototypically conducted therapy session within the PT treatment model. A ther-
apist who is sensitive to the child’s feelings and level of development and accurately
perceives the therapeutic process characterizes British PT. In addition, the therapist
simultaneously tolerates the child’s strong affect or impulses while setting limits on
the child’s behavior. Therapist and child discuss the end of sessions and breaks in
treatment. The child engages in make-believe play, understands the therapist’s
comments, and feels understood by the therapist. The therapist does not actively
exert control over the interaction and is neither didactic nor judgmental. The
therapist does not directly reward desirable behaviors nor provide direct reassur-
ance. Finally, the therapist does not self-disclose nor allow his or her emotional
conflicts to intrude into the therapeutic relationship. Unlike the theoretical defini-
tions of PT provided by BAPT and APT, this definition is based on a common
vocabulary of 100 statements used by 24 BAPT members to define the most and
least characteristic PT processes. Future research is needed to correlate these
processes with treatment outcomes (e.g., personality and symptom measures) to
determine which processes are effective in treating children with which kinds of
psychopathology.

This study also compared PT process characteristics with the characteristics of
an increasingly popular therapeutic process—RF. The findings indicated that 11 of
the 20 most and least characteristic CPQ items defining the PT process prototype
overlap with the 20 most and least characteristic CPQ items defining the RF process
prototype. Both kinds of therapeutic process emphasize therapist sensitivity and
affective engagement, discussion of treatment breaks, and accurate therapist per-
ception of the therapeutic process. Both also emphasize an absence of direct
reassurance, rewards for desirable behavior, and judgment. None of the most
characteristic items from one prototype appeared among the least characteristic
items from the other prototype, and none of the least characteristic items from one
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prototype appeared among the most characteristic items from the other prototype.
Furthermore, a significant Spearman-Brown correlation between the two proto-
types of r � .76 (p � .001) suggests that these two kinds of therapeutic process have
many more similarities than differences. Therapists and researchers alike can
simultaneously use both prototypes in treatment outcome studies to determine
which kind of therapeutic process is more effective in treating children with which
kinds of psychopathology. For example, PT emphasizing RF process might be more
effective treating children with Asperger’s disorder than PT as defined by BAPT
play therapists. The establishment of these CPQ prototypes now makes it possible
to answer these kinds of questions empirically.

As expected, the PT process prototype positively correlated with both the PDT
and RF process prototypes; however, the PT process prototype correlations with
the PDT and RF process prototypes were significantly different from the PT
process prototype correlation with the CBT prototype. This finding suggests that
the PT process prototype has more in common with the PDT and RF process
prototypes than with the CBT prototype. Visual inspection of the CPQ items of the
PDT (Goodman et al., 2014), PT, and RF process prototypes suggests a Rogerian
thread running through them, emphasizing unconditional positive regard, empathy,
and affective engagement, as well as reflecting back to the child his or her com-
munications using the child’s own linguistic mannerisms (Axline, 1947, 1964). By
contrast, the CBT child therapist behaves in a didactic manner, helps manage the
child’s feelings, and attempts to modify distortions in the child’s beliefs; the therapy
session also has a specific focus or theme (Goodman et al., 2014). A thoughtful child
therapist might prescribe (Schaefer, 2001, 2011a) one child with a particular diag-
nosis to PT because this child would be more likely to benefit from a nondirective
approach. Another child with a different diagnosis might instead receive CBT
because this child would be more likely to benefit from a directive approach. More
research is needed to determine how to match different kinds of therapeutic
processes to different kinds of psychiatric diagnoses and attachment classifications
(see also Goodman, 2010a).

We believed that because the two student therapists were receiving clinical
supervision in mentalization-informed PT with a child diagnosed with Asperger’s
disorder, their session adherence to the RF process prototype would increase over
time, whereas their session adherence to the PT process prototype would decrease
over time. Although session adherence to the PT process prototype did in fact
decrease over time, session adherence to the RF process prototype did not increase
over time, as expected. Although both therapists were doctoral students in clinical
supervision, their knowledge of mentalization processes was quite sophisticated for
their level of experience. The findings from the CPQ analysis suggest that they were
both practicing mentalization-informed PT from the beginning of their respective
treatments, with little room to grow in adherence. In other words, they had reached
a ceiling effect as implicitly defined by the CPQ. Anecdotally, because of their high
level of sophistication, both therapists were learning more advanced techniques in
supervision, such as interpreting the patient’s moment-by-moment facial expres-
sions, behaviors, and tone of voice for clues about the transference and the patient’s
reactions to the therapist’s verbal and behavioral interventions. Use of these
advanced techniques in sessions might escape detection by the CPQ, which is a
broad-based instrument designed to assess the psychotherapy process at a molar
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level of investigation. Thus, both therapists might have improved in their clinical
practice of mentalization-informed PT over time without detection by the CPQ.

It is also important to recognize that both therapists decreased their session
adherence to PT process even though the clinical supervision they were receiving
was mentalization-informed PT. The most plausible explanation is that the thera-
pists were adjusting their interventions to “conditions on the ground” when they
felt that the patient would benefit from a shift away from a traditional Rogerian
approach. An awareness of the moment-to-moment shifts in the patient’s affect
states from behavioral observations as well as countertransference reactions might
contribute to an intuition to change course and focus instead on enhancing men-
talization. Awareness of the level of instability and treatment phase (stabilization
vs. exploration) is also crucial evidence used to decide which interventions to make.
More research is needed to support the hypothesis that therapists tend to shift away
from a traditional Rogerian approach, and instead continue practicing a mentaliz-
ing approach specifically with children with Asperger’s disorder, because they
implicitly notice therapeutic changes with a mentalizing approach for this popula-
tion and therefore want to continue doing what they perceive to be therapeutically
effective.

Although prototypical RF process was more prominent in both treatments than
prototypical PT process—suggesting that both treatments were conducted with an
emphasis on mentalization processes rather than traditional Rogerian processes—
Therapist 1 demonstrated higher session adherence to PT process than Therapist 2.
This finding is meaningful because it demonstrates that different therapists can
exert a differential impact on psychotherapy process with the same patient. Ther-
apist effects on therapeutic processes are real and can therefore be leveraged to
produce changes in the patient’s personality functioning and symptom expression.

CONCLUSIONS

Single-case naturalistic research holds tremendous promise (Midgley, 2006).
This kind of research could ultimately identify empirically derived change processes
that future therapists could consider using. Working together, we could usher in a
new era of best practice based on naturalistic single-case research rather than on
the outdated medical randomized controlled trial model (Goodman, 2010b). When
rank-and-file therapists are excluded from the process of empirical validation,
empirically validated treatments become politically validated treatments (Duncan,
2002). Rank-and-file therapists need to band together to study “what works for
whom” (Blatt & Felsen, 1993) in their own practice settings, using the naturalistic
single-case research design recommended by the present study. We need to dis-
cover how closely rank-and-file play therapists adhere to the PT process prototype
in actual therapy sessions. Through the lens of these treatment prototypes made
available through the CPQ, we now have a common language with which to identify
nuances in different treatment models in ways that have hitherto been difficult to
characterize.

We also hope that this study will promote greater interest in process research
and in the importance of linking process to outcome to identify the effective
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ingredients of treatment. Perhaps this study will further interest in the development
of evidence-based process research of PT and in the possibilities of effective PT for
children diagnosed with Asperger’s disorder. Tracking mentalization processes in
PT needs to continue with children diagnosed with other psychiatric disorders.
Future studies also need to include outcome data to track treatment progress and
to determine whether mentalization processes are responsible.

REFERENCES

Ablon, J. S., Levy, R. A., & Katzenstein, T. (2006). Beyond brand names of psychotherapy: Iden-
tifying empirically supported change processes. Psychotherapy: Theory, Research, Practice,
Training, 43, 216–231. http://dx.doi.org/10.1037/0033-3204.43.2.216

Allen, J. G., Fonagy, P., & Bateman, A. W. (2008). Mentalizing in clinical practice. Arlington, VA:
American Psychiatric Publishing.

American Psychiatric Association. (2000). Diagnostic and statistical manual of mental disorders (4th ed.,
text rev.). Washington, DC: Author.

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th ed.).
Arlington, VA: Author.

Association for Play Therapy. (n.d.). Play therapy makes a difference. Retrieved from http://www.a4pt
.org/?p.�PTMakesADifference

Axline, V. M. (1947). Play therapy. New York, NY: Ballantine Books.
Axline, V. M. (1964). Dibs in search of self. New York, NY: Ballantine Books.
Barber, J. P., Muran, J. C., McCarthy, K. S., & Keefe, J. R. (2013). Research on dynamic therapies. In

M. J. Lambert (Ed.), Bergin and Garfield’s handbook of psychotherapy and behavior change (pp.
443–494). Hoboken, NJ: Wiley.

Baron-Cohen, S. (1990). Autism: A specific cognitive disorder of “mind-blindness.” International Review
of Psychiatry, 2, 81–90. http://dx.doi.org/10.3109/09540269009028274

Baron-Cohen, S. (2004). The cognitive neuroscience of autism. Journal of Neurology, Neurosurgery, &
Psychiatry, 75, 945–948. http://dx.doi.org/10.1136/jnnp.2003.018713

Blagys, M. D., & Hilsenroth, M. J. (2000). Distinctive features of short-term psychodynamic-interper-
sonal psychotherapy: A review of the comparative psychotherapy process literature. Clinical
Psychology: Science and Practice, 7, 167–188. http://dx.doi.org/10.1093/clipsy.7.2.167

Blagys, M. D., & Hilsenroth, M. J. (2002). Distinctive activities of cognitive-behavioral therapy: A
review of the comparative psychotherapy process literature. Clinical Psychology Review, 22,
671–706. http://dx.doi.org/10.1016/S0272-7358(01)00117-9

Blatt, S. J., & Felsen, I. (1993). Different kinds of folks may need different kinds of strokes: The effect
of patients’ characteristics on therapeutic process and outcome. Psychotherapy Research, 3, 245–
259. http://dx.doi.org/10.1080/10503309312331333829

Bleiberg, E., Fonagy, P., & Target, M. (1997). Child psychoanalysis: Critical overview and a proposed
reconsideration. Child and Adolescent Psychiatric Clinics of North America, 6, 1–38.

Bratton, S. C., Ray, D., Rhine, T., & Jones, L. (2005). The efficacy of play therapy with children: A
meta-analytic review of treatment outcomes. Professional Psychology: Research and Practice, 36,
376–390. http://dx.doi.org/10.1037/0735-7028.36.4.376

British Association of Play Therapists. (n.d.). Information for professionals. Retrieved from http://www
.bapt.info/professionalinfo.htm

British Association of Play Therapists. (1996). BAPT code of ethics and practice. Retrieved from
http://www.bapt.info/aboutbapt.htm#bmd

Bromfield, R. (2000). It’s the tortoise’s race: Long-term psychodynamic psychotherapy with a high-
functioning autistic adolescent. Psychoanalytic Inquiry, 20, 732–745. http://dx.doi.org/10.1080/
07351692009348918

Dissanayake, C., & MacIntosh, K. (2003). Mind reading and social functioning in children with autistic
disorder and Asperger’s disorder. In B. Rapacholi & V. Slaughter (Eds.), Individual differences in
theory of mind: Implications for typical and atypical development (pp. 213–239). New York, NY:
Psychology Press.

Duncan, B. L. (2002). The legacy of Saul Rosenzweig: The profundity of the dodo bird. Journal of
Psychotherapy Integration, 12, 32–57. http://dx.doi.org/10.1037/1053-0479.12.1.32

Fonagy, P., Steele, M., Steele, H., Moran, G. S., & Higgitt, A. C. (1991). The capacity for understanding
mental states: The reflective self in parent and child and its significance for security of attachment.

T
hi

s
do

cu
m

en
t

is
co

py
ri

gh
te

d
by

th
e

A
m

er
ic

an
P

sy
ch

ol
og

ic
al

A
ss

oc
ia

ti
on

or
on

e
of

it
s

al
lie

d
pu

bl
is

he
rs

.
T

hi
s

ar
ti

cl
e

is
in

te
nd

ed
so

le
ly

fo
r

th
e

pe
rs

on
al

us
e

of
th

e
in

di
vi

du
al

us
er

an
d

is
no

t
to

be
di

ss
em

in
at

ed
br

oa
dl

y.

27Mentalization and Play Therapy Processes

http://dx.doi.org/10.1037/0033-3204.43.2.216
http://www.a4pt.org/?p.=PTMakesADifference
http://www.a4pt.org/?p.=PTMakesADifference
http://dx.doi.org/10.3109/09540269009028274
http://dx.doi.org/10.1136/jnnp.2003.018713
http://dx.doi.org/10.1093/clipsy.7.2.167
http://dx.doi.org/10.1016/S0272-7358%2801%2900117-9
http://dx.doi.org/10.1080/10503309312331333829
http://dx.doi.org/10.1037/0735-7028.36.4.376
http://www.bapt.info/professionalinfo.htm
http://www.bapt.info/professionalinfo.htm
http://www.bapt.info/aboutbapt.htm%23bmd
http://dx.doi.org/10.1080/07351692009348918
http://dx.doi.org/10.1080/07351692009348918
http://dx.doi.org/10.1037/1053-0479.12.1.32


Infant Mental Health Journal, 12, 201–218. http://dx.doi.org/10.1002/1097-0355(199123)12:3�201::
AID-IMHJ2280120307�3.0.CO;2-7

Fonagy, P., & Target, M. (2000). Mentalization and personality disorder in children: A current perspec-
tive from the Anna Freud Centre. In T. Lubbe (Ed.), The borderline psychotic child: A selective
integration (pp. 69–89). London, UK: Routledge.

Freud, A. (1927/1974). The methods of child analysis. In The writings of Anna Freud: I. Introduction to
psychoanalysis: Lectures for child analysts and teachers, 1922–1935 (pp. 19–35). New York, NY:
International Universities Press.

Goodman, G. (2010a). Therapeutic attachment relationships: Interaction structures and the processes of
therapeutic change. Lanham, MD: Jason Aronson.

Goodman, G. (2010b). Transforming the internal world and attachment: Theoretical and empirical
perspectives (Vol. 1). Lanham, MD: Jason Aronson.

Goodman, G. (2013). Is mentalization a common process factor in transference-focused psychotherapy
and dialectical behavior therapy sessions? Journal of Psychotherapy Integration, 23, 179–192.
http://dx.doi.org/10.1037/a0032354

Goodman, G. (2014). Interaction structures between a child and two therapists in the psychodynamic
treatment of a child with borderline personality disorder. Manuscript submitted for publication.

Goodman, G., & Athey-Lloyd, L. (2011). Interaction structures between a child and two therapists in the
psychodynamic treatment of a child with Asperger’s disorder. Journal of Child Psychotherapy, 37,
311–326. http://dx.doi.org/10.1080/0075417X.2011.614749

Goodman, G., Midgley, N., & Schneider, C. (2014). Describing child psychotherapy process in prototype
sessions of cognitive-behavioral and psychodynamic therapy: Is mentalization a common process
factor? Manuscript submitted for publication.

Jones, E. E. (2000). Therapeutic action: A guide to psychoanalytic therapy. Northvale, NJ: Jason
Aronson.

Josefi, O., & Ryan, V. (2004). Non-directive play therapy for young children with autism: A case study.
Clinical Child Psychology and Psychiatry, 9, 533–551. http://dx.doi.org/10.1177/1359104504046158

Katznelson, H. (2014). Reflective functioning: A review. Clinical Psychology Review, 34, 107–117.
http://dx.doi.org/10.1016/j.cpr.2013.12.003

Klein, M. (1923). The development of a child. The International Journal of Psycho-Analysis, 4, 419–474.
Kottman, T. (2001). Adlerian play therapy. International Journal of Play Therapy, 10, 1–12. http://

dx.doi.org/10.1037/h0089476
Landreth, G. (2012). Play therapy: The art of the relationship (3rd ed.). New York, NY: Routledge.
Leblanc, M., & Ritchie, M. (2001). A meta-analysis of play therapy outcomes. Counselling Psychology

Quarterly, 14, 149–163. http://dx.doi.org/10.1080/09515070110059142
Midgley, N. (2006). The inseparable bond between cure and research: Clinical case study as a method

of psychoanalytic inquiry. Journal of Child Psychotherapy, 32, 122–147. http://dx.doi.org/10.1080/
00754170600780273

Midgley, N., & Vrouva, I. (Eds.). (2012). Minding the child: Mentalization-based interventions with
children, young people and their families. New York, NY: Routledge.

O’Connor, K. (2001). Ecosystemic play therapy. International Journal of Play Therapy, 10, 33–44.
http://dx.doi.org/10.1037/h0089478

Olesker, W. (1999). Treatment of a boy with atypical ego development. The Psychoanalytic Study of the
Child, 54, 25–46.

Perepletchikova, F., & Goodman, G. (in press). Two approaches to treating pre-adolescent children with
severe emotional and behavioral problems: Dialectical behavior therapy adapted for children and
mentalization-based child therapy. Journal of Psychotherapy Integration.

Polmear, C. (2004). Finding the bridge: Psychoanalytic work with Asperger’s syndrome adults. In M.
Rhode & T. Klauber (Eds.), The many faces of Asperger’s syndrome (pp. 86–108). London, UK:
Karnac Books.

Pozzi, M. E. (2003). The use of observation in the psychoanalytic treatment of a 12-year-old boy with
Asperger’s syndrome. The International Journal of Psychoanalysis, 84, 1333–1349. http://dx.doi.org/
10.1516/G3QF-R8WV-Q32U-0AVY

Reed, P. (2012). Painting by numbers: An exploration of the relevance and applicability of the Child
Psychotherapy Q-Set to Play Therapy research and practice (Unpublished master’s dissertation).
Department of Psychology, University of Roehampton, England.

Rogers, C. R. (1957). The necessary and sufficient conditions of therapeutic personality change. Journal
of Consulting Psychology, 21, 95–103. http://dx.doi.org/10.1037/h0045357

Rogers, C. R. (1980). A way of being. Boston, MA: Houghton Mifflin.
Schaefer, C. (1993). The therapeutic powers of play. Northvale, NJ: Aronson.
Schaefer, C. (2001). Prescriptive play therapy. International Journal of Play Therapy, 10, 57–73. http://

dx.doi.org/10.1037/h0089480

T
hi

s
do

cu
m

en
t

is
co

py
ri

gh
te

d
by

th
e

A
m

er
ic

an
P

sy
ch

ol
og

ic
al

A
ss

oc
ia

ti
on

or
on

e
of

it
s

al
lie

d
pu

bl
is

he
rs

.
T

hi
s

ar
ti

cl
e

is
in

te
nd

ed
so

le
ly

fo
r

th
e

pe
rs

on
al

us
e

of
th

e
in

di
vi

du
al

us
er

an
d

is
no

t
to

be
di

ss
em

in
at

ed
br

oa
dl

y.

28 Goodman, Reed, and Athey-Lloyd

http://dx.doi.org/10.1002/1097-0355%28199123%2912:3%3C201::AID-IMHJ2280120307%3E3.0.CO;2-7
http://dx.doi.org/10.1002/1097-0355%28199123%2912:3%3C201::AID-IMHJ2280120307%3E3.0.CO;2-7
http://dx.doi.org/10.1037/a0032354
http://dx.doi.org/10.1080/0075417X.2011.614749
http://dx.doi.org/10.1177/1359104504046158
http://dx.doi.org/10.1016/j.cpr.2013.12.003
http://dx.doi.org/10.1037/h0089476
http://dx.doi.org/10.1037/h0089476
http://dx.doi.org/10.1080/09515070110059142
http://dx.doi.org/10.1080/00754170600780273
http://dx.doi.org/10.1080/00754170600780273
http://dx.doi.org/10.1037/h0089478
http://dx.doi.org/10.1516/G3QF-R8WV-Q32U-0AVY
http://dx.doi.org/10.1516/G3QF-R8WV-Q32U-0AVY
http://dx.doi.org/10.1037/h0045357
http://dx.doi.org/10.1037/h0089480
http://dx.doi.org/10.1037/h0089480


Schaefer, C. E. (2011a). Prescriptive play therapy. In C. E. Schaefer (Ed.), Foundations of play therapy
(2nd ed., pp. 365–378). Hoboken, NJ: Wiley.

Schaefer, C. E. (Ed.). (2011b). Foundations of play therapy (2nd ed.). Hoboken, NJ: Wiley.
Schaefer, C. E., & Drewes, A. A. (2009). The therapeutic powers of play. In A. A. Drewes (Ed.),

Blending play therapy with cognitive behavioral therapy: Evidence-based and other effective treat-
ments and techniques (pp. 3–15). Hoboken, NJ: Wiley.

Schaefer, C. E., & Drewes, A. A. (2011). The therapeutic powers of play and play therapy. In C. E.
Schaefer (Ed.), Foundations of play therapy (2nd ed., pp. 15–26). Hoboken, NJ: Wiley.

Schneider, C. (2004). The development of the child psychotherapy Q-set (Doctoral dissertation).
Dissertation Abstracts International: Section B: The Sciences and Engineering, 65(2-B), 1039.

Schneider, C., & Jones, E. E. (2004). Child Psychotherapy Q-Set coding manual (Unpublished manu-
script). University of California, Berkeley.

Shirk, S. R., & Russell, R. L. (1996). Change processes in child psychotherapy: Revitalizing treatment and
research. New York, NY: Guilford Press.

Shulman, G. (2004). A matter of life and death: Bodily integrity and psychic survival. In M. Rhode &
T. Klauber (Eds.), The many faces of Asperger’s syndrome (pp. 129–144). London, UK: Karnac
Books.

Topel, E.-M., & Lachmann, F. M. (2008). Life begins on an ant farm for two patients with Asperger’s
syndrome. Psychoanalytic Psychology, 25, 602–617. http://dx.doi.org/10.1037/a0013890

Verheugt-Pleiter, A. J. E., Zevalkink, J., & Schmeets, M. G. J. (Eds.). (2008). Mentalizing in child
therapy: Guidelines for clinical practitioners. London, UK: Karnac Books.

Wilson, K., & Ryan, V. (2000). Case studies in non-directive play therapy. London, UK: Jessica Kingsley
Publishers.

Zevalkink, J., Verheugt-Pleiter, A. J. E., & Fonagy, P. (2012). Mentalization-informed child psychoan-
alytic psychotherapy. In A. Bateman & P. Fonagy (Eds.), Handbook of mentalizing in mental health
practice (pp. 129–158). Arlington, VA: American Psychiatric Publishing.

Received July 25, 2014
Revision received October 31, 2014

Accepted December 2, 2014 �

E-Mail Notification of Your Latest Issue Online!

Would you like to know when the next issue of your favorite APA journal will
be available online? This service is now available to you. Sign up at http://
notify.apa.org/ and you will be notified by e-mail when issues of interest to you
become available!

T
hi

s
do

cu
m

en
t

is
co

py
ri

gh
te

d
by

th
e

A
m

er
ic

an
P

sy
ch

ol
og

ic
al

A
ss

oc
ia

ti
on

or
on

e
of

it
s

al
lie

d
pu

bl
is

he
rs

.
T

hi
s

ar
ti

cl
e

is
in

te
nd

ed
so

le
ly

fo
r

th
e

pe
rs

on
al

us
e

of
th

e
in

di
vi

du
al

us
er

an
d

is
no

t
to

be
di

ss
em

in
at

ed
br

oa
dl

y.

29Mentalization and Play Therapy Processes

http://dx.doi.org/10.1037/a0013890

	Mentalization and Play Therapy Processes Between Two Therapists and a Child With Asperger ...
	DEFINITIONS OF PT
	STUDYING CHILD PSYCHOTHERAPY PROCESS
	MENTALIZATION AND PT PROCESSES
	MENTALIZATION PROCESSES AND AUTISM SPECTRUM DISORDER
	HYPOTHESES TESTED IN THIS STUDY
	METHOD
	Play Therapist Raters Used in Establishing the CPQ PT Prototype
	Therapists
	Client
	Treatment
	Measure: The Child Psychotherapy Q-Set (CPQ)
	Procedure

	RESULTS
	Cronbach’s Alpha Coefficients Among the PT and RF Therapist Raters
	Most and Least Characteristic CPQ Items for PT and RF Process Prototypes
	Test of Hypotheses 1 and 2
	Test of Hypotheses 3, 4, and 5

	DISCUSSION
	CONCLUSIONS
	REFERENCES


