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[bookmark: _Toc39584555]Abstract
The aim of the present Dissertation is to review the theoretical underpinnings of play and play therapy and to critically analyse the effectiveness of this therapeutic approach in relation to children’s hospital experiences and in the treatment of children, including autistic children, who present with emotional and behavioural difficulties and disorders. Research findings demonstrate that play therapy is an effective approach across age, gender, settings and populations and can impact positively on children’s social and emotional development and on their behaviour and personalities. However, methodological limitations are acknowledged in relation to small sample size which limits the generalizability of many of the studies, lack of control groups and comparison with other child psychotherapy interventions which makes it difficult to say with certainty that play therapy is the most effective treatment approach, thus further research in this field remains a crucial necessity. 
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Play enables children to express themselves as individuals (Bright Star Therapy, 2020). The right to play is enshrined in the United Nations Convention of the Rights of the Child (UNCRC, 1989) as set out in Article 31 which recognises 

‘the right of the child to rest and leisure [and] to engage in play and recreational activities appropriate to the age of the child...’ 

Its value is increasingly acknowledged by policy makers and researchers across many different disciplines as there is much evidence of its relation with intellectual and social development and with emotional wellbeing (Whitebread, 2012). 

Play, as a therapeutic approach, can be traced back to more than a hundred years ago to the early 1900s when its essentiality to the analysis of children who were, at that time, termed as having ‘a psychological disturbance’, was emphasized (Landreth, 2012, p.28) Today, play therapy is a tool that is widely used across different settings to treat children who present with emotional and/or behavioural issues because of its openness and receptivity to their individual and diverse needs (Ray et al, 2005). It is a unique treatment which is not only aimed towards children but which is explained in a language that children are able to understand and use, namely, as Kool and Lawver (2010, p.19) describe, ‘the language of play’ Ray et al (2013) define play therapy as a form of counselling which aims to respond to children’s emotional needs in developmentally appropriate ways. It uses different forms of play and creative arts which have the potential to ease any difficulties, however insignificant, that a child may have,which are having a detrimental effect on the child’s health and wellbeing and which can lead to behavioural issues and to the child not developing to his/her full potential (Play Therapy UK, 2017). Children’s expressive language skills are not as well developed as adults’; thus in play therapy, as explained by Lebo (1958), toys are used which enable children to express themselves in symbolic ways through the medium of play. Though play therapy can be traced back to the early 1900s, it was not until 1982, with the formation of The Association for Play Therapy, that play therapy was established as a specialist treatment within the mental health field (Ray et al, 2005). Through play therapy, the child and therapist are able to communicate on the premise that the play materials are used by the child either in direct or symbolic ways, to act out his/her thoughts, feelings and/or experiences that he/she cannot express in a meaningful way through words (Landreth, 2002; Schaefer, 2001).  

The increasing interest in the field of play therapy is evident and this justifies its focus in this Dissertation. Recent research into neuroscience, for example, has been able to provide support that new neural pathways can be created through play therapy (Stewart et al, 2016). Stewart et al (2016) point out that due to the emotional engagement and experiences that play can create, levels of oxytocin, a hormone which stimulates emotional wellbeing and feelings of trust, are increased. This in turn, serves to support the building of the therapeutic relation between the child and the specialist play worker. Play therapy can also be a useful tool for regulating children’s emotions and for restoring balance at times of  chronic exposure to stress which can cause hypoarousal or hyperarousal leading to loss of sense of control (Bartido, 2019). Bartido’s (2019) research found that play therapy activates mirror neurons, commonly known as the building blocks of empath (Lacoboni, 2012) which stabilse the child’s overactive nervous system and help the play therapist connect with the emotional state of the child and interpret this correctly (Stewart et al, 2016). Mirror neurons also allow us to imitate other people’s actions to allow us to understand their intentions (Stewart et al, 2016).

The aim of the present Dissertation is to critically analyse the effectiveness of play therapy in relation to children’s hospital experiences and in the treatment of children who present with emotional and behavioural difficulties and disorders. The work will be structured as follows: 

Chapter one will provide an overview of the history of play and play therapy together with their purposes and functions.

Chapter two will critically analyse the effectiveness of play therapy in a hospital setting. This chapter will begin by considering the history of play in hospitals before moving on to consider its role as part of hospitalized children’s treatment and its success in so doing.  

Chapter three will critically analyse play therapy in the context of Child and Adolescent Mental Health Services (CAMHS) settings, with children who have experienced traumatic experiences, children who are suffering from mental health difficulties and children with learning difficulties, including autsim. This chapter will begin by providing an overview of CAMHS and the children and young people it supports. It will move on to consider the different therapeutic approaches that CAMHS play specialists use in their work with children and young people. The chapter will end by evaluating the research evidence as regards the success of the different therapeutic approaches and the challenges that exist.

The Conclusion draws together the main points and argues, that despite methodological limitations, play therapy continues to be a valuable approach in the treatment of children who present with a range of difficulties, across a range of settings.   
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[bookmark: _Toc39584560]1:1 The History of Play

Whitebread (2012) points out that for more than a century, the purpose of play and its 
functions in relation to children’s development, has been researched across many 
disciplines, including anthropology, education, psychology and sociology. Authors today are 
in agreement that it is instinctive for all children from all cultures to engage in play (Santer 
et al, 2007). However, historically, the way in which play has been perceived has differed 
based on the views of children and childhood that prevailed at the time (Oates et al, 2006).
James and Prout’s (1997, p.7) statement about childhood being ‘constructed and 
reconstructed both for and by children’ accentuates its changeable character. 

In the 17th century, the philosopher John Locke acknowledged children’s predispositions to be inquisitive but he himself was not a proponent of play, commenting on its triviality and arguing for children’s minds to be lifted beyond such foolish childhood diversions. The value of play was again brought to the fore in the 18th century. The French philosopher Jean-Jacques Rousseau, writing during the Romantic era, has frequently been accredited for what has been considered the first true developmental narrative of childhood on account of the 
prominence he afforded to maturation and developmental stages. Rousseau’s writings influenced Friedrich Froebel, founder of the kindergarten system who believed that play is essential to development and that adults should provide rich and stimulating environments which have ‘the widest opportunities [and] the fullest freedom for play’ (Lawrence, 1952, p.192). As far back as the early 1900s, Froebel drew attention to the symbolic aspects of play, proposing that it has a definitive conscious and unconscious intention, and as a consequence, it is able to be examined for meaning (Landreth, 2012). According to Froebel (1903, p.22):

‘Play is the highest development in childhood, for it alone is the free expression of what is in the child’s soul...Children’s play is not mere sport. It is full of meaning and import’.

More recently, in the field of developmental psychology, findings from research studies report powerful relations between children’s play and their socio-emotional and cognitive development (Whitebread, 2012). Five different types of play are consistently documented in  the contemporary research literature, each of which, Whitebread (2012) highlights, supports aspects of cognitive, socio-emotional and physical development; these different types are physical play; play with objects; symbolic play; pretence/socio-dramatic play and games with rules. A large body of this contemporary research into play has been an extension of Vygotsky’s social constructivist theory (Vygotsky, 1978) in which he proposed that play contributes both to children’s language development and to their ability to self-regulate their emotions and cognitive processes. There is increasing evidence that language and the ability to self regulate are closely related and are strong predictors of children’s emotional wellbeing (Vallaton and Ayoub, 2011; Whitebread, 2012).

Piaget (1962) contends that most children younger than eleven years of age do not possess the full capacity for abstract thinking which is necessary for meaningful verbal communication. Thus, in contrast to adults who are able to instinctively communicate through words, children use play and its associated activities as a vehical through which to express themselves (Ray et al, 2005). Play affords children the freedom to act out the way they are feeling. 
[bookmark: _Toc39584561]
1:2 The History of Play Therapy

The first case of psychoanalytic therapy can be traced back to 1909 to the work of Sigmund 
Freud, who documented the story of ‘Little Hans’, a five year old boy who had a phobia of 
horses. Freud was able to get to get to the root and treat Hans’ phobia by observing his 
dreams and his behaviour in play (Landreth, 2012). Freud believed that children 
communicate and get rid of their fears and worries by bringing them to consciousness at 
which point they can then express them through play. According to Freud’s psychodynamic 
perspective, fantasy play enables children to cope with aspects of reality that they find 
difficult. Of course, one of the main criticisms that has been levied at this approach is that its difficulty to prove scientifically (Santer et al, 2007). As noted here and at the outset, play 
therapy has, as its central premise, the notion that, through play, children’s unconscious desires, emotions, thoughts and experiences, are transmitted (Schaefer and Kaduson, 2007). 
Play therapy was first explained in detail by Anna Freud (1928), Sigmund’s daughter and 
Melanie Klein (1932), both child psychotherapists who utilized the spontaneity of play as an 
alternative for spoken free association in their endeavours, when working with children, to 
employ analytic methods to their work (Schaefer and Kaduson, 2007). Some years later, in 
1947, Virginia Axline made play therapy more popular in the field of psychotherapy by using 
play as a means of applying a non-directive therapeutic approach when working with young 
children. Axline’s work was heavily influenced by Carl Rogers’s model of psychotherapy, 
person centred therapy, in which prominence was given to the relationship between the 
therapist and the patient, a relationship which was founded on being genuine, trusting and 
accepting. Axline’s (1964) book ‘Dibs: In search of self’, details her work with the young boy 
named Dibs and the way in which, through therapy, he was able to overcome his difficulties 
over time. According to Axline (1969, p.58):  

‘No-one ever knows as much about a human being’s inner world as the individual 
himself. Responsible freedom grows and develops from inside the person’ .


Even though, by the standards of today, Axline’s work did not have the rigour that was 
needed to evidence the effectiveness of her approach, she did pave the way for the 
development of a code of conduct and for measuring play therapy outcomes. Her non-
directive method was furthered by Landreth (2002) who formulated his Child Centred Play 
Therapy (CCPT) method in which he asserted the following: the relationship between child 
and therapist must differ from other relationships that have been experienced by the child 
and the child must feel secure within that relationship to be freely expressive within his/her 
play so as to enable natural communicative exchanges to take place The key to the CCPT 
relationship is the bond that is built between the child and the therapist (Landreth, 2002; 
Schaefer and Kaduson, 2008). CCPT is a type of nondirective counselling during which the play therapist will show realness, empathy and an overall positive attitude within the relationship with the child (Axline, 1947; Landreth, 2012; Ray, 2011). It provides children with the opportunity to express themselves openly without any judgement on the part of the play therapist; children’s actions are self-directed, they can take risks, test out reality, develop insight and take on responsibility (Axline, 1947; Ginott, 1960; Landreth, 2012; Singer, 1994). Ray (2011) emphasises that CCPT is based on mutual trust during which children’s abilities to problem solve, to make choices that are self enhancing, are respected. The goal is for children to develop a more positive regard of themselves. 

[bookmark: _Toc39584562]1:3 Stages of the CCPT process

Guerney (2001) and Cochran et al (2012) point out that though there are innumerable forms of play in CCPT sessions, there appears to be a level of consistencey in how children express themselves as they move through the process and while this is not true for all children, the stages children go through have been observed often enough for the conclusion to be drawn that the absence of stages is the exception rather than the rule. They describe the stages of CCPT as follows: The first stage is the Warm Up stage during which the relationship between the therapist and child is formed. In this stage, the child begins to work out the playroom’s potential, who the therapist is, what is permissible within the relationship and what is not, which behaviours are permissible in the playroom and which are not and also what the structure of the sessions is. The second stage is the Aggressive stage in which the child begins to feel secure enough to be freely expressive and to work through issues related to the exertion of control and power. In this stage, the child often expresses deep rooted aggressive impulses or aggressive thoughts through their play. In the third stage, the Regressive stage, the child explores attachment and nurturing issues and frequently plays in less mature ways than would be expected based on the child’s chronological age, such as talking in baby talk or drinking from a baby’s bottle. Predominant themes in this stage include the conflict between dependence/independence, nurturance, protection and rescue/restoration. The final stage is the Mastery stage in which the child works on issues linked competence on on incorporating into his/her personality, the progress that has been made in the earlier stages (Guerney, 2001; Cochran et al, 2012).       

[bookmark: _Toc39584563]1:4 Toys and Materials: The Rationale

Play therapists are largely in agreement as regards the essential toys that are needed; Kottman (2011), for example, identified five main categories: family/nurturing toys (e.g. doll, doll’s house) which allow children to express the worries they have as regards family and relationships within the family, scary toys (e.g. dinosaurs) which allow children to communicate their feelings of fear, aggressive toys (e.g. a sword, gun) which allow children to act out their aggression or emotions of anger, expressive toys (e.g. paints) which enable children to be creative and to express their feelings and pretend/fantasy (e.g. dressing-up costumes) which enable children to act out different scenes and explore different attitudes and behaviours (Ray et al, 2013). 

[bookmark: _Toc39584564]1:5 Different Types of Play Therapy

Allen and Hoskowitz (2017) point to the different types of play therapy, these include; nondirective play therapy, which is child focused and unstructured and directive play therapy which is, as its name suggests, more directive and structured (Gil, 1991; Gil and Drewes, 2004). According to Landreth (2012) there are different categories of toys, these are; real life toys, acting out aggressive-release toys and toys for emotional expression. For example, a child could be playing with a doll’s house; this would be in the real life toy category and from this, the child could be imitating her parents’ conversation at home that morning which could have been a row or a disagreement. This would allow the play therapist to acknowledge that this child is clearly affected by that conversation as they are expressing it when playing in the dollhouse. So it is clear to see that when the play therapist works with the child, there is a need to engage with toys as well as the child as this can bring out a different perspective on what that child is feeling or thinking (Ray et al, 2013).

All of these techniques are able to help a child understand complex feelings and express these more clearly especially if they have been through a trauma or going through a difficult situation. The British Association of Play Therapists (BAPT) highlights the value of play therapy in enabling children to communicate at a level that suits their needs, in their own time, in a safe environment without feeling that they are being questioned or that they are under threat (BAPT, 2014).

This chapter has considered the history of play and play therapy together with their purpose and functions. Play can be seen to be an essential element of a child’s healthy development and an important mode of communication through which the child’s inner world can be glimpsed. The chapter which follows, considers the effectiveness of play therapy in relation  to children’s hospital experiences and illness.    

[bookmark: _Toc39584565]Chapter 2: Play Therapy in Hospital Settings
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In 1959, the publication of the Welfare of Children in Hospital report, usually referred to as The Platt Report,set out its remit as making 

‘a special study of the arrangements made in hospitals for the welfare of ill children :– as distinct from their medical and nursing treatment – and to make suggestions which could be passed on to hospital authorities’ (Ministry of Health, 1959: 1).

A central topic of the report’s enquiry was the child’s welfare as a hospital in-patient, building on previous memoranda which asked that hospital authorities allow children in hospitals to be visited daily (Ministry of Health, 1959), a request which, Bradley (2001) stated, had met with resistance by the majority of children’s hospitals which continued to confine parents’ visits to no more that a couple of hours per week. It was not until some three decades or so later that unrestricted parental visits became commonplace though the report was a landmark for children’s welfare in hospitals (Davies, 2010). 

[bookmark: OLE_LINK1][bookmark: OLE_LINK2]Since the Platt Report, which also drew attention to the benefits of play, play in hospitals in the UK has taken numerous different forms (Jun-Tai, 2008). One of the 55 recommendations made in the report was that play should be structured under supervision by a skilled practitioner so as to lessen the negative effects of the separation between mother and child. Also, to lessen the negative effects of disruption to routine and the inadequacy of training for the medical staff in relation to children’s emotional and mental needs (Ministry of Health, 1959). In 1966, The World Organisation for Early Childhood Education (OMEP) working party stated that visiting in children’s wards should be unrestricted and have open arrangements made for play in hospital showing the opportunities that were arising as regards play and its positive effects for the emotional and mental needs of children and their families (OMEP, 2008). The DHSS Expert Group on Play (1976) and DoH (1991) made strong recommendations that play should be provided in a hospital setting as of paramount importance is the child’s emotional wellbeing during their stay at a hospital. Play in hospitals is not a new idea; in 1957 the first hospital play schemes were established at St. Bartholomew’s and St Thomas’ Hospital, followed by the Brook Hospital 1963 (OMEP, 2008). Play is recognised by the National Service Framework for Children (2003) which states that children have a basic right for play and recreation because they are in an unusual environment which can cause them anxiety and upset (DoH, 2003a). As Harvey (1984, p.279) argues: ‘Deprived of play, the child is a prisoner, shut off from all that makes life real and meaningful’. In England, during the 1960s and 1970s, Save the Children was instrumental in expanding play schemes in hospital (Save the Children, 1989) a practice which later became ingrained in many UK DoH publications as regards the value and benefits of play when undertaken during the treatment of ill children (DoH, 2003b). 

There is much evidence that hospital play quickens children’s recovery and decreases the need for children to have interventions under anaesthetic (NHS, 2020a). For this reason, children who have to be admitted to hospital have daily access to a play specialist who can distract them from what can be a frightening environment (DoH, 1991). A report by the UK Healthcare Commission (2007) documented that when hospital staff lacked the appropriate specialist training in play, children’s experiences in hospitals were much poorer (Walker, 2006). The DoH (2003b) stipulates that hospital play should be delivered by hospital play specialists who are appropriately qualified to carry out the role. Today, hospital play has become a valued feature of child health provision on every level (Walker, 2006).

[bookmark: _Toc39584567]2:2 The use of play in hospitals and its effectiveness

Bossier (1994) pointed out that hospitalized children’s reports have shown many different indicators which bring stress to the children, these include lack of activity, separation from family and doctor/nurse observations. As a consequence therapeutic play is used in hospitals to help children cope with their illnesses and to relieve the feelings of stress and anxiety they are experiencing (D’Antonio, 1984). Even prior to admission, children can be prepared for their hospital stay by being encouraged to play with hospital related toys such as stethoscopes, doctors’ and nurses’ uniforms and syringes (Koukourikos et al, 2015). One example at a local level of young children being acquainted with medical procedures is that undertaken by the Paediatric Cochlear Implant Programme Team in the Noah’s Ark Hospital of Wales, Cardiff. Profoundly deaf children, awaiting cochlear implantation, are visited at home by a member of the team and given a teddy bear with a cochlear implant in preparation for their upcoming surgery. The cochlear implant can be removed and it provides the child with a visual representation of what he/she will be receiving. The child is encouraged to take the teddy bear to he hospital; the bear also accompanies the child to theatre and has its head bandaged following surgery as does the child (Cardiff and Vale University Health Board, 2020). 

Kazak et al (2006) highlight the fact that doctors and nurses who work in paediatric settings are fully aware of how children in their care can be traumatized by their setting and the medical procedures they have to undergo. Locatelli (2020) suggests that play therapists are a useful resource within a hopsital setting as they are able to tailor treatments around the individual need of the child based on age, developmental level and level of need. Even if children are confined to their beds, activities, such as painting and drawing, can be brought to their bedsides. Locatelli (2020) states further that by the play therapists being a vital part of the child’s experience in hospital, children will be able to regain that sense of security which they needed as any threat that now arises, they will be able to overcome that due to regaining the safety. This links in with Maslow’s Hierachy of Needs which proposes that a child’s basic needs (physiological and safety needs) must be met before the child can attend to his/her psychological needs, such as the need for belongingness and love (Maslow, 1943). Through the therapeutic relationship that has been created with the play therapist in which trust has been built, children are able to feel safe and secure by being comforted by the play therapist. They can then successfully progress to the next level to satisfy their higher psychological and self-fulfillment needs (Maslow, 1943).

Children are admitted to hospital for many reasons; these range from needing a minor procedure through to needing palliative care for terminal illnesses. Frequently, there is co-morbidity with other illnesses and disabilities. Secinti et al (2017) point out that chronic illnesses in childhood place children at an increased risk for emotional problems, such as depression and anxiety; therefore, therapeutic intervention during hospitalization is recognised as being very valuable. When children are admitted to hospital, the focus tends to be on their clinical symptoms and how to improve these. As a consequence, Secinti et al (2017) state that it is often easy to overlook play. When children are observed during play, they can be seen to be practising and becoming proficient in skills such as construction, discovery, imagination, imitation and planning. Just because children are in hospital does not mean that there is less of a need for them to continue these skills. Walker (2006) emphasizes that play affords hospitalized children comfort and consolation at what can be regarded as a potentially frightening time in their lives. It is able to facilitate learning and coping strategies which can help children better comprehend their environment and has become an essential feature for hospitalized children (DoH, 2003b). 

As noted above, there are many benefits to hospital play. One of its benefits is that it is able to reduce feeelings of anxiety and stress. Through play, trust can be built between children and hospital staff since play is possibly the one thing that is familiar to children in their unfamiliar environment. Play provides happiness to a child and also normality to a child as it is forms part of everyday life (Koukourikos et al, 2015). Sylva (1993) states that if children are provided with opportunities to play in spite of their injuries, illnesses or medical conditions, they feel welcomed at a time when they are also feeling vulnerable. A key purpose of hospital play, therefore, is to reduce fear. Play encourages children to rebuild some of the skills that they have lost on account of their conditions and through it, treatment plans can be achieved (Jun-Tai, 2008).

Another reason why hospital play is effective is that it can provide valuable information to hospital staff as they observe children engaging in play activities. Sylva (1993) reports that pain levels, for example, can be witnessed during therapeutic activities which are able to inform clinical decisions. Play is a medium which is particularly beneficial for very young pre-verbal children or children who are non-verbal since they can communicate through play without the need for words. Therapeutic play in hospitals can also help children understand the procedures that they will be undergoing and be more co-operative with their treatment (Schechter et al, 1997).

Fantasy, solving misconceptions, addressing personal concerns and expanding on cognitive learning are further benefits which children will gain when using play within a hospital as they are able to draw a line between reality and fantasy (Doak and Wallace, 1975). According to Jun-Tai (2008) a well organised play programme has a variety of benefits such as preparing children for future hospitalisations, decreasing stress and anxiety and providing them with coping strategies which will help them with any tramuatic experiences. Graham (1998) and Hanser et al (2000) report that play therapy has been used to treat many different disorders such as depression, fears, behavioural problems which can cause children to develop bad habits such as biting their nails and becoming more aggressive. This shows that play therapy can be effective for children who have these disorders. Children’s  fears can be expressed through exploratory play. Through this type of play, opportunities can be given for new experiences to be assimilated. For example, dolls can be used to support children when they are having a blood test so as to help them understand why the blood is being taken does not have to be replaced (Jun-Tai, 2008). In line with the UNCRC (1989), which details the right of children to be kept informed in relation to matters which affect them, it is good practice to prepare children for procedures (Unicef, 2020). As can be seen, through play therapy, children can be prepared for various clinical procedures and surgeries. Glasper (2017) points out that children’s fear of procedures such as injections, is widely recognised by doctors and nurses as being problematic, even more so for children with disabilities. Weaver et al (2017) report that therapeutic play activites which are carried out by specialist hospital play workers is hugely important and can successfully lessen feelings of stress that are aroused by such procedures such as needle insertion. Even less invasive procedures, such as putting on masks to help with breathing, can be fear inducing  and play therapy again, through its medium of being understandable to the child, is able to provide children with coping strategies to manage their anxiety levels (Schechter et al, 1997).

Children with a terminal illness can also benefit from play therapy as it provides an atmosphere which allows them to gain a sense of control of the situation. Terminally ill children experience much but do not have the words to articulate their feelings; however, through play a lot can be expressed about their emotions which can be picked up on by the play specialist. Even if it is only for a small period of time, children will be able to seek certain benefits such as expressing their fears, feelings and frustrations and be able to be in control of their own lives which is something not all children get when being faced with a terminal illness (Webb, 1995).

For children with disabilities, the health difficulties they face are typically more challenging than those faced by  their neurotypical peers and they are hospitalized more frequently (Schieve et al, 2012). The care for disabled children is heavily dependent on the involvement of hospital play therapists since play therapy has been found to be beneficial for every part of their hospital journeys (Care Quality Commission, 2016; Li and Lopex, 2008). Bratton and Ray (2000) draw attention to the value of play therapy intervention for children with disabilities in that it enables them to discover what they are able to do, thereby developing a sense of competence and increased self-esteem. 

Landreth (2012) asserts that hospital play therapy is also helpful in the treatment of children who have been abused and admitted to hospital as a result of their injuries. Many abused children have difficulty expressing themselves through words and find it easier to express themselves through play activities. For this reason, having play therapy in an environment in which they feel safe, provides them with the opportunity to express their feelings without fear of reprisal and to feel more able to deal with their difficulties.     
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Lebo (1953) was one of the first people to critcise play therapy as he believed that play therapy was based around the cheerfulness and persuasive language used and there was not much scientific evidence of its effectiveness (Ray et al, 2001). D’Antonio (1984) pointd out that play in hospital settings can be restrictive, not only because of the environment but also because of the chid’s illness and as a result, physical limitations. Limit setting in play therapy is very important. By setting limits, a structure is provided which aids the development of the relationship between the child and the therapist and adds value to it (Landreth, 2012). However, children’s wards are typically very busy and limit setting is not without its difficulties. There tends to be a more informality and flexibility and the play sessions are not bound by time (Webb, 1995). Further limitations as regards play therapy in hospital are, as pointed out by Webb (1991), that sessions are not not always able to fit around the children as typically, there are frequent interruptions such as treatments and hourly observations from the nurses. Also, in the main, most play sessions are often carried out in groups with the aim of encouraging socialization and for children to be able to benefit from the play of others. However, while group sessions may not be daunting for some children, there will be others, such as autistic children, for whom the sessions will be difficult (Webb, 1995). 

According to Furtado et al (1999) and Melo et al (2010) the playroom is one place in the hospital which will bring children security and safety as they are surrounded by familiar items such as toys, however the playroom needs to have playworkers in attendance and so if there are staff shortages, the playroom can be limited for a couple of hours which will affect children’s hospitalization experiences. Awimbo (2016) further states that some of the challenges which play therapists face are a lack of trust, parents’ negative perceptions and lack of knowledge about play therapy and the lack of play materials that are available. When it is time for the child to get discharged from hospital, the play therapy generally finishes, but the child may have benefited from continuing with it (Gold et al, 2014).

In summary, this chapter has shown that hospital play therapy can be very beneficial for children who are ill and can contribute to their emotional and physical wellbeing and recovery. It can be used to prepare children for surgery/operations and for invasive interventions. As can be seen, play therapy is able to examine issues which are related to children’s hospital experiences and lessen the strength of the negative feelings which may accompany their admittance to hospital and their experiences when there (Koukourikos et al, 2015). Some challenges, however, are identified which can affect children’s hospitalization experiences. 

The following chapter looks at the benefits of play therapy for children who have been referred to CAMHS (Child and Adolescent Mental Health Services).
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Child and Adolescent Mental Health Services (CAMHS) is a service which supports children and young people who present with behavioural, emotional and/or psychiatric difficulties (NHS, 2019). CAMHS professionals work with a diverse range of disorders which include attachment disorders, autistic spectrum disorder, eating disorders, post traumatic stress disorders (PTSD), ADHD, depression, anxiety, self-harm and psychoses (Children’s Commissioner, 2016; NHS, 2020b). CAMHS also supports children and young people who have learning difficulties and those who have physical health difficulties, such as juvenile arthritis, which impact negatively on their wellbeing and which have been found to increase these children’s chances of experiencing depression and anxiety as they reach adulthood (Ekin et al, 2017)

For children who need the support of CAMHS, early intervention is crucial; having  the correct support at the earliest opportunity is important before the problems become insurmountable and spill over to affect school, home and family life (Prever, 2006).

[bookmark: _Toc39584571]3:2 The effectiveness of play therapy as a treatment 
   
Rye (2011) asserts that play therapy has a lot to offer children and young people, aged between three and sixteen years, who are experiencing trauma and/or who are suffering from mental health or other difficulties. Children who have been abused, have also been found to benefit from play therapy. According to White and Allers (1994) regardless of whether it is emotional, sexual, physical or neglectful abuse, play therapy is able to have a positive effect on the child’s life. 

Play therapy is child-centred with the therapist working on a one to one basis with the child, allowing him/her to explore their inner emotions in depth which enables the play therapist to tune in to the child’s inner world (Rye, 2011). As opposed to play being used to engage the child to talk about the difficulties the child is experiencing, play therapy enables the play per se to be the child’s external expression of his/her internal world. As long as the child is able to engage in symbolic play at some level, Rye (2011) contends that play therapy will be helpful. Play therapy in a CAMHS setting is aimed at specifically supporting children and young people with mental health difficulties, behavioural disorders and learning difficulties which includes autism (Wilson and Ryan, 2005). 

A body of research has concerned itself with examining the effectiveness of play therapy, specifically child-centred play therapy (CCPT) to treat a wide range of emotional, behavioural and mental health difficulties including conduct disorder, depression, post traumatic stress disorder (PTSD) and its effectiveness for individuals who have suffered sexual and physical abuse and/or have witnessed their parents’ alcohol and drug misuse.
One of the areas in which CCPT has been found to be effective is for children who are referred to CAMHS on account of their aggressive and anti-social behaviour. Cochran et al (2011), for example, found that CCPT was effective in improving emotional regulation in two young boys who had been referred to the service because of their disruptive behaviour and persistent pattern of defiance and aggression. The boys (separately) attended two sessions weekly over a period of four months. The findings showed that through CCPT, the boys were able to express themselves within safe limits with the therapist being non judgmental and demonstrating empathy when faced with the boys’ behaviours which tested the limits that had been set. At the start of the therapy, the boys showed strong emotions. As they began to develop trust in the therapist, it was found that their anger and aggression became more focused and was directed towards certain people but when they found their behaviour was accepted by the therapist, their feelings gradually became less intense. Positive behaviours began to appear, sometimes mixed with a level of aggression but towards the final sessions, the boys’ play was characterized more by positive feelings. At the end of the therapy, both boys’ behaviour had improved. They demonstrated that they were able to better regulate their emotions; they were also able to accept the limits that had been set by the therapist in their individual CCPT sessions and the limits that had been set by the teacher in the classroom. Peterson and Flanders (2005) documented that the internal process which is able to regulate an individual’s aggression, is having empathy towards others. According to Trotter et al (2003), it is the empathic relationship in CCPT which is central to resolving aggressive behaviours. In the playroom, the child is able to express his/her negative feelings to an adult who is empathic and who is able to reflect and accept such feelings, an experience that may not be available to the child in other settings. Similar findings in terms of reducing undesirable social behaviours were found in a later study by Cochran and Cochran (2017) which investigated the effects of CCPT with a group of children with disruptive behaviours who came from high poverty backgrounds. The authors concluded by arguing for the importance of CCPT to be undertaken with children in high need, not just in clinical settings but also in schools and other real life settings.

CCPT is also particularly beneficial for autistic children (Ray and Bratton, 2010). Because autistic children struggle to communicate in social situations and also have repetitive behavioural patterns such as stimming, play therapy has been shown to help autistic children by improving their social and emotional wellbeing and decreasing negative behaviours. The CCPT approach enables children to be in charge of their own journeys, to control the pace of it, how it gets directed and what is included in their journey with the play therapist. Autistic children who are high functioning are able to communicate with the play therapist at a higher level unlike children who are severely autistic who would rather be on their own engaging in their own repetitive behaviours e.g. stimming (Hillman, 2018). Research findings suggest that autistic individuals appear to be at an increased risk of trauma. Mehtar and Mukaddes (2011), for example, reported that, of their sample of 69 autistic children and young people who were receiving treatment for their mental health difficulties, 26% of these had a history of trauma (physical and sexual abuse). Further, of this 26%, almost 95% demonstrated an increase in aggression after expereincing the trauma. In an earlier study, Mandell et al (2005) reported that out of their sample of 156 autistic children and young people, those who had suffered physical and/or sexual abuse were six times more likely to have attempted suicide. 

Salter et al’s (2016) study examined the effects of CCPT on the social and emotional development of three autistic children aged between four and six years young children. The children had been referrred for therapy because of the behavioural and emotional difficulties they were showing both at home and at school. Each child received ten weekly sessions of CCPT at the end of which improvements were seen as regards their behaviour and their social and emotional skills. In the CCPT sessions, the therapist focused on the development of joint attention, imitation and play skills, areas which have been identified by Josefi and Ryan (2004) in interventions with autistic children. By focusing on joint attention, each child was able progress from focusing intensely on one of his interests to having a broader view which in turn led to an improvement in social interaction skills. Each child was able to start to acknowledge the therapist’s perspective and showed some empathy. By the therapist modelling naturally occuring social interaction behaviours, and the children imitating these, this led to improved imitation skills which in turn led to better   social responses. As regards the children’s play, this progressed form totally functional play to more symbolic play, which included fantasy play where the children assigned roles to the therapist. Such findings are consistent with other research studies which indicate that CCPT can support the development of social and emotional skils for both autistic and non autistic children (Landreth, 2012). 

Guest et al (2018) described the contribution of CCPT for a five year old autistic boy who had also suffered trauma. ‘Joseph’ had been referred for treatment on account of the extremity of his disruptive behaviour at school. He would frequently kick things, push over chairs and desks and shout out anger. Joseph did not interact with anyone, he had a stutter and would become very angry if he was misunderstood. His mother was a drug user and Joseph had been removed from the family home and taken to live with his grandparents. He had suffered physical abuse and neglect from birth when living with his mother and was often locked in a cupboard. Over the course of a year, Jospeh had two one hourly CCPT sessions per week lived. The CCPT sessions enabled Joseph to work through these at his own pace. The therapist allowed Joseph to maintain control within the sessions, within safe parameters and he was not forced to engage in any activity in which he was not comfortable. By the therapist providing Joseph with comments that were supportive and non directive and by showing understanding of his behaviours, Joseph was able to showpositive developments in his social skills and emotional expression. Teachers’ and educational psychologists’ reports showed significant improvements in Joseph’s behaviour at school. It was concluded that the CCPT sessions had been effective in enabling Joseph to process his trauma and to learn to cope with his autism.

Children who have suffered a bereavement may also be referred to CAMHS. The loss of a significant relationship, such as a parent or other family member can be espcially painful for a child (Webb, 2010; Worden, 1996) and it has been reported that children who have been through such a painful experience are at an increased risk of Adverse Childhood Experiences (ACES) and may have outbursts of aggression, struggle with mental health difficulties and engage in substance abuse (Burke et al, 2011; Kristensen et al, 2012; Mersky et al, 2013). According to Turner (2020) in adapting play therapy to a bereaved child, the play therapist will need to carefully plan out the session, ensure that it is tailored to the child’s age and developmental stage and provide specialised bereavement-specific toys they will be used to engage with the child. Webb (2011) states that children, unlike adults, do not have the cognitive or emotional maturity to be able understand what death is nor are they able to process their upset; it is not until the age of eight to nine that children have the maturity and begin to understand the basics of death, that it is final and that the dead person cannot be brought back to life (Webb, 2011). As with all play therapists, CAMHS play therapists have special training  years; their first concern is to establish a helping relationship (Axline, 1969) in order to support the child through their bereavement, a relationship which is maintained through activities which are child friendly. Play therapists have a diverse range of play materials, for example if the cause of death is illness or a traffic accident, death, dolls, emergency vehicles, medical props which children will often use to act out their version of the death. By using bereavement-specific toys, children can ‘act out’ their feelings of grief or anger and through the theraputic relationship that has been built, come to better understand and deal with their felings (Webb, 2011). Sometimes a joint play therapy with the surviving parent is needed in which the parent gradually becomes sensitized to his/her child’s needs. Occasionally, children need to express their felings of fear or anger in the presence of a parent in a safe environment, which does not incur the parent’s disapproval. Anger, confusion and fear are typical responses that CAMHS play therapists encounter. Joint sessions enable play therapists to model responses that are supportive of and sensitive to,      a child’s needs. The aim is that the parent will gradually adopt these responses in their interactions with their child, improving both their relationship and the child’s behaviour (Webb, 2011).

Springer (1992) used play and art therapy with a group of children and young people aged four to ten years all of whom had one parent who was dependent on either alcohol or drugs. Findings showed a significant improvement in the children’s behaviour after three months of treatment and also a reduction in their symptoms of depression; however, whether this improvement would have been maintained long term, is not known. Dogra and Veeraraghavan’s (1994) research with twenty children aged eight to twelve years with a diagnosis of conduct disorder found significant improvements in the children’s behaviours, after four months of non-directive play therapy undertaken in conjunction with counselling sessions with the children’s parents. Parents reported a decrease in aggressive behaviours such as fighting and violent acts towards others and also improved obedience. 

Slayton et al’s (2010) systematic review of 26 studies which had examined the effectiveness of art therapy for the treatment of psychological conditions such as trauma from bereavement or sexual assault, PTSD, attachment disorder and anxiety found some evidence in support of the contention that art therapy is able to result in positive outcomes. However, Slayton et al (2010) highlighted that several of the studies had methodological limitations, which included the absence of control groups and non standardised reporting measures, thus limiting the strength of the findings. 

The limitations associated with small sample size can be overcome by meta-analysis which combines research findings from numerous studies in order to ascertain the overall effect of the treatment (Landreth, 2012). Ray et al’s (2005) study was one of the first meta-analytic studies which focused wholly on the effectivenss of play therapy. 93 play therapy studies, which met the strict criteria set by the researchers based on the quality of the studies’ methodologies, were included in the meta analysis. Ray et al’s (2005) data analyses supported the effectiveness of play therapy as an intervention for children experiencing emotional and/or behavioural difficulties. They noted the positive effects of play therapy for treating behaviour problems, reducing anxiety, increasing self concept, improving social and emotional wellbeing and family relationships. Ray et al (2005) also noted that length of treatment and including parents, where appropriate, in the child’s treatment were also significant factors. Age and gender did not predict outcomes, leading Ray et al (2005) to conclude that play therapy was equally effective across these two factors. More recently,  Lin (2011) undertook the first meta-analytic review on the effectiveness of CCPT approaches exclusively. His review spanned 15 years from 1995-2010 and included 52 studies all of which again met strict inclusion criteria. In lin with Ray et al’s (2005) finidngs, Lin also concluded that play therapy was an effective treatment and that it had a significant positive impact on a broad spectrum of behaviours   

In summary, it can be seen that play therapy has been used to treat children with a wide range of problems in a range of settings. Despite the documented limitations which challenge the validity of this approach, Ray et al’s (2005) and Lin’s (2011) comprehensive meta analytic reviews of play therapy research studies provide evidence of its effectiveness, which no doubt can be attribute in part to its ability to respond uniquely to children’s unique developmental needs.
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Conclusion
In conclusion, this Dissertation has shown that play is an essential element of children’s healthy development and is also an important mode of communication which can provide a valuable lens into children’s inner worlds. Through the ‘language’ of play, children are able to express their feelings, describe their experiences and explore relationships, enabling more of a connect with their social and emotional development. Through play therapy, children can express experiences, which hold emotional significance for them, in a safe and comfortable way via symbolic representation which toys are able to provide.

The present work has demonstrated that hospital play can be seen to have a myriad of therapeutic benefits which contributes to children’s emotional and physical wellbeing and through which the effects of hospitalization and illness on children can be understood (Wells, 1995). Play therapy enables issues related to children’s hospital experiences to be examined and the knowledge gained can be used by play therapists to reduce the intense fear and anxiety children typically feel during their hospital stay. Play therapy in hospital has been shown to be able to better prepare children for procedures, to reduce fear and distress and to aid the recovery process. Providing children with the opportunity to play when in hospital can go some way to restoring the discontinuity to children’s lives from being hospitalized and demonstrate that some form of normality can continue (Koukourikos et al, 2015).  

The present work has also demonstrated that the multifaceted value of play, especially when undertaken with a treatment framework for children who present with many diverse problems, which include but are not limited to attachment difficulties, autism, conduct disorder, abuse and neglect, grief, trauma, depression and anxiety.  Within the therapeutic relationship, children are provided with opportunities to express themselves freely, on their own terms, at their own pace, safe in the knowledge that they will not be judged but rather accepted and understood (Landreth, 2012). 

Although research has illustrated several limitations in relation to play therapy studies’ methodologies, future studies can learn from these. Ensuring a robust study design in which the procedures employed are clearly described together with including a control group and a comparison group with other psychotherapeutic approaches will not only enable firmer conclusions to be made as regards the effectiveness of play therapy, it will also enable the effectiveness of other approaches to be examined. This in turn will allow researchers in the field to better ascertain the most successful intervention in the treatment of children, so as to ensure their optimum health and wellbeing.   
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