Comments by Clinical Editor
The author illuminates the rationale for the
integration of Play Therapy and play in the
treatment of traumatized adolescents.
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Int egrat ing Play and
Evidenced-Based Int ervent ions
Exposure to traumatic events
during adolescence often
leads to maladjustment as
evidenced by short and
long-term psychological
suffering. This distress is
disruptive to the typical
maturation process.
Community violence, natural
disasters, interpersonal
abuse, neglect, terrorism,
and other forms of acute or
chronic trauma affect a
significant number of
adolescents every year.
Because of the subjective
component involved with
cognitively appraising
traumatic events,
adolescents display a variety
of reactions and behaviors
that alternate in frequency
and intensity. Moreover, not
every adolescent develops
traumatic stress after acute
exposure to a traumatic
event, but many display
iterations of trauma-related
symptoms including
dysphoria, hyperarousal,
extreme sensitivity, and
ostensible changes in

10 PLAYTHERAPY June 2012

www.a4pt.org

healthy eating and/ or sleeping habits.
The premise of this article is to present the psychosocial
and neurobiological implications of traumatized adolescents
and select play-based interventions that may promote trauma
integration and resilience. Currently, Cognitive Behavioral
Therapy (CBT), an empirical-based approach, is demonstrated
as effective and decreases many of the negative symptoms
associated with adolescent trauma, including anxiety,
irrational thoughts, hopelessness, dependency, avoidance of
bodily sensations, and social isolation. Play Therapy is a
potentially beneficial intervention that is (a) developmentallysensitive to helping with self-modulating hyperarousal;
(b) facilitates emotional safety by utilizing less threatening
forms of communication other than the standard “ talking
cure,” (c) engenders attention to inner processes that are
often resisted by those affected by trauma, (d) fosters
self-efficacy in collaborative problem solving; and
(e) promotes trust through a nonjudgmental, therapeutic
relationship. The clinician’s development and nurturing of an
empathic therapeutic relationship with the adolescent,
alongside integrating play with
trauma treatment protocols
that remain sensitive to the
adolescent’s internal
processes, may facilitate a
‘sacred space’ (or temenos)
that assists with successful
trauma integration.

Traumat ic St ress

Neurobiology of Adolescent Trauma
Adolescents’ brains are morphing and altering as much as
their physiological state during their associated rapid period
of growth. Recent research using imaging techniques such as
functional magnetic resonance imaging demonstrates that
many parts of the brain continue to change and develop
throughout adolescence (Broderick & Blewitt, 2010). Synaptic
connections reorganize and several areas of the cortex take
part in the growth process during adolescence. The areas
involved in the adolescent growth process include the frontal
lobes which assist in organization, planning, self-control,
judgment, social and sexual behavior, and the regulation of
emotion; the parietal lobes for combining information; the
temporal lobes help with language abilities and regulating
emotion; and the corpus
callosum that connects
the left and right sides of
the cortex helps integrate
information and higher
functions such as
consciousness.
Transmission of electrical
impulses or myelination
continues in some areas
promoting faster
information processing
and increased attention control during adolescence. The
brain depends on experiences to develop and modify itself
because it is designed to change in response to repetitive
stimulation. Since adolescents’ environment directly
influences their brain function and capacities, traumatic
experiences can alter brain development and cause physical
changes in the brain structure and function of key neural
networks involved in the stress response (Lanius, Vermetten,
Pain, 2010). The effects of trauma on the developing
adolescent brain may negatively alter memory, anxiety,
impulse control, focus and attention, concentration, arousal,
sleep, fine motor control, decision-making, emotional
regulation, and language development. This causes many
adolescents subjected to trauma to demonstrate learning
difficulties, have difficulty planning future events, and
participate in increased reckless and risk-taking behavior.
Adolescence is often considered a period comprised of
intensely fluctuating affect, in which behavior is impulsive
rather than rational. Adolescents exposed to trauma may
experience difficulty understanding and regulating emotions,
which may further interfere with their ability to function
rationally in a family, school or social setting (Lanius,
Vermetten, Pain, 2010). Traumatized adolescents may
demonstrate poor impulse control, self-destructive behaviors,

“ The therapeutic relationship,
alongside integrating play
sensitive to internal processes,
may facilitate the ‘sacred space’
for trauma integration.”

A traumatic event and the
associated or traumatic stress
involves actual or threatened death, injury or the physical
integrity of self or others, and induces feelings of horror,
terror, or helplessness. The psychological impact of such
events is partly determined by the objective nature of the
events themselves and the adolescent’s subjective
response to them. It is not the event itself that
creates a trauma response, necessarily. Traumatic
anxiety is often derivative of the adolescent’s intense
and sustained adverse affective reactions to and the
highly distressing beliefs in the event, coupled with
compromised coping skills and external support.
Moreover, adolescents who repeatedly feel
overwhelmed by the memories of a traumatic event
may become more sensitive and less able to
tolerate typical, daily stressors. Not every
distressing event results in traumatic stress,
though. The severity and pathological response of
traumatized adolescents incorporates their age,
developmental level, ethnicity, cultural
background, preexisting family problems, previous
trauma exposure, and available resources. Many
adolescents express some form of distress or
experience negative behavioral change(s)
following traumatic events, some of which may
www.a4pt.org

include disturbed sleep, diminished attention span, elevated
anger and irritability, withdrawal or antisocial behavior,
depression, development of new fears and anxiety, and
psychosomatic complaints such as headaches, stomach
ache, and dizziness.
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and hyper-aggression towards others. To cope with traumatic
stress, adolescents may develop non-facilitative habits,
including overt alcohol consumption, illicit substance abuse,
premature sexual activity, and complacency in toxic and/ or
abusive relationships.
Adolescents exposed to trauma may feel isolated believing
their pain and suffering is unique (Broderick & Blewitt, 2010).
Traumatic experiences may alter adolescents’ worldview
causing them to see the world and the people in it as
untrustworthy. As a result, traumatized adolescents may have
difficulty relating and empathizing with others and isolate
themselves from family and peers (Eckes & Radunovich,
2007). These unsettling feelings, if left unmitigated, may
create self-destructive thoughts and behaviors including
suicidal ideation. Unfortunately, struggling with the effects of
a traumatic event during adolescence can impact current and
future quality of life, development, and functioning in adverse
ways. In the following sections of this article, readers will
note a couple of the current, research-based treatment
protocols combined with play-based interventions to utilize
with traumatized adolescents that may be curative and
counter the effects of traumatic stress.

Integrat ing Play & Evidence-Informed Int ervent ions
While there are numerous interventions tailored for child and
adolescent trauma treatment, much of the evidence-based
research focuses on cognitive behavioral therapy (CBT). CBT
has consistently demonstrated as effective in reducing
post-traumatic stress, decreasing feelings of dysphoria or
depression, and diminishing hyperarousal (Cohen &
Mannarino, 2008). The theoretical assumption of CBT is that
an adolescent’s faulty perceptions of a traumatic event lead
the adolescent to structure thoughts into rigid, maladaptive
beliefs and behavioral patterns. Trauma triggers (or
reminders) in the adolescent’s environment may further
intensify negative reactions or feelings. Recognizing and
restructuring these cognitive distortions is a critical goal in
CBT work with traumatized adolescents.

Cognit ive Behavioral Writ ing Therapy (CBWT) and
Play-Based Media
For some children and adolescents, writing about aberrant
thoughts and feelings surrounding a traumatic experience
and then depicting them symbolically through play-based
media like sandplay and abstract artwork is less threatening

“ Simply talking about traumatic
experiences does not necessarily assist
the mind and brain to integrate the
dissociated images and cognitions.”
than expressing the information verbally and may assist with
integration. Prominent trauma researchers van der Kolk and
d’Andrea (2010) state that simply talking about traumatic
experiences does not necessarily assist the mind and brain
to integrate the dissociated images and cognitions into a
cohesive whole so healing may activate. CBWT permits
adolescents and play therapists to collaborate on the trauma
narrative while incorporating key concepts of CBT. CBWT
comprises five focal points: psycho-education, (writing)
exposure, cognitive restructuring, promoting adequate
coping, and social sharing (Van der Oord, Lucassen, Van
Emmerik, & Emmelkamp, 2010). Like most CBT therapies,
the therapeutic dyad between the play therapist and
adolescent is critical for healing. Through creative play-based
therapy sessions, adolescents and clinicians may engage in
co-participating activities that further the adolescent’s trust
in others and increase the opportunities for post-traumatic
integration to occur (Cavett; 2010; Drewes, 2009). A playbased integration materializes when clinicians incorporate
play media to assist adolescents in focusing attention on
their internal experience while introducing cognitive, affective,
and sensorimotor elements of their trauma. Play-based
media to assist the adolescent in paying closer attention to
their internal sensations and perceptions may include a) a
sand tray and sand miniatures where adolescents create
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worlds and share glimpses of their internal state symbolically
and in written form, b) the use of acrylic art with canvasses
on an easel to produce abstract imagery with a story written
about the adolescent’s interpretation of the art; and c)
individually constructed multi-colored sand mandalas or
coloring pre-drawn mandalas on paper using pencils and
markers with the story of the mandala written (based upon
the adolescent’s internal framework).

Integrat ing Play & Trauma-Focused Cognit ive
Behavioral Therapy (TF-CBT)
TF-CBT is a variation of CBT in that it is specific to children
and adolescents who have experienced traumatic events and
sustained substantial psychological deficits (Cohen, 2010).
TF-CBT is based upon six core values. The first is that it is
component based; meaning it has a collection of core skills
that assist and build upon one another. Second is the value
of respect: respect for the individuals, as well as family’s,
religious, community, and cultural values. The third core value
is adaptability. It is the play therapist’s primary responsibility
to be flexible and creative when selecting which components
of TF-CBT will be utilized with adolescents. The fourth core
value is family involvement. The fifth core value is the
therapeutic relationship; play therapists model trust,
empathy, and acceptance throughout the treatment process.
The final value is the installment of self-efficacy. In any
therapy, promoting ideal functioning is typically instilled within
the client during, and most importantly, after treatment. The
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common curative factor in many of these therapeutic
interventions is the play therapist’s commitment to fostering
resiliency and promoting wellness. This is achieved partially
by ensuring adolescents experience self-mastery of trauma
exposure and are able to autonomously modulate their
arousal states. Additionally, the integration of play-based
interventions, such as a play therapist leading the adolescent
in guided imagery followed by the adolescent coloring a
mandala and then writing out the story of the mandala from
an internal perspective, further provides adolescents
opportunities to increase self-awareness in the present
moment. Van der Kolk and d’Andrea (2010) comment that
effective therapy specific to resolving childhood interpersonal
trauma increases the individual’s physical self-experience
and self-awareness, as opposed to remaining fixated on
making meaning of the trauma narrative of the past.

Resilience and Play-Based Techniques
Resilience is the process of adapting and utilizing effective
coping skills in the face of adversity, trauma, tragedy, threats,
or even significant sources of distress (Ginsberg, 2011). The
National Child Traumatic Stress Network lists six core
components in fostering resiliency. The number one factor in
resiliency is feeling safe in one’s environment. Adolescents
who do not feel psychosocially safe at school are less likely
to develop the supportive relationships that help them thrive.
Play therapists are in a position to provide the opportunity for
healthy socialization and encourage critically-reflection of
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maintaining personal safety and security. Another resiliency
component is ‘ traumatic experiences integration’, which
includes ‘meaning- making’, ‘ traumatic memory containment’,
and ‘mourning traumatic loss.’ Next is ‘relational
engagement,’ where strong adult attachments are essential.
The last core component is ‘positive affect enhancement’,
focusing on positive self- esteem and achievement by
mastering play or activity-based board games, competitive
yet fantastical video games, and cooperative activities.
Play Therapy may be integrated into resiliency practices to
augment the healing trajectory for traumatized adolescents.
Specifically, through the use of cooperative board games
played by play therapists and adolescents (or perhaps the
play therapist listens to lyrics of popular songs the
adolescent brings into the session related to socialization or
self-expression) the stage is set for adolescents to make
stable social connections, explore opportunities for selfdiscovery, and nurture a positive, more realistic view of the
self (Green, 2010). Personal characteristics that promote
trauma integration and foster resiliency include (which a play
therapist can model through puppet shows or simple role
plays): (a) an easygoing disposition, (b) positive temperament,
(c) sociable demeanor, and (d) cultivating special talents,
creativity, and spirituality.
In addition to safety, receiving support from others,
possessing internal strengths and abilities, and feeling of
value, it is beneficial for adolescents to include their nonoffending caregivers in the treatment process. For example,
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play therapists may facilitate family sandplay, a form of
expressive art therapy involving families co-constructing sand
worlds with sand miniatures (Green & Connolly, 2009).
Afterward, the caretakers along with their children create a
unified narrative from the symbols depicted in the sand story.
This play activity may invoke problem-solving skills as well as
potentially deepen self-insight and awareness.

Conclusion
Knowing the effects that traumatic events may have on
adolescents’ typical development is a valuable tool for play
therapists to consider when playing in the peril and aftermath
of a traumatic experience. Determining the optimal playbased modality to integrate into or alongside the evidencebased treatment protocol may facilitate a salubrious
environment that promotes trauma integration. The use of
manualized, highly structured, and/ or clinically rigid
‘evidence-based’ treatment protocols require the flexibility
and warmth of a play therapist to see traumatized
adolescents as unique individuals in their own right and not
simply diagnostic labels to be cured or fixed (Gil, 2011;
Green, 2010). Integrative Play Therapy interventions,
including coloring mandalas and resolving trauma narratives
symbolically in sandplay, while combatting or disputing
irrational beliefs to formulate a more accurate cognitive
appraisal, may benefit adolescents’ integration of trauma
(Green, 2008). Play Therapists should receive training in
research-based protocols, including TF-CBT, as well as be
open and receptive to clinical supervision, when integrating
play. Even though much of the research in treating trauma
focuses on CBT, Play Therapy and play-based interventions
are demonstrated as “ not ineffective” and may assist
adolescents in the exploration and successful resolving of
stress related to traumatic events. The therapeutic
relationship remains the most salient curative factor
throughout the treatment process because it allows the play
therapist to model trust, empathy, and unconditional
acceptance (Green, 2011). During and after the process of a
successful integration of trauma, adolescents begin to
believe in their ability to prevail beyond adversity. And
eventually their faith in others may become restored as well,
as they see the world, once again, as safe, stable, and
secure. They envision, what Carl Jung termed, a positive
potential future. One that is not filled with desolation and
harm, but a future where they feel okay about themselves
and the world around them.
Not e: The author gratefully acknowledges the significant
contributions to this project by Aaron Evans, Jose Jimenez,
and Colleen Johnson.
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