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Abstract of Dissertation 

 

Trauma and Play Therapy Competencies and Confidence: A Qualitative Exploration  

 

 This study explored the experiences, opinions, and perspectives of provisionally licensed 

counselorsô trauma and play therapy training and competency and confidence development who 

work with children exposed to trauma using play therapy as a modality to treat trauma. There 

were eight provisionally licensed counselors who participated in this study. The study addressed 

the following research questions: how do new provisionally licensed counselors who work with 

children who experienced trauma in play therapy describe their experiences with trauma-

informed development and two sub-questions: a) what training and preparation have new 

provisionally licensed counselors undergone towards trauma-informed development working 

with children who have experienced trauma in play therapy, and b) how do new provisionally 

licensed counselors describe their counselor competence and perceived self-efficacy when 

working with children who have experienced trauma? Through a basic interpretive design, 

participant data was collected by two semi-structured interviews and three visual reflective 

journals and analyzed using a thematic analysis (Percy et al., 2015) with a thematic analysis 

(Attride-Stirling, 2001) as a supplemental tool. The findings of this study resulted in an overall 

global theme, three organizing themes, and twelve basic themes which were presented using the 

thematic network (Attride-Stirling, 2001). Based on the analysis and the findings of the study, 

implications were articulated, limitations were identified, and future recommendations for 

research was discussed. 
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Chapter 1: Introduction 

 The mental health rates are increasing (Data Resource Center for Child & Adolescent 

Health, 2020) for children and adolescents in the United States. The National Survey of 

Childrenôs Health (NSCH 2020) released a report on mental and behavioral health for children 

and adolescents ages 3-17 years old in the United States and found that over eight million 

children had experienced or currently were experiencing a mental or behavioral health condition 

in 2018-2019. With the onset of the COVID-19 pandemic a systematic review found that 

children with mental health disorders were more likely to struggle from the adverse effects of 

COVID-19 (Theberath et al., 2022). The COVID-19 pandemic likely increased trauma exposure 

and compounded these experiences as children were separated from peers, lost loved ones, 

experienced financial difficulties, and potentially sequestered within unsafe housing. Childrenôs 

mental health needs is not a new problem to be addressed. In fact, eighteen years ago, van der 

Kolk (2005) made a call to action and stated that childhood trauma is the biggest threat to child 

health and in 2018 the same message was conveyed by Nadine Burke Harris in her book 

published in 2018, ñThe Deepest Well: Healing the Long-Term Effects of Childhood Adversity.ò 

Substance Abuse and Mental Health Services Administration (SAMHSA) (2022) identified just 

how prevalent child trauma is, indicating that two thirds of children have experienced at least one 

traumatic event before they reach 16 years old. Further, research continues to expand the long-

term adverse effects of trauma. Researchers have expanded the definition of trauma beyond war 

and natural disasters to include adverse childhood experiences (ACEs) that impact children ages 

0-18 (Cronholm et al., 2015; Felitti et al., 1998) and have begun to recognize how ACEs impact 

the body on a neurobiological level (Gaskill & Perry, 2014; Perry, 2006; Porges, 1994) along 
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with the impact of toxic stress and the inability to cope (International Society for Traumatic 

Stress, 2019) without an adult around to buffer the stress (Center of the Developing Child, n.d.). 

Trauma impacts everyone differently and may be expressed differently. For children who have 

been exposed to ACEs, trauma may present as internalizing or externalizing behaviors (The 

National Child Traumatic Stress Network, n.d.). Internalizing behaviors typically include 

anxiety, depression, withdrawal, and emotional struggles whereas externalizing behaviors usually 

present as aggression, impulsivity, hyperactivity, and defiance (Lin & Bratton, 2015; Nikstat, 

2020; Parker et al., 2021). Due to the way trauma may manifest for children, `the expression may 

mimic other mental health disorders when in fact, the symptoms may be due to trauma exposure. 

Further, the presentation of trauma is both influenced and affected by the childôs developing 

brain. Due to the fight-flight-freeze-fawn responses (Porges, 1994) and the structural changes in 

the brain due to trauma (Perry, 2006), a childôs nervous system that is in a chronic state of 

dysregulation can impact access to the prefrontal cortex and higher order brain functioning 

(Center on the Developing Child, 2007; Gaskill & Perry, 2014). When childrenôs brains are stuck 

in survival mode, their body is in a constant state of stress which impacts all aspect of life 

including social, emotional, physical development and impacts development (Perry & Dobson, 

2013). Due to trauma-related symptoms being stored in lower parts of the brain (Perry, 2006), it 

is imperative that bottom-up approaches are utilized that are developmentally appropriate when 

working with children. 

 Trauma-informed care received considerable attention in the mental health field recently 

especially with the advancement in understanding of the deleterious effects of trauma across the 

lifespan. Some of the advancements in the field have been developed by The Substance Abuse 

and Mental Health Services Administration and professionals in the field with expertise in 
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trauma. SAMHSA (2014) created the biopsychosocial trauma-informed conceptualization that is 

guided by four key assumptions and six principles, Malchiodi (2012) and van der Kolk (2014) 

expressed that a trauma-informed approach should include a thorough understanding of how the 

mind and body respond to trauma and Gaskill and Perry (2014) highlight the importance of the 

neurobiological impacts of trauma exposure on developing minds and the importance of a 

bottom-up approach. Further, trauma-informed treatment for children encompasses layers and 

nuances that should be understood to provide effective trauma-informed care. Children are not 

miniature adults (Landreth, 2012) which means that traditional therapies and modalities may not 

be developmentally appropriate for children (Steele, 2012). Practitioners must consider the 

developmental needs of children, the influence of trauma on attachment, along with possible 

presentations of trauma that may include internalizing or externalizing behaviors that may mimic 

other mental health disorders (Burke Harris, 2018; Szymanski et al., 2011). Additionally, 

traumatized children may not have the ability to access cognitions until they have been able to 

feel safe, to regulate, and then to relate (Gaskill & Perry, 2014) which is why bottom-up 

somatosensory approaches should be utilized prior to any cognitive processing (Gaskill & Perry, 

2014; Malchiodi, 2015; Steele, 2012). 

 Play therapy is a developmental approach that believes that the natural communication 

for children is through play and toys are childrenôs words (Landreth, 2012). Ray (2011) 

identified that play is useful for: fun, symbolic expression, catharsis, social development, 

mastery, and a release of energy. Play meets children at a developmental level and can be used 

for several releases. Furthermore, play is enhanced when the therapeutic focus is on a safe, 

secure, and consistent relationship between a child and an adult (Gil, 1991; Ogawa, 2004). Play 

therapy allows children to play out their internal thoughts, feelings, and experiences through 
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mediums that are developmentally appropriate (Gil, 1991). Play therapy as a therapeutic 

modality has become more emergent over the years and research continues to demonstrate the 

efficacy of play therapy. The most impactful evidence regarding the efficacy of CCPT includes 

four meta-analyses (Bratton et al., 2005; Leblanc & Ritchie, 2001; Lin & Bratton, 2016; Ray et 

al., 2015). In addition to extensive scholarly research on play therapy, there are organizations that 

also recognize play therapy, specifically child-centered play therapy (CCPT) as evidence-based. 

The Title IV-E Prevention Services Clearinghouse rated CCPT as promising, the California 

Clearinghouse of Evidenced-Based Practice (CEBC) also rated CCPT as promising, and lastly, 

SAMHSAôs National Registry of Evidence-Based Programs and Practices rated CCPT as 

promising (University of North Texas, n.d.). By being rated promising, means that research is 

demonstrating its effectiveness and efficacy.  

 As the field continues to promote trauma-informed practices to meet the needs of 

children, it is dire for counseling programs to ensure that curriculum teaches evidence-based 

modalities that are developmentally appropriate such as play therapy and how to support new 

counselors who work with children. Moreover, training programs often neglect to provide 

specific training about childhood trauma and effective trauma-informed modalities (Cook et al., 

2019; Layne et al., 2011; Wachter Morris & Barrio Minton, 2012). The Council for Accreditation 

of Counseling and Related Programs CACREP (2015), which is the highest standard of 

education, includes verbiage on trauma competencies, however, provides no guidance on what 

constitutes trauma competency and crisis, trauma, and disaster are grouped together which 

increases challenges in counselor education (Land, 2018), likely leading to glossing over the 

nuances between crisis, trauma, and disaster (Chatters & Liu, 2020). The minimal guidance to 
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support counseling programs in trauma training impacts graduates and future cliniciansô ability to 

work with traumatized children effectively and ethically.  

 Clinicians who abide by the American Counseling Association (ACA; 2014) Code of 

Ethics and/or the American School Counselor Association (ASCA; 2022) Ethical Standards, 

must adhere to doing no harm and must practice only within their bounds of competence. Wade 

and Natwick (2018) posited that competency development should start during the master-level 

course curriculum, however, oftentimes, new counselors demonstrate limited understanding of 

trauma and effective treatment modalities (Land, 2018). Wachter Morris and Barrio Minton 

(2012) investigated counselor competency in crisis and found that most participants engaging in 

crisis situations in clinical practice reported minimal to no training. These studies demonstrated 

competency gaps that impact ethical practice and clinicianôs alignment with the ACA (2014) 

Code of Ethics and the ASCA (2022) Ethical Standards. Regarding play therapy, Ray and 

McCullough (2015/2016) developed the Play Therapy Best Practices: Clinical, Professional, 

and Ethics Issues to provide additional aspect to best ethical practices for Registered Play 

Therapists. These standards are the expectation in the field and if not followed, can result in 

potential harm to clients and have legal repercussions. While Layne et al. (2011) found that it is 

challenging to add additional trauma specific courses and even infusing specific trauma content 

into already established courses is challenging, counselors and counselor educators must adhere 

to ethical standards and as such, training programs must re-examine training of new counselors 

in trauma informed care as they enter the mental health field to meet the needs of all clients.  

Through centering childrenôs mental health, specifically, children exposed to trauma and 

attuning to new counselorsô trauma competency development and the inherent gaps, a better 

understanding of the needs of new counselors will likely lead to re-examination of trauma 
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competency development. Despite the pervasiveness and prevalence of trauma exposure and the 

deleterious effects on childrenôs mental health along with the continued research supporting play 

therapy as a trauma-informed and developmentally appropriate intervention, historically, 

counselors reported a lack of trauma training and play therapy training. Additionally, CACREP 

standards expect counseling programs to teach on crisis, trauma, and disaster, however, even 

with this expectation, there is little guidance and counselors still reported feeling unprepared to 

do this work. However, one article examined this very issue focusing on counselor preparation in 

crisis, trauma, grief, and neurocounseling to examine if programs offer a separate course for each 

topic (Montague et al., 2020). The authors highlighted how grief and neurocounseling are often 

missed in graduate programs, specifically within the trauma and crisis course (Montague et al., 

2020). The results from this study found that 243 (62%) programs provided a crisis course, 161 

(41%) programs offered a trauma course, 83 (21.2%) programs offered a grief course, and 20 

(5.1%) programs had a neurocounseling course provided as dedicated courses (Montague et al., 

2020). Another significant finding was that when there was only one course offered in the 

graduate program, the topic that was taught on was crisis counseling over all of the other topics 

(Montague et al., 2020). Further, CACREP (2015) Standards appear to give programs autonomy 

to choose what content to teach and to what extent which may lead to gaps in competence for the 

next generation of counselors.  

Lastly, there are ethical guidelines per ACA, ASCA, and APT outlining the necessity of 

these trainings and foundational knowledge, however, researchers suggests that counselors 

engage in trauma or crisis work with little to no training (Layne et al., 2011; Wachter Morris & 

Barrio Minton, 2012). The ethical guidelines and best practices are in place to first and foremost 

provide ethical and effective therapeutic care for clients served. This dissertation articulates an 
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exploration from the voices of new provisionally licensed counselors who are actively in the 

field regarding their trauma competency, training, supervision, along with perceived self-efficacy 

when working with children exposed to trauma.  

Statement of Problem  

 As the mental health field continues to move towards trauma-informed care and 

researchers continue to examine childhood trauma and ACEs regarding the prevalence and 

deleterious effects for children, there is a trauma competency gap in counselor education. 

Further, researchers found that counselors do not feel equipped to work with crisis and trauma 

post-graduation due to this lack of training (Wachter Morris & Barrio Minton, 2012). 

Additionally, the mental health field is guided by ethical standards and best practices such as the 

ACA (2014) Code of Ethics, ASCA (2022) Ethical Standards, and APT Best Practices (Ray & 

McCullough, 2015/2016). Recognizing the need for trauma-informed care and ethical 

considerations, it is critical that new counselors who work with traumatized children hold a 

holistic understanding of trauma and can obtain a full history including a trauma history, 

properly diagnose, and treat children from a developmental perspective (Saunders & Adams, 

2014) and without this knowledge and ability, ethical dilemmas can arise. Further, given that 

traumatic childhood experiences are common and can impact numerous aspects of development 

and areas of functioning (van der Kolk, 2005), counselors should be equipped to identify, assess, 

and treat trauma effectively and ethically and developmentally appropriate methods must be 

utilized (Malchiodi, 2015). Moreover, recognizing the nuances when working with this special 

population, counselor education can be a helpful place for new counselors to take courses on 

developmentally appropriate modalities such as play therapy and can develop a thorough 

understanding of trauma and ways to support child trauma survivors in trauma courses.  
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 Layne et al. (2011) found that there is no room to add additional specific trauma courses 

in an already extensive counselor education curriculum and there are challenges with infusing 

more trauma content into courses as well. Recognizing the challenges to add or infuse specific 

trauma content, Wachter Morris and Barrio Minton (2012) identified similarities, in that, 

counselor education focused little on crisis preparation for counselors. The first place that 

counselors learn how to be counselors is in their masterôs programs which is an appropriate place 

for students to thoroughly learn how to work with child trauma survivors using approaches 

effectively and ethically that are developmentally appropriate. The ACA (2014) code of ethics, 

ASCA (2022) ethical standards, and APT best practices (Ray & McCullough, 2015/2016) require 

counselors to stay up-to-date with best practices, therefore, counseling education should also 

consider ways to infuse current research evidence to better support children who experience 

trauma in counselor education curriculum and training. There is a paradigm shift (Stover et al., 

2022) that is occurring in the field that should include trauma-informed care including trauma-

informed care for children. While there are other avenues to gain trauma competency such as 

continuing education trainings, those trainings should be supplemental to the knowledge and 

application that masterôs students receive in their counseling education programs.  

Purpose of Study  

 The proposed qualitative study focuses on the intersection of three specific aspects: the 

mental health needs of children exposed to trauma, the utilization of play therapy as a 

developmentally appropriate and trauma-informed modality, and counselor education and 

training specific to trauma and play therapy competency development. This research sheds light 

on counselor education and training including course curriculum, placement sites, supervision, 

and continuing education trainings regarding an often-underrepresented group, children with 
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exposure to trauma. To date, no systematic studies explored these aspects together. Therefore, the 

purpose of this qualitative study is to explore and understand the experiences of new 

provisionally licensed counselors in the field who are working with children exposed to trauma 

to better understand their experiences with trauma and play therapy competency curriculum and 

training and perceived self-efficacy when working with this population. 

 A basic interpretive qualitative design was utilized over quantitative methods to center 

the participantôs feelings, thoughts, and opinions (Percy et al., 2015) along with making meaning 

of participant experiences (Maxwell, 2013) who are situationally positioned as new provisionally 

licensed counselors in the field. Moreover, choosing a qualitative design allows for participants 

to use their voices to share their experiences who have graduated from CACREP-accredited 

universities and actively engaged working with this population using play therapy. Outcomes of 

this research study not only inform counselor education curriculum but also informs where and 

how new provisionally licensed counselors are building their competence and self-efficacy. 

Another outcome supports the dire need to shift thinking in counseling to better support children 

exposed to trauma in the therapeutic process. To address this, this study is focused on answering 

the following research question: how do new counselors who work with children who 

experienced trauma in play therapy describe their experiences with trauma-informed 

development and two sub-questions: a) what training and preparation have new counselors 

undergone towards trauma-informed development working with children who have experienced 

trauma in play therapy, and b) how do new counselors describe their counselor competence and 

perceived self-efficacy when working with children who have experienced trauma?  
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Significance of Study 

 There has been significant research on adverse childhood experiences and the life-long 

impacts (Cook et al., 2019; Cronholm et al., 2015; Felitti et al., 1998; van der Kolk, 2004). 

Researchers identified and proved that play therapy is a developmentally appropriate and trauma-

informed intervention when working with numerous presenting issues and across demographics 

(Lin & Bratton, 2015; Parker et al., 2021; Ray et al., 2015). Lastly, researchers have examined 

trauma competencies in the mental health field specific to counselor curriculum and training 

(Cook et al., 2019; Layne et al., 2011; Moh & Sperandio, 2022; Wachter Morris & Barrio 

Minton, 2012). What is missing in the research is a centralized examination on trauma and play 

therapy competency training for new provisionally licensed counselors who work with children 

exposed to trauma in play therapy. This present study can begin to fill the gaps in several ways: 

(a) centering children with exposure to trauma; (b) trauma-informed care; (c) new provisionally 

licensed counselors and their experiences; and (d) promoting the developmentally appropriate 

modality of play therapy.  

 Through addressing the gap of a lack of counselor trauma and play therapy training for 

mental health professionals devoted to working with children and their families, a deep 

examination of graduate training and post-graduate training is necessary to ensure effective and 

ethical therapeutic treatment. The voices of the participants, who provided relevant experiences, 

opinions, and perspectives regarding their training specific to competency and perceived self-

efficacy, gaps were identified, thus there are opportunities to enact change to better support 

children who have experienced trauma. To sum, the purpose of this study was to understand new 

provisionally licensed counselorsô experiences working with children exposed to trauma in play 

therapy regarding their counselor education and training, specifically, their trauma and play 
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therapy competency preparation and their perceived self-efficacy. This study is focused on 

informing counselor educators and counseling programs regarding how new provisionally 

licensed counselors identify and understand their trauma and play therapy competency in relation 

to counselor education and preparation along with understanding their perceived self-efficacy. 

Additionally, this study centers the voices of new provisionally licensed counselors and through 

their transparency, insights, reflections, and experiences, the counseling field at large can utilize 

this information to better meet the needs of traumatized children.  

Moreover, there are practical implications of this research that can benefit mental health 

counseling. An important benefit is an increase in trauma-informed training to align with 

increased ethical practices. If more attention is given to trauma-informed and developmentally 

appropriate practices in counselor education, then there is a potential for more counselors to (a) 

work within their scope of competence, (b) practice nonmaleficence, (c) and utilize appropriate 

modalities and interventions. A second benefit is that if more counselors experience adequate 

training in trauma-informed practices and interventions, this may also increase perceived self-

efficacy (Bandura, 1977) and competence. By re-examining counselor education, curriculum, 

and training, especially given the likely exacerbation of mental health struggles due to COVID-

19 and racial unrest, more provisionally licensed counselors may graduate receiving a rich 

experience regarding their education and training to better meet the needs of their clients.  

Summary of Methodology 

 This study utilized a basic interpretive qualitative design to understand the participantsô 

experiences and perspectives. Participants were recruited through purposive and snowball 

sampling. To participate in the study, participants were required to have graduated from a 

CACREP-accredited clinical mental health or school counseling program, self-identified 
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working with children exposed to trauma, and self-identified working towards their registered 

play therapy credential as a provisionally licensed counselor. After the informed consent process, 

participants were asked to participate in a semi-structured interview and then to engage in three 

visual reflective creations and journals. The visual reflective creations and journals are an 

innovative method infused into this methodology to expand the depth and breadth of the 

researchersô experiences. After all three visual reflective creations and journals were completed, I 

engaged in preliminary data analysis utilizing the semi-structured interview that was transcribed 

using GoTranscript and the visual reflective journals to analyze the data per participant. A 

closing interview was scheduled with each participant to review the overall process, provide 

opportunities for the participants to expand on their experiences and perspectives, and to provide 

the participants with preliminary themes and quotes that were salient. After all the closing 

interviews were conducted, I finalized the data analysis process by using thematic analysis 

(Percy et al., 2015) and the creation of a thematic network (Attride-Sterling, 2001). The thematic 

analysis was utilized with each participant and across all participants. Numerous steps were 

taken to enhance trustworthiness for the qualitative study.  

Limitations and Delimitations 

 There were limitations to the sampling pool due to the specific study characteristics. 

Inclusion criteria only included participants who graduated from a CACREP-accredited 

university in either clinical mental health or school counseling. Additionally, participants were 

provisionally licensed, meaning that they were working towards their state licensure hours and 

were not fully licensed at the time of their participation. Due to these study characteristics, this 

was a delimitation due to the specific study. A second delimitation was the decision to solely 

focus on child trauma survivors. This decision was made due to this population oftentimes being 
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missed in research and the intersection with play therapy due to the dearth of research focused on 

these specific aspects in reference to counselor education and training. One limitation that 

occurred during this study involved the number of participants. I was aiming for fifteen 

participants, however, due to numerous reasons, I ended recruitment with eight participants. 

Further, due to the limited number of participants, another limitation is the lack of diversity 

amongst the participants.  

Organization of the Study 

 This dissertation consists of five chapters. Chapter 1 introduced the literature, purpose, 

and significance of the study. Chapter 2 will review the theoretical and empirical literature 

associated with the research topic on new provisionally licensed counselorsô experiences 

surrounding trauma and play therapy competency and self-efficacy when working with children 

exposed to trauma in play therapy. Chapter 3 will include an overview of qualitative research at 

large as well as the basic interpretative qualitative design and methodological procedures. 

Chapter 4 will present the findings. Chapter 5 will discuss the findings, address strengths and 

limitations, along with implications of the study, and concluding thoughts on the entirety of the 

dissertation study.   

Definitions of Key Terms  

Adverse Childhood Experiences (ACEs): describes a set of adverse experiences that include 

physical, psychological, sexual abuse, substance abuse in the home, mental illness in the home, 

domestic violence in the home, and criminal behavior in the home (Felitti et al., 1998). Felitti et 

al. (1998) are considered the traditional ACEs and since the original study, Cronholm and 

colleagues (2015) have looked at community-level adverse experiences which are considered the 

expanded ACEs. Moreover, Cronholm et al. (2015) included witnessing violence, experiencing 
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discrimination, feeling unsafe in the neighborhood, experienced bullying and living in foster 

care. Nadine Burke Harris (Center for Youth Wellness, 2015) and the NCTSN (n.d.) have also 

included death of a primary caregiver, medical trauma, and life-threatening illness.  

Clinical Mental Health Counseling refers to ñstudents who are preparing to specialize as clinical 

mental health counselors will demonstrate the knowledge and skills necessary to address a wide 

variety of circumstances within the context of clinical mental health counseling Counselor 

education programs with a specialty area in clinical mental health counselingò and must meet 

each standard found in the CACREP standards (CACREP, 2015, p. 23).  

Council for Accreditation in Counseling and Related Programs (CACREP) refers to ña process 

and a status, and denotes a commitment to program excellence. The 2016 CACREP Standards 

were written with the intention to simplify and clarify the accreditation requirements and to 

promote a unified counseling professionò (CACREP, 2015, p. 3).  

New Provisionally Licensed Counselor refers to a counselor who graduated from their masterôs 

program working with clients towards obtaining their hours to obtain their full license; hold a 

temporary/restricted license and required to have a supervisor.  

Play Therapy refers to ñthe systematic use of a theoretical 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 developmentò (Association 

for Play Therapy, n.d.).  

Professional Competence refers to ñour ability to perform effectively within our professional 

role. As counselors, we are required to remain aware of our professional strengths and 

weaknesses and respond accordingly when counseling situations fall outside of our ability to be 

effectiveò (Mazzula & Vecchi, 2017).  
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Registered Play Therapist refers to ña mental health professional with training and experience 

working with children and families through the use of play therapy. An RPT has met specific 

criteria and is registered through the Association for Play Therapyò (University of North Texas, 

n.d.).  

Self-Efficacy refers to ñthe conviction that one can successfully execute the behavior required to 

produce the outcomesò (Bandura, 1977, p. 193).  

Toxic Stress refers to ñstrong, frequent, or prolonged activation of the bodyôs stress management 

systemò (The National Scientific Council on the Developing Child, 2005/2014, p. 2).  

Trauma, is an ñan event, series of events, or set of circumstances that is experienced by an 

individual as physically or emotionally harmful or life threatening and that has lasting adverse 

effects on the individualôs functioning and mental, physical, social, emotional, or spiritual well-

beingò (The Substance Abuse and Mental Health Services Administration, 2014, p. 7) .  

Trauma-informed Care (TIC) refers to SAMHSAôs 2014 definition that includes four 

assumptions and six principles. The four rôs include: realization, recognize, respond, and resist 

re-traumatization and the six principles include: safety, trustworthiness and transparency, peer 

support, collaboration and mutuality, empowerment, voice and choice, and cultural, historical, 

and gender issues (SAMSHA, 2014).  
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Chapter 2: Literature Review  

 Chapter 1 outlined the purpose of the current dissertation research study and highlighted 

the increase in mental health needs faced by children especially those with exposure to adverse 

childhood experiences. Additionally, Chapter 1 briefly highlighted the lack of trauma and play 

therapy training in counselor education programs which supports the purpose of the dissertation 

to understand the needs of new provisionally licensed counselors in the field working with 

children exposed to trauma in play therapy regarding their trauma and play therapy competencies 

and perceived self-efficacy. The purpose of Chapters 2 is to review the relevant literature 

regarding childrenôs mental health, childhood trauma, trauma-informed practices and modalities, 

including play therapy, and the crisis in counselor education and curriculum.  

Through an extensive search using: ERIC, Academic Search Complete, Health Policy 

Reference Center, Humanities & Social Sciences Index Retrospective, Primary Search, APA 

PsychArticles, APA PsychInfo, Google Scholar, and Teacher Reference Center, the following key 

words were utilized: ñchildrenò and ñmental health,ò ñtrauma,ò ñchildren,ò ñtraumatized 

children,ò ñcounselor education,ò ñtrauma competencies,ò and ñself-efficacy.ò The literature 

review will provide a comprehensive understanding to support the dissertation research study. 

This chapter reviews the extent literature on childrenôs mental health needs focusing on trauma, 

discusses trauma-informed practices and modalities while bridging the trauma-informed 

modality of play therapy, details the current status of counselor education and curriculum 

regarding trauma competencies, and ends with the conceptual framework used to guide the 

current study.  
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A Brief History of Childrenôs Mental Health  

 van der Kolk (2014) asserted that prior to 2001, no organizations aligned specifically 

with supporting the mental health needs of children other than the Association for Play Therapy 

(APT). Further, no organizations focused on research and treatment for traumatized children until 

the establishment of the National Child Traumatic Stress Network (NCTSN, n.d.; van der Kolk, 

2014). While the late creation does not indicate therapeutic work with children exposed to 

trauma did not occur prior, clinicians long engaged in child therapy dating back to the 1900s, 

when Sigmund Freud worked with the well-known case of ñLittle Hans.ò Following Freudôs 

work, many others began to work with children including Melanie Klein and Anna Freud 

(Landreth, 2012; Pehrsson & Aguilera, 2007). Additionally, the Association for Play Therapy 

(APT) was established in 1982 which, while this organization has been devoted since its 

establishment to create a community for mental health professionals who work with children to 

provide resources and trainings on developmentally appropriate modalities (APT, n.d.), their 

focus has not been specifically on trauma and has not always been recognized as an efficacious 

modality by others in the field. However, as the field continues to learn more about trauma and 

the possible lifelong implications, the NCTSN and APT have diligently worked to keep their 

organizations up-to-date to ensure mental health professionals are provided resources on best 

practices.  

Prior to the COVID-19 pandemic, the National Survey of Childrenôs Health (NSCH 

2020) identified an increase in mental health struggles among children and adolescents finding 

that over eight million children had experienced or currently experienced a mental or behavioral 

health condition between 2018-2019. Participants endorsed anxiety as the most prevalent 

condition (8.5%) followed by a behavioral disorder (6.8%), and depression (3.8%) (NSCH, 
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2020). Moreover, while 62.8% identified experiencing a single condition, 37.2% identified two 

or more mental health conditions (NSCH, 2020). Since COVID-19, mental health rates have 

exponentially increased for children and adolescents  (Theberath et al., 2022). Patrick et al., 

(2020) found that one in seven parents reported an increase in mental health struggles for their 

children since the start of the pandemic.  

There are numerous reasons that could explain the increase in mental health struggles 

among children and adolescents, and these are likely exacerbated due to the COVID-19 

pandemic which not only led to academic disruptions and unpredictability, but social isolation, 

lack of food and resources, financial instability, abuse and neglect, and increased rates of 

caregiver loss as many children lost caregivers to COVID-19 (Abrams, 2023). Researchers 

continue to highlight the adverse effects of COVID-19 on child and adolescent mental health.  

Further, the rise of mental health concerns led to President Bidenôs Administration 

releasing a report in 2021 to support increasing access to mental health care services for children, 

adolescents, and their families along with specific funding to support programs to meet the needs 

of childrenôs mental health (American Counseling Association, 2021). Additionally, the U.S. 

Department of Health and Human Services (HHS; 2022) issued a letter that focused on childrenôs 

mental health. Within the last five years, likely because of the COVID-19 pandemic, the mental 

health field and additional stakeholders further acknowledged the importance of supporting 

childrenôs mental health.  

 It is important to highlight the significance of a more acute focus on childrenôs mental 

health needs and while more stakeholders continue to support the mental health needs of children 

and acknowledge the existing mental health crisis, it is evident that more work needs to be 

addressed. One significant progressive movement in the field is the expansion of the 
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understanding of trauma and trauma symptoms. Researchers are examining trauma through a 

developmental lens and identifying how trauma may be expressed through internalizing and 

externalizing behaviors in children  (Lin & Bratton, 2015; Parker et al., 2021).  

 Internalizing behaviors include anxiety presentations, depressive symptoms, along with 

somatic complaints (Liu et al., 2011). One study found a positive correlation between exposure 

to trauma with an increase in internalizing symptoms for Chinese adolescents (Wei & L¿, 2022). 

Another study found that participants who were identified as meeting PTSD criteria scored 

higher on the CBCL on the Anxious/Depressed, Somatic Complaints, and Withdrawn scales 

when compared to the control group (Saigh et al., 2002). These studies contributed insight into 

the overlap of symptoms and demonstrate the challenges with accurately diagnosing which 

signifies why new counselors should be trained in trauma-informed care to best serve clients.  

Externalizing behaviors in children may present as disruptive, fidgety, and/or distractible 

which could be the way trauma is expressed but could also be criteria for Attention-Deficit 

Hyperactivity-Disorder (ADHD) (Szymanski et al., 2011). This expansion of understanding is 

important given that ADHD is based solely on symptoms (Burke Harris, 2018) and what makes 

this challenging is that ADHD behaviors and symptoms can mirror inattentive, hyperarousal, and 

avoidance symptoms that also fall under the Post-Traumatic Stress Disorder (PTSD) diagnosis 

(Szymanski et al., 2011). While a child could be experiencing ADHD and there could be a dual-

diagnosis of ADHD and PTSD (Szymanski et al., 2011), this overlap and mirroring of symptoms 

can make diagnosing more challenging and could lead to missing the trauma presentation if not 

assessed (National Traumatic Stress Network, 2016).  

Further, Szymanski and colleagues (2011) noted that because children are likely to 

express trauma in several ways, this could look like issues with ñaffect regulation, behavior 
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regulation, mood lability, aggression, depression, and anxietyò (p. 54) which highlights how and 

if professionals are differentiating between trauma symptomology and other mental health 

disorders. Ford et al. (1999) found that when assessing the association between trauma exposure, 

oppositional defiance disorder, and attention-deficit hyperactivity disorder, there was a link 

between a trauma history and the comorbid diagnosis of ODD. Emotional dysregulation is likely 

to occur for children when exposed to trauma which again, may present as aggression (Dvir et 

al., 2014) but does not necessarily mean that the child would meet criteria for ODD. Ackerman et 

al.ôs (1998) study also supported that children who have been abused were more likely to meet 

criteria for Separation Anxiety, ODD, Phobia Disorders, and ADHD which calls into question if 

the diagnosis and criteria are comprehensive enough in understanding how trauma impacts 

children. Burke Harris (2018) emphasized that when an individual holds four or more adverse 

childhood experiences (ACEs), they are ñ32.6 times as likely to have been diagnosed with 

learning and behavioral problemsò (p. 59). This discovery signifies how trauma can present as 

what the field traditionally sees as behavioral problems (Burke Harris, 2018) or even anxiety and 

depressive symptoms, but could be due to the stress response system constantly activated leading 

to these mirroring symptoms. In continuation of the nuanced layers of childrenôs mental health is 

the necessity to consider diagnoses regarding mental health, specifically trauma in children.  

DSM Diagnoses  

The Diagnostic and Statistical Manual of Mental Disorders (DSM) recognized Post-

Traumatic Stress Disorder (PTSD) as a diagnostic category in the 1980ôs in the DSM-III edition 

(Friedman, n.d.), however, the DSM did not include children as a population that could meet 

criteria for PTSD until the DSM-V (Friedman, n.d.; Steele, 2012). While the counseling field 

uses the DSM-5 TR (2022), which provides classification and criteria for mental disorders and 
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identifies trauma and stressor-related disorders, some clinicians believe that the DSM-5, 

specifically the diagnosis of Posttraumatic Stress Disorder, to be incompatible in children 

because it is not comprehensive for children exposed to trauma (Steele, 2012; van der Kolk, 

2005/2014). Not only is it understood that symptoms of trauma can look like depression, anxiety, 

ADHD, or ODD, child mental health practitioners also argue that PTSD does not capture the 

experiences and developmental aspects of children exposed to trauma (van der Kolk, 2005). Van 

der Kolk (2005/2014) proposed Developmental Trauma Disorder to be included in the DSM as it 

approaches trauma in a developmentally sensitive manner and recognizes the impacts of trauma 

on the maturing brain and the various ways trauma can impact holistic development. 

Unfortunately, the American Psychological Association (APA) rejected his proposal stating, ñno 

new diagnosis was required to fill a ómissing diagnostic nicheôò (van der Kolk, 2014, p. 161). 

Mental health professionals recognize the importance of correctly diagnosing clients as these 

diagnoses inform treatment and possibly medication decisions. By establishing a 

developmentally appropriate trauma disorder that aligns with children and the many ways trauma 

symptoms can present, increases awareness and recognition of the impact of trauma on 

behavioral and symptom presentation and the impacts of trauma to the brain and body. Gil 

(2006) recognized many children do not meet criteria for PTSD because of the ñwaxing and 

waningò that occurs in symptomology (p. 5-6). Additionally, Gil (2006) and Perry et al. (1995) 

stated that the brain plays a critical part in the impacts of trauma which is also dependent on 

other factors including but not limited to: ñage, cognitive abilities, prior stressors, previously 

established coping strategies, temperamental differences, and qualitative differences in 

motivation, attitude, and resiliencyò (Gil, 2006, p. 8). Further, there are nuances to trauma which 

supports why van der Kolk continues to highlight Developmental Trauma Disorder. 
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Developmental Trauma Disorder emphasizes developmental periods, how affect 

regulation is both complex and can be disrupted, the impact of attachment, and rapid shifts in 

behaviors and emotional states (van der Kolk, 2005). While Developmental Trauma Disorder has 

not yet been included in the DSM, it has been a framework for many child therapists to utilize to 

better meet the needs of their child clients. Recognizing how trauma can look like ADHD, ODD, 

anxiety, and/or depression, a comprehensive understanding of the impacts of trauma is necessary 

to decrease misdiagnosing and recommendations of the wrong treatment approaches (van der 

Kolk, 2005). Further, diagnosing is an important component of a counselorsô profession and there 

are challenges given the mimicking of symptoms and a diagnosis that may not be a correct 

representation of presenting issues. 

Childhood Trauma 

In the past 20 years, researchers have shifted their focus to examining childhood trauma 

including: identifying potential trauma events and experiences, exploring the neurobiological 

impacts on trauma, and the mental, social, and physical implications of childhood trauma lasting 

into adulthood. van der Kolk (2005) identified that, ñchildhood trauma, including abuse and 

neglect, is probably the single most important public health challenge in the United States, a 

challenge that has the potential to be largely resolved by appropriate prevention and 

interventionò (p. 401). In fact, SAMSHA (2022) has found that two thirds of all children have 

experienced at least one traumatic event before they have reached the age of 16 years old. The 

field has come a long way with acknowledging that trauma is not solely determined by the event 

but more about how that event impacts the body (Levine, 2010; van der Kolk, 2014). The events 

and experiences of trauma has expanded from combat and war effects to include ACEs. Felitti 

and colleaguesô (1998) groundbreaking study identified the original ACEs and the correlating 
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mental, social, and long-term medical impacts of these events in childhood. Recognizing 

commonalities in childhood experiences among patients with severe health complications at 

Kaiser Permanenteôs San Diego clinic, Felitti et al. (1998) sought to explore the implications of 

experiences of child abuse and household dysfunction and the potential correlation to medical 

issues throughout the lifespan. The original ACE categories included: psychological abuse, 

physical abuse, contact sexual abuse, substance abuse in the home, mental illness in the home, 

domestic violence in the home, and criminal behavior in the home (Felitti et al., 1998). The 

results of this study suggested a statistically significant dose response relationship between 

adverse childhood experiences and risk factors for medical-related issues across the lifespan 

(Felitti et al., 1998). Within the study, 52.1% of the participants reported at least one ACE and 

6.2% of the participants reported 4+ ACEs. This study led the groundwork in uncovering the 

prevalence of trauma exposure and demonstrated the connections between childhood trauma and 

negative health implications across the lifespan. The Centers for Disease Control (CDC; 2019) 

found an increased likelihood for chronic obstructive pulmonary disease, asthma, kidney disease, 

stroke, coronary heart disease, cancer, diabetes, and obesity for participants who experiencing 

ACEs. Cronholm and colleagues (2015) worked to expand ACEs by highlighting that an 

overwhelming number of participants from the ACEs original study did not demographically 

represent the population, with the majority of participants identifying as White and insured 

(Felitti et al., 1998). Cronholm et al. (2015) identified community-level adverse childhood 

experiences such as witnessing violence, experiencing discrimination, feeling unsafe in the 

neighborhood, experienced bullying, and living in foster care. Cronholm et al. (2015) found that 

almost half of the participants (47.6%) reported 1-3 conventional ACEs and 20.7% reported 4 or 

more conventional ACEs aligning with Felitti et al.ôs (1998) original study and expands the 
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fieldôs conceptualization of adverse experiences to include community-based stressors. Further, 

half of the participants (50.0%) indicated experiencing 1-2 expanded ACEs and 13.4% of 

participants reported 3 or more expanded ACEs (Cronholm et al., 2015). Cronholm and 

colleagues (2015) found that within a predominantly African American community-based 

sample, participants reported at least six of the conventional ACEs. Cronholm et al.ôs (2015) 

results further expanded the groundbreaking work of Felitti et al. (1998) to identify the ways in 

which racism and community safety impacted mental, physical, and social wellbeing of adults.  

Since the groundbreaking research on ACEs, further research has sought to demonstrate 

the prevalence and pervasiveness of trauma in childhood. The National Survey of Childrenôs 

Health (NSCH; 2020) released a report on the prevalence of adverse childhood experiences 

based on data between 2017-2018 and found that as the number of ACEs increased the rates of 

poor physical health, difficulties with making friends, behavioral or conduct problems, and 

anxiety also increased. Ray et al.ôs (2021) study further supported the previous work with 

children who experienced ACEs, where children who experienced ACEs were more likely to 

experience poorer outcomes in multiple contexts including home and school, and an increase risk 

for physical and mental health struggles. Researchers exploring ACEs identified the tremendous 

impact that childhood trauma has on developing bodies and minds.   

Impact of Trauma on Development 

 When a childôs nervous system experiences chronic and/or frequent activation, this can 

lead to toxic stress (The National Scientific Council on the Developing Child, 2005/2014). Toxic 

stress can occur when a childôs nervous system detects chaos, unpredictability, and/or threat of 

harm (Perry, 2006) and there is not a supportive and attuned adult present to mitigate the effects 

on the nervous system (National Scientific Council on the Developing Child, 2012). When a 
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child is in a chronic state of dysregulation because their stress response system is consistently 

activated, they are in a state of survival which decreases access to the prefrontal cortex and brain 

functioning (Center on the Developing Child, 2007) which leads to an overstimulated amygdala, 

and can further impact the immune and inflammatory responses (Burke Harris, 2018; Johnson et 

al., 2013). This exposure to prolonged and frequent adversity such as the adverse childhood 

experiences, can impact child development in several ways thus increasing the likelihood of 

developmental struggles across the lifespan due to the dysregulated nervous system (Bucci et al., 

2016). One of the main reasons why the exposure to ACEs during childhood is detrimental to 

health outcomes is because of the sensitive periods of development that are impacted by toxic 

stress (Bucci et al., 2016). Due to a tremendous amount of growth and development that occurs 

in the first few years of life, including but not limited to significant brain development, chronic 

stress impacts the brain circuitry and other developing organ systems (Center on the Developing 

Child, n.d.; Gaskill & Perry, 2014). When the developing brain and body does not have physical 

and emotional safety to develop, brain activity will be negatively impacted along with physical 

growth (Ray, 2016). During sensitive periods of development, toxic stress can slow development 

and potentially lead to regression in development due to trauma exposure (Ray, 2016).  

Toxic stress can impact the brainôs architecture and may overproduce connections in the 

brain, alter the stress response system to activate more often and for longer periods of time, and 

impact the brainôs functioning regarding learning capabilities, behavior, and emotional 

expression along with adverse implications for mental health (Center on the Developing Child, 

2007). Moreover, the deleterious effects of trauma on child brain development not only affects 

the organization of the brain and the wiring and rewiring process, but also the way the brain 

functions (Anda et al., 2006; Gaskill & Perry, 2014; van der Kolk, 2005). Therefore, when a 
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developing childôs brain and nervous system is focused on survival, that energy is taken away 

from typical development (Ray, 2016).  

Theories and models of development provide a framework for understanding the 

trajectory of development across childhood and adolescence. The most notable developmental 

models include: Maturational-Developmental Theory, Eriksonôs Psychosocial Identity Theory, 

Loevingerôs Ego Development, Piagetôs Cognitive Theory, Kohlbergôs Moral Development, 

Vygotskyôs Cognitive Development Theory, and lastly, Greenspanôs Emotional Development 

(Ray, 2016). Developmental models become increasingly important in recognizing the potential 

impacts of trauma exposure on the developing child. For therapists, understanding 

developmental models and assessing where their clientsô developmental stages allow clinicians to 

identify specific developmentally appropriate interventions to meet the child client where they 

are within their development (Ray, 2016). There are three specific elements that assist the 

decisions regarding developmentally appropriate interventions including: ñthe primacy of 

relationships, the primacy of language, and cognitive operationsò (Ray, 2016, p. 14). The above 

elements identified can be negatively impacted by traumatic experiences. More specifically, 

child abuse and neglect can impair a childôs understanding of safety with adults and attachment 

(Ray, 2016). Regarding language, it can not only be negatively impacted but could be delayed 

(Allen & Oliver, 1982; Ray, 2016). Additionally, due to the way trauma resides in the body and 

brain for children, the use of verbal content to explore and process traumas will likely not be 

accessible until safety has been obtained and the use of somatosensory interventions have been 

utilized (Gaskill & Perry, 2014; Goodyear-Brown, 2019; Malchiodi, 2015). Cognitive skills may 

be negatively impacted because the brain is organized in a hierarchical manner (Gaskill & Perry, 

2014; Ray, 2016), therefore, if a child has experienced trauma, their higher order structures are 
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likely offline (Gaskill & Perry, 2014). For children with exposure to trauma, the risk for delays in 

development increases and trauma can adversely slow or negatively impact development. 

Moreover, therapists working with traumatized children must not only consider chronological 

age and the developmental milestones associated but also focus on the functional age of the child 

with the goal to assist the traumatized children to work towards mastery in the last 

developmental stage they achieved prior to the trauma exposure (Gaskill & Perry, 2014; Ray, 

2016).  

Trauma on Brain Development  

 Child development researchers consistently found that there are critical periods of 

development (Perry, 2006; Ray, 2016). By four years old, a childôs brain is 90% adult size which 

means that early childhood experiences have enduring effects on the way the brain is developed 

(Perry, 2006; Ray, 2016). The brain is organized in a hierarchical fashion, focusing on the 

simpler functions and then moves its ways up to more complex and executive functions (Gaskill 

& Perry, 2014; Perry, 2006). When the brainstem (heart rate and blood pressure regulation), 

diencephalon (fine motor regulation and startle response), limbic system (amygdala and 

hippocampus), and cortical regions (cognition) are connected and working together, they 

function with the neural networks to integrate and allows the brain to mature but when there are 

disruptions and/or adversities, this can then start to impede and negatively impact those neural 

networks and structures leading to brain development struggles (Gaskill & Perry, 2014; Perry, 

2006). Further, the areas organize during development and change in the mature brain in a use-

dependent fashion meaning that the more a certain neural system is activated, the more it will 

build in this neural state, creating an internal representation of the experience corresponding to 

this neural activation (Perry, 2006). The internal representations are the basis of all learning and 
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memory (Perry, 2006) and when there are potential or real threats, this then initiates the primitive 

areas of the brain, such as the brainstem and midbrain to be more consistently activated which 

may mean heightened defenses that could arise after an adversity (Baylin & Hughes, 2016). Due 

to the neural networks that may begin to wire together because of the patterned and repetitive 

activation that was created from adverse childhood experiences, this can lead to a child being in 

a state of hyper-arousal or hypo-arousal and an inability to access higher order brain structures 

and executive functioning skills (Gaskill & Perry, 2014) because trauma-related symptoms are 

stored in the lower parts of the brain (Perry, 2006) and the trauma memories are experienced 

through both images and sensations (Steele, 2012). While neural systems can be changed 

because of plasticity, lower brain regions are less plastic (Perry, 2006) which means rewiring 

these neural networks becomes more challenging without the appropriate interventions and 

modalities.    

Trauma-Informed Mental Health Practices 

 As trauma is experienced by many and the conceptualization of trauma continues to 

expand, the field has arrived at a ñtrauma-informed approachò to treat trauma survivors. 

Substance Abuse and Mental Health Services Administration (SAMHSA; 2014) defines trauma-

informed approach as a biopsychosocial conceptualization that is guided by four key 

assumptions and six principles. The first assumption of SAMHSAôs trauma-informed approach is 

realization that everyone involved (i.e., mental health professionals, parents/caregivers, teachers) 

should understand trauma and its effects (SAMSHA, 2014). The second key assumption is for 

mental health practitioners to identify and recognize when children demonstrate symptoms of 

trauma exposure (SAMSHA, 2014). The third key assumption identified by SAMSHA (2014) 

noted that it is important for mental health professionals to apply trauma-informed principles 
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within all settings where they engage in the trauma work (SAMSHA, 2014). The fourth and final 

key assumption provided by SAMSHA is mental health professionals actively resist re-

traumatization and are aware of appropriate engagement to increase client success (SAMSHA, 

2014). The six guiding principles include: safety, trustworthiness and transparency, peer support, 

collaboration and mutuality, empowerment and choice, and lastly, cultural, historical, and gender 

issues (SAMSHA, 2014). This biopsychosocial conceptualization provides is a guide for 

practitioners that highlights that no single aspect accomplishes a trauma-informed approach, 

rather, there is a consistent need for attention, sensitivity, continual awareness, and collaboration 

(SAMSHA, 2014) to ensure the best care for trauma survivors. 

Another often used phrase is ñtrauma-informed practicesò (TIPS) which Steele (2012) 

describes the key features as: ñreparative, restorative, and resilience enhancingò (p. xix) which is 

in alignment with SAMSHAôs conceptualization. In addition to SAMSHAôs guiding framework 

and Steeleôs three rôs, there are other key components that many trauma researchers include in a 

trauma-informed approach which include a thorough understanding of how the mind and body 

respond to trauma (Malchiodi 2012; van der Kolk, 2014). Taking all of this into special 

consideration, evidence-based practices are aligned with the trauma informed model. When 

understanding the evidence-based practices that are recommended by SAMSHA, the American 

Psychological Association, the World Health Organization among others, treatments such as Eye 

Movement Desentization and Reprocessing (EMDR) (Acarturk et al., 2016) and Trauma-

Focused Cognitive Behavioral Therapy (TF-CBT) (The California Evidence-Based 

Clearinghouse, n.d.) emphasize somatic work and trauma narrative work through memory recall. 

While both modalities are heavily supported and have utility due to infusing somatic work and 

trauma narrative work, what is oftentimes missing in the recommended practices is play therapy.  
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Trauma-Informed Practices Working with Children  

 Mental health treatment, specifically, trauma-informed treatment with children 

encompasses layers and nuances that should be understood to provide effective trauma-informed 

care. Children are not miniature adults (Landreth, 2012), and therefore, clinicians must carefully 

consider adapting interventions to meet the developmental needs of their clients (Ray et al., 

2005). Childrenôs cognitive abilities are not developed like an adult; therefore, cognitive 

interventions alone are likely ineffective (Steele, 2012). Practitioners must consider the 

developmental needs of children, how attachment disruptions can impact feeling safe and secure, 

the neurobiological implications of trauma on children and the resulting behaviors, and the 

importance of a bottom-up approach as opposed to a top-down approach when working with 

children. Moreover, narrative therapy or a cognitive-behavioral approach may not be conducive 

for a child with exposure to trauma if they have not been able to regulate and relate (Gaskill & 

Perry, 2014) first in a safe, predictable, and consistent environment. Further, the therapeutic 

approach that is likely to meet the child where they are begins with a bottom-up somatosensory 

approach to establish self-regulation (Gaskill & Perry, 2014; Steele, 2012). Children exposed to 

trauma may not be the best fit for a brief intervention (Gaskill & Perry, 2014) such as TF-CBT 

that recommends, on average, 12-18 weekly sessions which is 3-4 months (CEBC, n.d.). Further, 

the interventions utilized should be developmentally appropriate to be able to get to the root of 

the trauma (Parker et al., 2021). One modality that is often missed, however, has significant 

research support is play therapy; play offers a secure and consistent relationship with the 

clinician, meets the child where they are, and neurobiological implications are already embedded 

in this modality (Gaskill & Perry, 2014; Landreth, 2012).  
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Play Therapy  

 Play therapy as a therapeutic modality has become more emergent over the years, though 

practitioners utilized play as a therapeutic intervention since Freud (Landreth, 2012; Pehrsson & 

Aguilera, 2007). A group of play therapists established the Association for Play Therapy to 

promote play therapy as efficacious when working with children. Since its inception in 1982, 

researchers continued to conduct trials to determine play therapyôs efficacy as a developmentally 

responsive mental health treatment. Play therapy is now recognized as an evidenced-based 

approach for working with children who present with anxiety, disruptive behaviors, and 

witnessing intimate partner violence (CEBC, n.d.), along with numerous scholarly research on 

the efficacy of play therapy across a range of mental health struggles (Conroy & Perryman, 2022, 

Landreth, 2012; Parker et al., 2021; Ray, 2011; Reyes & Asbrand, 2005; Schottelkorb et al., 

2012). Further, three organizations have rated play therapy, specifically child-centered play 

therapy (CCPT) as promising indicating that the extent research is demonstrating efficacious 

results. Those organizations include: the Title IV-E Prevention Services Clearinghouse, the 

California Clearinghouse of Evidenced-Based Practice (CEBC), and SAMHSAôs National 

Registry of Evidence-Based Programs and Practices (University of North Texas, n.d.).   

The most impactful evidence includes meta-analyses and to date, four have been 

conducted (Bratton et al., 2005; Leblanc & Ritchie, 2001; Lin & Bratton, 2015; & Ray et al., 

2015). Leblanc and Ritchie (2001) conducted a meta-analysis across 42 play therapy outcome 

studies and found a medium to large effect size (0.66) for play therapy. Bratton et al. (2005) 

conducted a meta-analysis based on 93 play therapy outcome studies and found that after the 

play therapy intervention, children, on average, demonstrated improvement in functioning by 

0.80 standard deviations in comparison to children who did not engage in play therapy (Bratton 
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et al., 2005). Lin and Bratton (2015) incorporated 52 controlled studies in CCPT for their meta-

analysis and found a statistically significant effect size of 0.47 for child-centered play therapy. 

Lastly, Ray et al. (2015) conducted a meta-analysis which included 23 studies specifically 

examining the efficacy of child-centered play therapy in schools and found statistically 

significant effect sizes for the outcome constructs including: externalizing problems (d = 0.34), 

internalizing problems (d = 0.21), total problems (d = 0.34), self-efficacy (d = 0.29), academic (d 

= 0.36), and other behaviors (d = 0.38). The four meta-analyses conducted provide strong 

support and evidence regarding the efficacy of play therapy. More recently, Parker et al. (2021) 

conducted a meta-analysis specifically examining disruptive behaviors and the effectiveness of 

child centered play therapy. The results of the study align with the landmark meta-analyses, in 

that,  CCPT has demonstrated a medium effect size for externalizing and overall behavior 

problems when compared to control groups and found a small effect size for a decrease in 

aggressive behaviors in comparison to control groups (Parker et al., 2021).  

History of Play Therapy. Sigmund Freud first introduced play therapy with the case of ñLittle 

Hans,ò a five-year old at the time who struggled with a phobia (Landreth, 2012). Melanie Klein 

and Anna Freud furthered the use of play therapy by formalizing the approach. Both Klein and 

Freud engaged in psychoanalysis when using play therapy, however, their specific approaches 

differed (Freud, 1965; Klein, 1955; Landreth, 2012). During the 1930ôs additional structured 

approaches using play therapy emerged, including release play therapy, developed by David 

Levy, and relationship play therapy, developed by Jesse Taft and Frederick Allen (Landreth, 

2012). Virgina Axline then created child-centered play therapy, modeled from Carl Rogersô 

person-centered therapy (Landreth, 2012). Child-centered play therapy continues to be the most 

utilized and most researched play therapy approach with the most efficacious research support 
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(APT, n.d.; Landreth, 2012). Dr. Garry Landreth served as a founding member of the Association 

for Play Therapy and contributed greatly to the profession through research on the efficacy of 

child-centered play therapy. Landreth (2012) and Drewes and Shaefer (2010) believed that the 

natural communication for children is through play and that play therapy allows for full 

expression of the child by expanding therapeutic intervention beyond verbal content.  

Landreth (2012) stated that, toys are their words and play is their language. Landreth 

(2012) described that, through play, which is symbolic in nature, children can complete self-

expression including what was experienced, reactions, internal and external feelings being 

explored and processed, along with an expression of the perceived self.  Dr. Dee Ray expanded 

Landrethôs work through publishing numerous scholarly research articles, chapters, and books 

specifically examining the efficacy of child-centered play therapy. Further, Ray (2011) identified 

that play is used for: fun, symbolic expression, catharsis, social development, mastery, and a 

release of energy. Through play therapy, healing can occur because of a major component of 

therapy which is the therapeutic relationship. Additionally, autonomy is lost during a traumatic 

event and through play therapy, a child can gain a sense of their autonomy back (Siling et al., 

2021) by exploring and processing their experiences as much or as little each session.  

Within child-centered play therapy, as with person centered theory of counseling, the 

therapeutic relationship between the client and the therapist is both necessary and sufficient for 

growth (Landreth, 2012; Rogers, 1957). Within the counseling relationship, children experience 

therapistsô unconditional positive regard and acceptance, and through that experience can explore 

aspects of themselves previously avoided, and thus work towards growth and healing (Landreth, 

2012). Play therapists therefore, demonstrate unconditional positive regard, empathy, and 

compassion along with a space to explore and process experiences (Landreth, 2012). Researchers 
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continue to contribute to the knowledge base and provide evidence of the efficacy of play 

therapy as a developmentally appropriate and effective intervention when working with children.   

Cultural Considerations in Play Therapy. OôConnor (2005) articulated the necessity 

for play therapists to become culturally competent and through review of extent literature, 

cultural competence has not been applied to play therapy. OôConnor (2005) identified existing 

problems that are faced in play therapy including the idea of play as universal, the 

encouragement of emotion expression that may not be congruent with culturesô way of emotional 

expression, play therapy may be unstructured and lacking specific goals, an expectation for 

voluntarily disclosure of the problems, and a focus on logical problem-solving and omit other 

elements such as spiritual elements. Further, OôConnor (2005) emphasized the conflict that may 

arise for play therapists working with diverse child clients and the foundational understanding of 

play therapy. Years later, Davis and Pereira (2014) continued to articulate the message regarding 

the special attention that is needed working with diverse clients and cultural competence. This 

work was extended in The Handbook of Play Therapy (2nd ed.), specifically Gil and Pfeifer 

(2016) who discussed that while the use of nonverbal language can be utilized cross-culturally, 

the attitudes and skills of play therapy cultural competence is variable. There have been two 

additional notable books that have identified the importance of culture in play therapy which 

include: Dee C. Ray, Yumiko Ogawa and Yi-Ju Cheng (2022) Multicultural Play Therapy: 

Making the Most of Cultural Opportunities with Children and Eliana Gil and Athena A. Drewes 

(2021) Cultural Issues in Play Therapy (2nd edition) along with research articles that have 

highlighted the necessity to ensure play therapy practices are culturally inclusive and play 

therapists are trained to be culturally competent. While the play therapy community has been 

behind regarding cultural competence, more scholarly articles continue to be published along 
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with books on the importance of cultural competence in play therapy. Moreover, The Association 

for Play Therapy (2024) has recently updated requirements for the registered play therapy 

credential that requires six continuing education training hours specific to social and cultural 

diversity. Play therapy has demonstrated a commitment to cultural competence by requiring 

continuing education training hours specific to cultural considerations.  

Play Therapy as a Healing Modality for ACEs  

 Play therapy as a healing modality recognizes how trauma presents in children, the 

importance of safety, security, stability, and consistency, and how trauma impacts the brain. Play 

therapy, because of its developmental nature, is positioned to not rely on verbal content; instead, 

uses nonverbal expression, toys (Landreth, 2012), expressive arts (Malchiodi, 2015), along with 

symbolism to process through internal content (Landreth, 2012). Practitioners who work with 

children assess not only the typical developmental milestones based on the childôs chronological 

age but also consider their functional age and to create change, the specific brain region must be 

targeted based on that functional age (Gaskill & Perry, 2014; Goodyear-Brown, 2019). Play 

provides access to internal struggles and feelings without relying on verbal content because it is 

possible the child does not have full access to their cognitive skills (Landreth, 2012). The use of 

play can assist children in exploring and processing their thoughts and feelings, make sense of 

relationships, communicate their needs, and practice coping strategies (Landreth, 2012).  

Eliana Gil has been a major contributor to demonstrating the positive impact that play 

therapy has on children exposed to trauma. Returning to the therapeutic rapport as a critical 

component, Gil (1991) clearly articulated the importance of a safe and stable adult relationship 

for children who have experienced trauma, where trust is established and benefits will come 

from that relationship for the child. Children with exposure to trauma may have learned that the 



36 

world is not safe which may lead to their brain structures and systems scanning for constant 

threats, therefore, the very demeanor of the therapist is a critical one (Gil, 1991). Further, Ogawa 

(2004) described how children who have been exposed to trauma likely no longer have that sense 

of security, therefore, this is why creating that sense of security through the therapeutic rapport is 

invaluable. Gil (1991) also highlighted play therapy to be nonintrusive which speaks volumes 

regarding meeting children where they are and providing them the space to explore, express, and 

process. Using toys and expressive mediums, children with exposure to trauma can engage in 

symbolic work along with self-expression (Gil, 1991; Malchiodi 2015). Play therapy gives space 

for children to act out their experiences through play and expressive mediums and what they 

need to feel better to release unconscious or suppressed feelings and thoughts (Gil, 1991). 

Through posttraumatic play, healing can occur due to engagement in repetition and then 

eventually, either naturally or through direct interventions, the child uses the play to make 

meaning and create new narratives towards post-traumatic growth (Gil, 1991). Pliske et al. 

(2021) further supported the use of play therapy as a healing modality for children exposed to 

trauma by specifically studying the impacts of the therapeutic powers of play; the authors found 

that through self-expression, engagement in problem solving through play, and working towards 

mastery, the participants experienced posttraumatic growth. Pliske et al.ôs (2021) research 

demonstrated that the use of play and expressive means can be an effective intervention for 

healing trauma.  

Ray et al. (2021) specifically explored the effectiveness of child-centered play therapy 

(CCPT) to combat adverse childhood experiences. The authors identified the benefits of CCPT 

as a good match for children with exposure to ACEs because of the skills that are learned 

through CCPT (Ray et al., 2021). Over three years, Ray et al. (2021) conducted a randomized 
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control study examining the impacts of CCPT on social and emotional strengths along with 

behaviors of children exposed to ACEs. Ray et al. (2021) found that a ñnurturing relationshipò is 

essential to assist the child to gain the coping skills needed after exposure to ACEs (p. 137). 

Further, they found that children with exposure to ACEs demonstrated statistically significant 

improvements in: empathy building, self-regulation and responsibility, and social competence 

(Ray et al., 2021).  

Parker et al. (2021) used a systematic literature review to further support the increasing 

evidence of CCPT to combat traumatic experiences for children. Through the extensive 

systematic literature review with 32 studies included and a total of 1,207 participants across the 

studies, the results provided a thorough understanding of the impact CCPT on ACEs (Parker et 

al., 2021). The authors found that 60% of the studies demonstrated statistical significance for 

decreasing externalizing behaviors, 36% of the studies demonstrated statistical significance for 

decreasing internalizing behaviors, and 64% of the studies included demonstrated a decrease in 

total behaviors (Parker et al., 2021). This demonstrates that the numerous studies that have 

looked at CCPT specifically to combat ACEs, all the studies improved overall well-being.  

The most recent meta-analysis conducted examined the effectiveness of CCPT across 25 

years of published scholarly literature and its impact on mitigating ACEs (Parker et al. n.d.). The 

meta-analysis included 27 between group studies published between 1997 and 2021 and over 

2,736 children who experienced an ACE participated across the studies (Parker et al., n.d.). The 

authors examined the effectiveness of CCPT across the original ACEs (Felitti et al., 1998) and 

the extended ACEs (Cronholm et al., 2015) and found a statistically significant impact for the 

children who received a child-centered play intervention in comparison to the children who 

received an alternative intervention or no treatment (Parker et al., n.d.). While play therapy has 
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been recognized as an evidence-based practice, has significant research backing, is 

developmentally appropriate, incorporates neurobiological and developmental aspects, and 

inherently is a bottom-up approach, it is not often discussed in the same regard as EMDR or TF-

CBT or often taught in masterôs programs.  

Neurobiology and Play Therapy 

Numerous researchers have examined the use of play therapy as a neurobiologically 

informed intervention for children and have found supporting evidence for the use of play 

therapy especially for those exposed to trauma. By engaging in emotional connection and play, 

mental health providers can assist the child in feeling safe and working towards self-regulation, 

allowing them to then engage in higher order brain functions of cognition and rationalization 

(Gaskill & Perry, 2014; van der Kolk, 2014). Through establishing safety and self-regulation, this 

can then lead to engagement in processing trauma through developmentally appropriate 

modalities through somatosensory routes (Spiel et al., 2019) that may include patterned and 

repetitive engagement and then can lead to trauma integration, making meaning, and creation of 

new narratives leading to post traumatic growth (Gaskill & Perry, 2014). The neurobiological 

advancement in understanding how trauma impacts the brain and its functioning positions the 

use of a bottom-up approach when treating trauma due to higher order functions likely being 

inaccessible and trauma being stored on a somatic level thus requiring an approach that can 

access the somatic level of trauma (Gaskill & Perry, 2014; Perry, 2006).  

It is crucial that mental health practitioners consider development in the trauma healing 

process because it is likely that when children are in a dysregulated state, there will likely be a 

lack of ability to engage using words or having the ability to reason, therefore, the work that is to 

be done is through ñprimal languageò which includes ñgentle tones of voice, comforting 
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repetitive sensory experience and soothing repetitive and patterned movements by the client with 

safe adultsò (Spiel et al., 2019, p. 186-187). Due to trauma being stored in the lower brain 

regions, specifically within the brainstem, trauma treatment must first regulate the brainstem 

(Pliske et al., 2021) which is why higher oriented models that target higher brain regions like 

cognitive-behavioral interventions or insight-oriented interventions are likely to be ineffective 

(Perry, 2006) because of the hierarchical nature of the brain. Moreover, the lower brain regions 

must be met with intervention before moving up to the higher order brain functions. Once the 

brainstem is regulated, van der Kolk (2014) stated that a repair and rewire process can occur at 

the limbic level and then interventions that target the cortex can be implemented with more 

effectiveness. Further, bottom-up approaches consistently demonstrate more efficacy when 

treating trauma. Through bottom-up approaches that are already embedded in play therapy such 

as music and dance (Gaskill & Perry, 2014), play, toys, props, art materials (Landreth, 2012; 

Malchiodi, 2015) within a safe and stable relationship with the play therapist, children exposed 

to ACEs can begin to heal at their own pace.  

Crisis in Counselor Education Curriculum 

Despite the pervasiveness and prevalence of trauma exposure and the deleterious effects 

on childrenôs development and mental health along with the continued research supporting play 

therapy, training programs often neglect to provide training specific to childhood trauma and 

effective interventions (Cook et al., 2019, Layne et al., 2011, Moh & Sperandio, 2022; Van der 

Kolk, 2014; Wachter Morris & Barrio Minton, 2012). Further, trauma and crisis work continue to 

increase in prevalence in the field (Barrio Minton & Pease-Carter, 2011) especially due to the 

impact of the COVID-19 pandemic (Moh & Sperandio, 2022). In the extent literature and within 

the latest version of The Council for Accreditation of Counseling and Related Programs 
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(CACREP) (2015) standards, oftentimes crisis, trauma, and disaster are grouped together. While 

there can be similar experiences and symptoms, this grouping can also create more challenges in 

counselor education (Land, 2018). When grouped together, it may miss the nuances as the types 

of traumatic experiences (Chatters & Liu, 2020) that could occur or the specific interventions 

that have been found to be more effective after a crisis or a disaster such as Psychological First 

Aid (Land, 2018). Not only does this grouping impact how much content is taught in counselor 

education, Wachter Morris and Barrio Minton (2012) found that there is also a lack of uniform 

and agreed upon training for counselors even within the grouping of crisis, trauma, and disaster.  

Cook et al. (2019) emphasized that counselors should be able to meet a minimum 

requirement of ñbasic competencyò in trauma, however, this basic competency is not being met 

according to numerous research studies (p. 410). In recognition of this gap in knowledge and 

training, CACREP, which is the accrediting body providing the highest standard of counselor 

education, includes verbiage on trauma competencies, however, does not necessitate requiring 

trauma courses in counseling curriculum nor does it require specific competencies for specialty 

areas such as working with children exposed to trauma (CACREP, 2015). Within the CACREP 

(2015) standards, ñcrisis, trauma, and disaster,ò can be found across the disciplines which 

include: Clinical Mental Health Counseling, Marriage, Couple, and Family Counseling, Clinical 

Rehabilitation Counseling, and School Counseling. The eight standards that discuss trauma 

include: (Section 2, Standard g) knowledge on the effects and impacts of trauma across the 

lifespan for diverse populations, (Section 2, Standard m) know crisis interventions and trauma-

informed approaches such as Psychological First Aid, (Section 2, Standard d) identifying abuse 

and trauma for mandated reporting purposes, (Section 5, Standard f) impact on individuals with a 

mental health diagnosis, (Section 5, Standard h) impact on individuals with disabilities, (Section 



41 

5, Standard, b) roles of college counselors regarding emergency management plans due to a 

crisis, disaster, or trauma, (Section 5, Standard g) impact on marriages, couples, and families, 

and (Section 5, Standard e) school counselor role and responsibilities when a school emergency 

occurs due to a crisis, disaster, or trauma.  

While ñcrisis, trauma, and disastersò verbiage can be found in the CACREP (2015) 

standards, there is no clear expectation regarding what constitutes trauma competency, no 

guidelines on how to teach trauma content, no guidelines on how in-depth counselor educators 

should teach on each of these aspects and even more concerning is the lack of conceptualization 

surrounding trauma competency development when working with children exposed to trauma, 

specifically, what are the best practices that are both developmentally appropriate and culturally 

informed in treating trauma in children? The minimal guidance to support counseling programs 

in training trauma impacts graduates and future cliniciansô ability to work with this specific and 

growing population.  

Additionally, when examining the CACREP (2015) 2016 standards, the term 

ñinterventionsò are found throughout the sections. Under Section 2, standard h, counselors are 

expected to know frameworks for interventions and under Section 5, standard b, counselors 

should know techniques and interventions for treatment and prevention across a range of mental 

health struggles (CACREP, 2015). The issue, however, is play therapy is not always taught in 

universities, even though it is a developmentally appropriate modality. Min Shin and Na (2021) 

found that of the 64 CACREP accredited school counseling programs, only 3% require a play 

therapy course and only 9% offer an elective in play therapy. This study is relevant to the 

CACREP (2015) 2016 standards due to CACREP-accredited programs not training school 

counselors through effective and developmentally appropriate modalities such as play therapy. 
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Further, this indicates a likelihood that counseling students will obtain continuing education 

training outside of their university to gain confidence and competence working with children. 

Even school counselors who are uniquely positioned to work with children, their programs are 

still not training them do to developmentally appropriate and effective treatment for children.  

Moreover, the review of the literature has found significant concerns in trauma 

competency development even programs that are CACREP-accredited. Barrio Minton and 

Pease-Carter (2011) found that among twelve faculty who could teach crisis counseling courses 

at their respective CACREP-accredited programs, less than one half of the programs provided a 

crisis intervention course and from those programs that offered the crisis intervention course, it 

was not a requirement for graduation; rather, an elective course. VanAusdale and Swank (2020) 

emphasized the challenge with the lack of guidance from the CACREP standards with the 

heightened need for counselors to be better trained in trauma competency development.   

Counselor educators also discussed hesitancies surrounding teaching trauma-based 

curriculum because they themselves did not feel adequately trained in crisis and trauma 

counseling work (Van Asselt et al., 2016). Not only do some counselor educators feel 

uncomfortable teaching trauma courses, Layne et al. (2011) found it challenging to not only 

incorporate a specific trauma course within an already extensive course curriculum but also 

found it challenging to infuse trauma training into already established courses. When examining 

the inclusion of trauma training, program coordinators and counselor educators cited a lack of 

time and resources (Layne et al., 2011), inability to create a new course or courses (Chatters & 

Liu, 2020), a lack of support from administration, and a lack of funds as rational for the 

exclusion of trauma courses in their programs (Cook et al., 2019).  
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Researchers have examined the lack of trauma training from counselorsô perspectives and 

found an additional gap. Counselors are not required to take a trauma course to graduate from 

their masterôs programs. Wachter Morris and Barrio Minton (2012) conducted a review of 

literature and found that 20.73% of participants completed a crisis intervention course during 

their masterôs program and 67.36% of participants stated that no crisis courses were offered in 

their master-level curriculum. One third of participants who graduated from a counseling 

program reported no training in crisis or trauma (Wachter Morris & Barrio Minton, 2012). In 

addition to not being required to take a trauma course to graduate, Layne et al. (2011) found that 

half of their counseling participants indicated working with clients with exposure to trauma and 

among them, less than 30% of the participants reported receiving training in evidence-based 

trauma modalities and practices. Moh and Sperandio (2022) described the importance of trauma 

education in counselor education and Wachter Morris and Barrio Minton (2012) further 

emphasized counseling education programs must consider devoting more attention to trauma 

competency development to be able to meet the needs of clients exposed to trauma. Some of the 

specific concerns that have been described by Saunders and Adams (2014) described an 

importance of counselors being knowledgeable in the epidemiology of trauma, Lu et al. (2017) 

highlighted an increased need in competency in evidence-based interventions and modalities 

while Saunders and Adams (2014) supported the ability to assess and diagnose properly and 

specific attention should include using developmentally appropriate interventions (Landreth, 

2012; Parker et al., 2021; Ray, 2011).  When examining the lack of trauma training, qualitative 

studies are in consensus with quantitative studies, in that, Wells (2022) found that trauma was 

briefly mentioned, however, no specific content was taught and the consensus from Lu et al. 

(2017) underscored that counselor educators should consider and re-assess how to meet the 
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needs of their students in trauma training development. Additionally, Wells (2022) found three 

themes that emerged from their study which were: inconsistent training, programmatic 

recommendations, and identity influences on practices and vision. Additionally, Wells (2022) 

highlighted that while some of the specific training on adverse childhood experiences is critical, 

more training is necessary to create trauma sensitive emerging counselors. 

What is evident is that, within the scholarly works highlighting the gap in trauma 

competency trainings in counseling programs, there is a dearth of research that looks specifically 

at childhood trauma and the infusion of this specific content into counselor curriculum. Kitzrow 

(2002) found that across 136 CACREP-accredited counseling programs, only 9% of the 

programs provided a required course on sexual abuse and 22% offered an elective course on 

sexual abuse. However, VanAusdale and Swank (2020) found that there is a likelihood that some 

programs infuse crisis, trauma, and disaster content into courses such as: theories, assessment, 

development across the lifespan, family counseling, and group supervision. Chatters and Liu 

(2020) described strategies that counselor educators could infuse in their curriculum. Chatters 

and Liu (2020) stated that the Adverse Childhood Experiences study (Felitti et al., 1998) could 

be incorporated into the Diagnosis counseling course. Child and Adolescent Development 

courses could also infuse specific knowledge on the impacts of trauma for children (Chatters & 

Liu, 2020) and could incorporate neurobiological development and the adverse implications that 

children may experience which could impact future development (Gaskill & Perry, 2014). While 

Chatters and Liu (2020) highlighted specific suggestions, it is unclear how many programs infuse 

trauma content into courses and how effective that infusion is and less is known about the 

specific focus of childhood trauma content being infused into the already established curriculum.  
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What continues to be missed in the literature specifically around infusing trauma content 

into courses is the unique connection between childhood trauma and play therapy courses. Many 

researchers have provided efficacious support for play therapy in treating childhood trauma, 

however, many universities still do not offer a play therapy course. CACREP (2021) found that 

through the Vital Statistics Survey completed before July 2021, 427 institutions offer a total of 

948 CACREP-accredited counseling programs and according to APT (n.d.), only 160 universities 

offer a play therapy course. It is important to note that it is unclear if the play therapy courses 

that are offered include content on trauma or are required or elective courses. Additionally, there 

are only 31 approved centers that provide play therapy coursework, supervision, and 

opportunities for research and publications on play therapy (APT, n.d.) which indicates little 

opportunities for formal and expansive training in play therapy to meet the need of children, 

specifically, those with exposure to trauma.  

Trauma is ubiquitous and rates of childhood trauma continue to rise. While trauma is 

prevalent, counseling education appears to miss the mark in preparing future professionals (Moh 

& Sperandio, 2022) and even though there are strategies to infuse trauma content in current 

curriculum (Chatters & Liu, 2020), play therapy is often missed as a course that could uniquely 

align with not only teaching a developmentally appropriate and trauma-informed modality but 

also could specifically focus on the impacts of trauma on children and their development. If 

counselors are not receiving proper training, there is an increased risk for ethical concerns such 

as working outside oneôs scope of competence (American Counseling Association, 2021) and 

there is an increased risk for new counselors to develop burnout, compassion fatigue, and/or 

vicarious trauma (Cook et al., 2019; Lu et al., 2017).  
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Ethical Considerations  

 The American Counseling Association (ACA) set a specific standard related to 

competency. Per ACA (2014) code of ethics, under C.2.a, counselors are not to practice outside 

of their bounds of competence. Similarly, the American School Counselor Association (2022) 

stipulates that school counselors must not only practice within their competence but must also 

receive training and supervision to build their competence. What can be a challenge is 

competence is not static, therefore, a level of competence is dependent on each individual 

person, their perceived abilities and knowledge, their training, and if possible, having a 

supervisor or colleagues to help explore where that boundary lies (Wade & Natwick, 2018). The 

ACA (2014) and ASCA (2022) code of ethics recognized the need for continuing education due 

to the ever-evolving changes and importance of counselors staying up-to-date with evidence-

based practices (Wachter Morris & Barrio Minton, 2012); however, oftentimes, new counselors 

only have a limited understanding of trauma and treatment (Land, 2018) from their counseling 

courses and less likely to have a deep understanding of childhood trauma and effective 

developmentally appropriate treatment modalities. Wade and Natwick (2018) described that 

competency should start during the master-level course curriculum and continued throughout 

oneôs career. Wachter Morris and Barrio Minton (2012)ôs work highlighted that only 20.73% of 

participants reported taking a crisis intervention course and more concerning is most participants 

indicated experiencing crisis situations regularly in their practice. More than half of the 

participants reported minimal to no training to do crisis work but were responding to crisis 

situations in practice (Wachter Morris & Barrio Minton, 2012). While it is unknown if there were 

ethical violations or client welfare was in jeopardy, what this study demonstrates is new 

professionals are not trained to meet their client needs. Layne et al. (2011) sought to understand 
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graduate students and their competency gaps and found that participants described ethics as an 

important aspect to ensuring effective practice working with clients, however, only 30% of the 

participants indicated receiving training in evidence-based trauma modalities.  Further, Barrio 

Minton and Pease-Carter (2011) sought to examine 52 program coordinators or designated 

faculty from CACREP-accredited masterôs degree programs and found that one-quarter of the 

CACREP-accredited programs discussed crisis only when students enrolled and actively engaged 

in their internship sites (Barrio Minton & Pease-Carter, 2011). Most participants stated that, 

ñtheir programs dedicated relatively little clock time to crisis preparationò (Barrio Minton & 

Pease-Carter, 2011, p. 14). More specifically, almost one-third of participants indicated that their 

programs provided 0-5 clock hours in preparation for crisis over the course of their entire 

program and another almost one-third stated that they received 6-10 clock hours in preparation 

for crisis over the course of their entire program (Barrio Minton & Pease-Carter, 2011). There is 

an incongruence with the expectations of ACA ethical standards, the CACREP required course 

and the inadequate training on trauma.  

The Association for Play Therapy (APT; 2023) developed the Play Therapy Best 

Practices: Clinical, Professional, and Ethical Issues. Therefore, counselors who are working 

towards their registered play therapy credential must not only uphold their mental health fieldôs 

ethical codes, they must also abide by the best practices of APT. Section D identifies specific 

expectations surrounding professional responsibilities which includes professional competencies 

among others (APT, 2023). Counselors working towards their registered play therapy credential 

are expected to engage in continual education and to confidently and competently be able to do 

the work reported (APT, 2023). Regarding new areas of specialty, which could be, sexual abuse 

for example, APT (2023) indicated play therapists can only start to engage in this specialty work 
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after ñappropriate education, training, and supervised experienceò (p. 15). Therefore, teaching 

new counselors within their counseling curriculum on childhood trauma along with courses on 

play therapy could create more confident and competent counselors after receiving appropriate 

training to work effectively with children.  

A main component of the preamble and values of the ACA (2014) code of ethics includes 

nonmaleficence which is to do no harm (ACA, 2014). If emerging counselors are not prepared to 

work with trauma survivors, the likelihood of ethical violations along with potential for vicarious 

trauma could occur. It is likely that due to the gaps in counseling education, counselors may have 

to extend themselves to meet the demands of the presenting issues clients bring to counseling 

which means extending beyond their comfort levels (Barrio Minton & Pease-Carter, 2011). 

There is a call to action upon professional counseling organizations and training programs to 

identify gaps in crisis and trauma curricula to ensure that quality, ethical, and effective trauma 

treatments, and modalities are occurring to meet the needs of clients served.   

Conceptual Framework for Qualitative Analysis  

Competence  

 The American Psychological Association developed competencies that include 

ñknowledge, skills, and attitudesò specific to trauma competency development (Cook et al., 

2019, p. 409). While these trauma competencies were developed for psychologists in training 

back in 2013 due to the high prevalence of trauma in the United States, these competencies can 

be applied across disciplines (Cook et al., 2019). The trauma competencies were developed by 60 

experts in the field of trauma with a goal of establishing a framework to assess competence when 

working with trauma survivors across the lifespan, including children Cook et al., 2019). The 

five core trauma competencies that were decided on from the experts include: ñscientific 
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knowledge about trauma, psychosocial trauma-focused assessment, trauma-focused psychosocial 

intervention, trauma-informed professionalism, and trauma-informed relational and systems.ò 

(Cook et al., 2019, p. 412).  

 To understand these core competencies further, each competency is operationalized and 

considered when analyzing the data:  

Scientific knowledge about trauma: ability to recognize, respect, and critically evaluate 

up-to-date foundational scientific trauma-specific knowledge and apply it appropriately 

and ethically to clinical situations. Psychosocial trauma-focused assessment: apply up-to-

date assessment measures developed, normed, validated, and determined to be 

psychometrically suitable for use with trauma survivor given any potential unique 

trauma-specific client presentations. Trauma-focused psychosocial intervention: 

knowledge about the extant science on research-supported trauma interventions including 

specific evidence about pharmacological treatment and mechanisms of change. Trauma-

informed professionalism: values, skills, and attitudes to work ethically on behalf of 

trauma survivors both within traditional therapeutic situations and within organizations 

and symptoms. Trauma-informed relational and systems: the ability to interact with 

trauma-exposed individuals effectively and conscientiously, groups, and/or communities 

(Cook et al., 2019, p. 412).  

Perceived Self-Efficacy  

Bandura (1977) developed self-efficacy theory and  describing efficacy expectation as 

ñthe conviction that one can successfully execute the behavior required to produce the outcomesò 

(p. 193). Bandura (1977) stated that a perception of self-efficacy can play a role on the influence 

on the activity/experience. Moreover, when an individual experiences high self-efficacy, they are 
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less likely to avoid certain situations that they believe they can manage (Bandura, 1977). There 

are four tenets of Banduraôs self-efficacy that include: mastery experience, vicarious experience, 

verbal persuasion, and physiological and affective states (Bandura, 1977). The idea of mastery 

experience is denoted by individuals who reflect on past successful experiences are likely to 

experience more confidence (Bandura, 1977). Vicarious experience extends beyond oneôs own 

experience but witnessing othersô success which will then strengthen oneôs own belief in their 

abilities (Bandura, 1977). Verbal persuasion is an important process to increase self-efficacy and 

occurs when there is self-doubt and if the persuasion comes from someone who is deemed as 

credible, self-efficacy can be positively influenced (Bandura, 1977). Lastly, physiological and 

affective states can influence self-efficacy if feeling of arousal or stress negatively impact how 

an individual feels regarding their ability to complete the task (Bandura, 1977).  Banduraôs self-

efficacy theory is a guiding framework that has been utilized to understand counselorsô self-

efficacy experiences in additional research (Wachter Morris & Barrio Minton, 2012; Greene et 

al., 2016 & Sawyer et al., 2013).   

A counselorôs self-efficacy, someone believing in themselves (Bandura, 1977), can have 

positive implications for counselors who work with traumatized children. Wachter Morris and 

Barrio Minton (2012) demonstrated the influence of self-efficacy in their study and found that 

master level students who took a crisis course demonstrated higher self-efficacy in comparison to 

their counterparts who did not take a crisis course. If oneôs perceived self-efficacy is strong, the 

more actively engaged the individual will be in that specific situation (Bandura, 1977), which 

was emphasized in Greene et al.ôs (2016) study that assessed the impact of a practicum course 

that infused crisis, trauma, and disaster and found that new counselors showed a lack of self-

efficacy when providing trauma-informed treatment to children, however, at mid semester and 
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post semester, self-efficacy increased. Thus, as knowledge increases in trauma-informed 

treatment, new counselors felt more confident and competent to engage in the work (Greene et 

al., 2016). Another self-efficacy study found that prior to starting the crisis course, participants 

were asked, ñhow do you feel about your capabilities to successfully support a client in crisis?ò 

and 38.9% reported that they did not possess the knowledge or skills needed to be effective 

(Sawyer et al., 2013). At the end of the course, 100.0% of the participants indicated feeling 

confident to be able to successfully support a client in crisis; further the results of this study 

demonstrated how feeling prepared is connected to having a higher self-efficacy (Sawyer et al., 

2013).  

The purpose of this study is to understand trauma and play therapy competency 

development for new provisionally licensed counselors who work with children exposure to 

trauma in play therapy which has been established as a trauma-informed and developmentally 

appropriate approach. The present study addresses multiple gaps in the research. Further, a 

consensus within the extent literature posits that counselors do not feel adequately trained to treat 

trauma and it is important to note that the scholarly literature addressing counselor curriculum 

occurred prior to the updated CACREP standards which changed in 2016. Additionally, 

CACREP standards will be updated again in 2023. What this has demonstrated is a lack of focus 

on trauma training even with supporting scholarly literature. This research study will examine 

counselor curriculum based on the CACREP (2015) 2016 standards for new counselors who 

have recently graduated from their clinical mental health counseling programs to understand 

their experiences in trauma training; in addition to understanding what has been helpful and less 

helpful in their trauma competency development. This study also centers on trauma training 

specific to children. While there are a few studies and dissertations that have looked at this 
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special population, historically, trauma training has been defined more broadly. Lastly, this study 

specifically focuses on new counselors who are actively utilizing play therapy which aligns with 

trauma informed care and developmentally appropriate modalities to treat children and trauma.  

Chapter Summary 

 Chapter 2 has documented the body of literature that highlights the increasing rates of 

childrenôs mental health, the prevalence of children exposed to trauma along with a shift into 

trauma-informed care. Within trauma-informed care includes an exploration of evidence-based 

practices, specifically, play therapy, which is a developmentally appropriate and trauma-informed 

modality to treat children exposed to trauma. The literature on play therapy has continued to 

expand and demonstrates efficacy to treat trauma in children. While the field recognizes the 

importance of trauma-informed care, counseling programs appear to struggle to meet the needs 

of new counselors. There remains a clear gap in trauma competency development in counseling 

masterôs programs. Further, the lack of trauma training in counselor education has left many 

clinicians feeling ill-prepared to work with trauma survivors effectively; additionally, little 

research focuses on the nuances of working with child trauma survivors. Even counseling 

programs that are CACREP-accredited which is the highest standard of education, it is unlikely 

that students will leave their masterôs program feeling confident and competent to work with 

children exposed to trauma. Another layer that deserves considerable attention is the ACA (2014) 

code of ethics regarding non maleficence and section C which highlights that counselors should 

not work outside their scope of competence and if so, this can be considered an ethical violation. 

For counselors who are working towards their registered play therapy credential, the best 

practices also identify expectations of counselors such as professional competencies and 

engagement in training and continuing education (Ray & McCollough, 2015/2016). Thus, my 
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dissertation seeks to fill the gaps in the literature in order to inform counselor education through 

identifying the gaps in trauma competencies and to create space to assess how programs can 

better meet the needs of their students which will in turn better support their clients; children 

exposed to trauma.  
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Chapter 3: Methodology  

Overview 

 In Chapter 3, the researcher explored the rationale for a qualitative study to further 

understand the experiences of new counselors working with traumatized children in play therapy. 

Additionally, this chapter will describe the data collection and analysis procedures that will be 

utilized.  This study provided an enhanced understanding regarding the level of preparation 

emerging counselors receive when working with a specific population in play therapy: children 

exposed to trauma. Further, this study aims to (1) better understand new provisionally licensed 

counselorsô experiences, opinions, and perspectives on their trauma and play therapy competency 

and perceived self-efficacy when working with children exposed to trauma in play therapy, (2) 

understand what new provisionally licensed new counselors found beneficial in their preparation 

and training and aspects that were less helpful, (3) to better understand the needs of emerging 

counselors to do effective and ethical mental health treatment, and (4) to contribute to the body 

of empirical literature to inform counselor education and curriculum to better meet the needs of 

new provisionally licensed counselors working with children exposed to trauma in play therapy. 

 Currently, there is a lack of qualitative research examining new provisionally licensed 

counselorôs trauma and play therapy competency development when working with children 

exposed to trauma in play therapy. While research studies are sparse with a qualitative 

methodology, there are quantitative researchers, who have examined the lack of trauma training 

in counselor development along with quantitative research that has examined the use of play 

therapy to treat trauma. This study will be the first study that utilizes a qualitative method and an 

innovative creative method and connects new provisionally licensed counselorsô experiences 

who work with children exposed to trauma in play therapy and their trauma and play therapy 
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training competency development; further, this study aims to comprehensively merge each of 

these aspects together. A qualitative study inherently emphasizes the participantôs voice 

(Maxwell, 2013) and their contextually situated experiences (Birks et al., 2008). There are four 

elements that are specific to qualitative research defined by Crotty (1998) which includes: (a) 

epistemology, (b) theoretical framework, (c) methodology, and (d) methods and specific 

procedures utilized for data analysis. Further, a generic qualitative study will be utilized based on 

a few important factors: (1) aligns with the social constructivism epistemological approach of 

this study, (2) semi-structured interviews will be a major data collection method, and (3) aligns 

with my research questions (Percy et al., 2015). Moreover, a basic qualitative design will focus 

on the participantôs opinions, attitudes, and reflections of their experiences (Percy et al., 2015). 

The following chapter outlines the methodology and methods used in this study. This will 

include my researcher questions, researcher positionality statement, recruitment and sampling 

practices, overview of participants, data collection and analysis procedures, and indicators of 

research rigor.  

Researcher Positionality 

 Researcher reflexivity is defined as a self-reflective process (Hammersley & Atkinson, 

2007) and includes intentionality to turn the lens back onto the researcher (Berger, 2015) to 

examine oneôs thoughts about the research study, feelings that might emerge, what might be 

expected to be found in the data analysis process, along with reactions that may emerge (Hays & 

Singh, 2012). In the spirit of reflexivity, my positionality influenced this research study to some 

extent. As a newly licensed professional counselor and a registered play therapist who works 

with child trauma survivors, I have a close connection to this research topic with my own 

experiences, opinions, and perspectives. As I reflected on my masterôs level training, I was able 
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to enroll in the Child and Adolescent specialization and on that track, I was able to take specific 

courses on this specialization. During my masterôs program, I was able to gain foundational 

knowledge working with children including play therapy.  

Additionally, I took a trauma course, however, the trauma course was a broad content 

course that did not highlight how trauma impacts children. That same trauma course was offered 

the last semester of the program after I had already been working with children exposed to 

trauma. At the time of my masterôs program, in the courses, I did not make the connections 

between how play therapy could support child trauma survivors. I did not make this connection 

until I was immersed into an internship site where most of the clients at the practice were child 

trauma survivors and my supervisor and colleagues were using play therapy to support the needs 

of the children. It was my internship site that made a significant impact on my understanding of 

trauma and play therapy.  

 During my internship experience, my former supervisor is a licensed clinical social 

worker and a registered play therapist supervisor. One of my former colleagues who I worked 

closely with is a licensed marriage and family therapist and a registered play therapist. During 

my time at the internship, I questioned my competence at times and that impacted my 

confidence, however, my former supervisor and former colleague were not only supportive but 

allowed me to watch them in sessions with their clients and processed afterwards. They allowed 

space for questions, drop-ins, in-between sessions, and were always willing to debrief after 

sessions.  

 Throughout my competency development in both play therapy and trauma, I enrolled in 

the student membership in the Association for Play Therapy during my internship experience and 

sought out play therapy trainings that focused on trauma as often as I could. As I continued to 
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learn and build my competence, I would apply my new knowledge with the work I was engaged 

in with clients. I continued to pursue continuing education, supervision, and consultation 

throughout my licensure and credentialing and still engage in consultation with peers. While I 

have undergone extensive trainings, there are still moments of self-doubt and a decrease in my 

confidence. As someone who is a part of the counseling community, play therapy community, 

and work with child trauma survivors, there is likely unintentional influences that have impacted 

this study.  

Recognizing my positionality, Carl Rogersô core conditions can be applied to researcher 

reflexivity (Hays & Singh, 2012). Those core conditions include authenticity, unconditional 

positive regard, and empathy and these core conditions can provide a guideline throughout the 

research process (Hays & Singh, 2012). Throughout the interview process, I used a curiosity 

standpoint and my counselor lens to meet the participants right where they were using the core 

conditions of Carl Rogers to decrease my own experiences from seeping into the interviews. As I 

analyzed data, I was intentional about reflecting before and after what I thought I might find in 

the data to check my own experiences and to demonstrate authenticity (Hays & Singh, 2012) as I 

analyzed the data and developed codes and themes. The researcher positionality statement one 

method I utilized to promote trustworthiness in my study. I also used memo writing, reflexive 

journaling, member checking, and utilization of my dissertation committee and expert panel.  

Research Questions  

1. How do new provisionally licensed counselors who work with children who experienced 

trauma in play therapy describe their experiences with trauma-informed development and 

two sub-questions: 
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a. What training and preparation have new provisionally licensed counselors 

undergone towards trauma-informed development working with children who 

have experienced trauma in play therapy? 

b. How do new provisionally licensed counselors describe their counselor 

competence and perceived self-efficacy when working with children who have 

experienced trauma? 

Epistemological Assumption 

 Epistemological assumptions believe that knowledge becomes known based on each 

unique participantsô experiences, opinions, and perspectives (Creswell, 2013). Additionally, 

Creswell (2013) added that from this assumption, researchers should conduct the study, ñin the 

fieldéthese are important contexts for understanding what the participants are sayingò (p. 20). 

Due to the recruitment decisions to recruit across the United States, I did not conduct the study in 

the field, however, I immersed an aspect of the field into the data method: the visual reflective 

creations and journals. Creswell (2013) also identified the importance of really getting to know 

the participants and I believe I was able to do that through the use of an initial interview, three 

visual reflective journals, and a closing interview. Considering my positionality in addition to 

getting to know the participants, I have a unique positionality to this topic and the participants as 

I belong to the community and I was able to become ñan insiderò to the unique experiences of 

new provisionally licensed counselors. 

  The interpretive framework of this study was grounded in social constructivism 

(Creswell, 2013; Lee, 2012) which stems from Vygotskyôs sociocultural theory of learning (Kim, 

2014). Hays and Singh (2012) described social constructivism as knowledge that is understood 

through cultural, historical, and political aspects. Creswell (2013) articulated that the goal of the 
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researcher is to understand ñthe complexity of viewsò and the importance of centering the voices 

and experiences of the participants as much as possible (p. 25). This study aligns well with the 

epistemological assumption and the social constructivism framework and will be utilized to 

shape the research study.  

Basic Interpretative Design 

A basic interpretative qualitative design was utilized to collect and analyze data for this 

study. The basic interpretative qualitative study is useful to understand the opinions, experiences, 

and reflections of participants (Percy et al., 2015). A basic interpretive qualitative design is 

unique to other methodologies such as phenomenology, ethnography, narrative, grounded theory, 

and case studies because it does not adhere to a specific methodology (Kahlke, 2004) and may 

combine methodologies (Caelli et al., 2003) but does adapt the qualitative procedures to meet the 

needs of the research study. Further, this study did not align with traditional approaches such as 

ethnography, grounded theory, or phenomenology, which makes a generic design unique because 

it molds around the research study (Percy et al., 2015). Using a basic interpretive design allows 

the researcher to utilize creativity or flexibility (Lim, 2011) and to not have to force a specific 

methodology to fit with the research questions being studied. Additionally, researcher as an 

instrument is well understood in qualitative research (Merriam, 2002) and Percy et al. (2015) 

expressed that when a researcher has a pre-understanding of the topic and the goal is to expand 

that understanding, a basic interpretive design is most appropriate. This basic interpretive 

qualitative study allows participants to share their viewpoints and perspectives about trauma and 

play therapy competency development when working with children exposed to trauma in play 

therapy. Further, specific to data collection, oftentimes, semi-or fully-structured interviews are 

utilized and data analysis is typically examined through thematic analysis (Percy et al., 2015). 
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This study included the use of semi-structured interviews as one form of data collection and used 

both a thematic analysis (Percy et al., 2015) and a thematic network (Attride-Stirling, 2001) as a 

supplemental tool in understanding the data.  

Procedures 

Sampling and Participants 

 For this study, I used purposive and snowball sampling. Maxwell (2013) stated that 

purposeful sampling is often utilized in qualitative research and through purposeful sampling, 

participants are chosen in a deliberate manner based on the researcherôs research question(s). 

Maxwell (2013) further discusses specific goals that purposeful sampling can achieve which 

include: (a) representation, (b) capture heterogeneity, (c) ability to establish relationships, among 

other possible goals. Due to the specifics surrounding the research questions and the topic, 

utilizing a purposeful sample is most appropriate. In addition to purposeful sampling, snowball 

sampling will be utilized through relationships within communities to further recruit participants 

(Hays & Singh, 2012) as I am a clinician who specializes in play therapy and trauma and have 

developed relationships with colleagues in the field of counseling and play therapy.  

 The determination of sample size in qualitative research is centered on the how and why 

of a particular topic (Dworkin, 2012) and emphasizes multiple data collection methods 

(Creswell, 2013) and is often smaller in comparison to a quantitative research design (Dworkin, 

2012; Saldana, 2016). There are general recommendations that have been described in the 

literature for qualitative research. Dworkin (2012) found that across numerous books and 

articles, the sample size range was anywhere from 5 to 50 participants. Through a content 

analysis, Mason (2010) found that the most common sample sizes were between 20-30 

participants.  Further, sample size is unique and considers (a) depth, (b) breadth, and (c) research 



61 

tradition (Hays & Singh, 2012). There are general recommendations on sample size specifically 

dependent on qualitative research traditions.  Lastly, other recommendations have been based on 

the idea of saturation (Mason, 2010; Hays & Singh, 2012). Further, Mason (2010) found that 

researchers adhere to Bertauxôs guidelines of saturation and the smallest number should be no 

less than 15 participants. A few recent dissertation studies that utilized a generic qualitative study 

design with similarities to this specific project included 10 participants (Dawkins, 2022) and 12 

participants (Pinckney, 2020). For this specific study, I intended to recruit 15 to 25 participants. 

At the end of the recruitment, I had eight participants who completed the two semi-structured 

interviews and the three visual reflective journals.  

Recruitment 

After I received IRB approval through The George Washington University, I recruited 

participants. Participants were recruited via emailing counseling and play therapy listservs which 

include: The Association for Play Therapy, CESNET, and CACREP-accredited Clinical Mental 

Health Programs in the United States. I made three attempts on the platforms via emails utilizing 

a recruitment letter (Appendix A). The recruitment letters included: (a) approval from the 

institution IRB, (b) a brief description of the research study, (c) purpose of the study, (d) 

selection criteria, (e) confidentiality, and (f) potential risks. Inclusion and exclusion criteria was 

used for participant selection based on the use of purposeful and snowball sampling for those 

that are interested in participating in the research study.  

Inclusion Criteria  

1. Graduated from a CACREP-accredited masterôs program in clinical mental health 

counseling working towards their full license in their respective state. CACREP-

accreditation is the highest standard in education and the standards include verbiage on 
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crisis, trauma, and disaster. For the purpose of this study, post-graduates who are working 

towards their full licensure, however, not fully licensed is specific due to wanting to 

capture brand new counselors in the field and their experiences of trauma competency 

development.  

2. Self-identify working towards their registered play therapy credential. For the purpose of 

this study, I am interested in exploring the perspectives of new counselors who are 

pursuing their registered play therapy credential, who will likely be in phase 1 or 2 of the 

credentialing process regarding their trauma competency development.  

3. Self-identify working with traumatized children. Participants should maintain a caseload 

that consists of treating trauma in children which will allow for a deeper exploration and 

meaning making of the training in trauma and the application and treatment of trauma for 

traumatized children.  

4. Self-identify using play therapy as a main modality to treat traumatized children. While 

there is other evidence-based trauma-informed modalities, the purpose of this study is to 

highlight and focus on play therapy as a developmental and trauma-informed modality to 

treat trauma in children.  

Exclusion Criteria  

1. Counselors who are fully licensed. The purpose of this study is to capture counselors who 

recently graduated to specifically attend to new counselors being historically, culturally, 

and socially positioned in obtaining the most up-to-date research and best practices 

regarding trauma-informed practices.  
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2. Counselors who are currently pursing or have pursued a PhD program. This study aims 

to gain an understanding of post-master graduates who are actively engaged in their 

clinical practice and their RPT credential.  

3. Counselors who are not working towards their registered play therapy credential. The 

specific population for this study focuses on new counselors who are actively pursuing 

their full licensure in their respective state along with their RPT credential.  

4. Counselors who do not work with traumatized children. While all populations are 

important, there remains a gap in the field which is not focusing on the special population 

of traumatized children. Therefore, this study focuses on the special population.  

5. Counselors who use other modalities other than play therapy to treat traumatized 

children. While there are other evidence-based modalities that are trauma-informed, the 

specific focus of this study is to uniquely position play therapy as a trauma-informed 

modality.  

The inclusion and exclusion criteria assisted in determining which participants can be 

involved in the study. Moreover, all the participants chosen to be a part of the study needed to 

meet all the inclusion criteria and will be excluded from the study if they do not meet all the 

inclusion criteria and/or meet any of the exclusion criterion.  

Data Collection Procedures 

Once participants agreed to participate in the study, they were provided with a written 

informed consent (Appendix C) and a demographic questionnaire (Appendix B). The written 

informed consent was also reviewed verbally during the initial interviews. The demographic 

questionnaire included: (a) preferred name, (b) pseudonym used to protect confidentiality, (c) 

age, (d) racial/ethnic identity, (e) affectional orientation, (f) year of graduation from their 



64 

masterôs program, (g) state/area of clinical practice; (h) at the start of the study, where they are at 

in their licensure process (0-6 months post-graduation, 6 months-1 year post-graduation, 1-2 

years post-graduation, or 2+ years post-graduation) and; (i) at the start of the study, where they 

are at in their Registered Play Therapy credentialing process (phase 1, phase 2, or phase 3). The 

informed consent document, demographic questionnaire, and additional participant content were 

stored in a password protected and encrypted file on my laptop and USB drive.  

Creswell and Creswell (2018) discussed that qualitative researchers utilize multiple 

methods for data collection. Further, for this study, I utilized two semi-structured interviews 

which is often used in basic interpretive qualitative studies (Percy et al., 2015), an expressive, 

innovative modality for data collection, and utilized both memos and reflexive journaling. I 

scheduled my semi-structured interviews via Zoom. The semi-structured interviews were audio-

recorded and video-recorded with cameras off. On the day of the semi-structured interviews, I 

reviewed the informed consent verbally which includes the brief discussion of the study, the 

purpose of the study, discuss confidentiality, pseudonym confirmation, risks to confidentiality, 

ethical considerations, and the benefits of the research and afterwards, I then obtained verbal 

consent from each participant. After the initial interviews, participants received three visual 

reflective journal prompts that tasked participants to create and then journal about their creation 

based on the prompts provided. After all three visual reflective journals were completed, each 

participant was scheduled for a closing interview.   

Semi-Structured Interviews 

 Semi-structured interviews are often referred to as in-depth interviews typically that 

include an interview protocol that is a guide, however, a semi-structured interview process is not 

confined to the interview protocol (Hays & Singh, 2012; Percy et al., 2015). The semi-structured 
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interview questions are structured based on the pre-knowledge of the researcher (Percy et al., 

2015). I engaged in two rounds of interviews (Appendix D) per participant lasting between 45-60 

minutes. The initial semi-structured interview was guided by seven parts: a) play therapy and 

trauma knowledge, b) experience doing play therapy with children exposed to trauma, c) trauma 

and cultural considerations knowledge, d) graduate training, e) play therapy training post 

graduate school, f) competence, and g) perceived self-efficacy identified as confidence. 

Before conducting the first round of interviews with the participants, I tested the frame of 

my questions by piloting the interview protocol with an expert panel consisting of experts in the 

field of Play Therapy who work with children exposed to trauma. After approval by the expert 

panel and re-approval by the IRB, I scheduled the initial semi-structured interview with each 

participant and introduced myself as the researcher, reviewed the informed consent process, and 

initiated the interview questions.  

The closing interview concluded the participation in the study after the visual reflective 

journals were complete. This closing interview encompassed a few aspects. The first focus of the 

closing interview included offering an opportunity for participants to explore or expand on their 

experiences, opinions, and perspectives from the initial interview. The second focus was to 

explore and process a) the visual reflective creations and journaling process and b) the overall 

participant process. The third focus was to provide preliminary themes and salient quotes for 

each participant and to discuss the preliminary themes and salient quotes which also was a way 

to engage in a member check for trustworthiness of the study. The last focus was to provide 

closure for the participant and the researcher. 
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Reflective Visual Journaling  

 The use of arts-based techniques as research methods will likely provide an enriching 

experience for the participants and for the study; Creswell (2013) stated that multiple forms of 

data collection can help strengthen the trustworthiness of this study. The participants were tasked 

with completing three separate prompts. The first two prompts go together with a unique 

difference. The first prompt was to draw/collage/create a confident trauma-informed play 

therapist whereas the second prompt was to draw/collage/create themselves as a confident 

trauma-informed play therapist. The second part of the second journaling prompt was to explore 

and process what the participants noticed when comparing their first creation to their second 

creation. This allowed the participants to consider what their understanding of a confident 

trauma-informed play therapist consists of and if and how they also see themselves in that same 

way or a different way. The third prompt was focused on competence; specifically, this prompt 

asked participants to draw/collage/create their journey to building competence to work with 

children who have experienced trauma. These three prompts were created to attempt to add depth 

and breadth to the participantsô understanding of their perceived self-efficacy and their 

competence journey. While interviews and verbal exploration is helpful and effective, sometimes 

words fail us and a newfound understanding can occur through the use of symbols, art, or 

metaphors.  

 Further, arts-based/expressive techniques are often utilized in the Play Therapy room 

especially when exploring sensitive topics because of the developmental considerations 

(Landreth, 2012; Malchiodi, 2015), however, these same strategies can be utilized with adults as 

well. Ward-Wimmer (2003) stated, ñwe are, generally, a nation of adults who must relearn the art 

of playfulness.ò (p.5). While there is limited research on the usefulness of play-based and 
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expressive methods with the adult population, some researchers have started to examine the 

effectiveness to support clients across the lifespan.  

Sandplay therapy, created by Dora Kalff, uses figurines/miniatures that are placed in a 

tray of sand (Doyle & Magor-Blatch, 2017). Doyle and Magor-Blatch (2017) sought out to 

understand if and how sandplay therapy could be helpful for a 52-year-old woman who is a 

trauma survivor and found that the use of this therapy increased her well-being. Sand tray, which 

is different from sandplay but is also an expressive technique or modality has also been 

examined with its usefulness with adults (Rogers et al., 2021). Further, Rogers et al. (2021) said, 

ñcreating space for older adult clients to ómake artô in counseling facilitates free expression and 

the processing of specific topics or themes, including trauma.ò (p. 5).  

 Play-based and expressive mediums have also been utilized in supervision spaces. 

Prasath and Copeland (2021) identified the value of expressive mediums as another layer of 

learning. Prasath and Copeland (2021) discussed numerous case examples of differing play-

based and expressive modalities to support their supervisees in deeper exploration or an offering 

of a new perspective including puppets, drawing, imagery activities, sandtray, journaling with the 

use of metaphors, clay sculptures, collaging, use of photographs, and mandalas. Additionally, 

Jeon and Myers (2022) found that when utilizing expressive mediums, practicum students who 

participated in supervision were able to gain a deeper learning experience using games, 

meditation, visual analogy, drawing, writing, and the use of sand tray. Further, just as children 

use play-based and expressive mediums to explore and process their internal thoughts and 

feelings, the same activities can be utilized for adults. Given the identities of the participants, 

new provisionally licensed counselors all working towards their registered play therapy 

credential, the use of this innovative method to task participants with creating and then 
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journaling about the creation and the process is another way to make meaning using symbols and 

an opportunity for a different perspective.  

Self-awareness and reflection have been found as outcomes using journaling 

(Woodbridge & OôBeirne, 2017). Deaver and McAuliffe (2009) engaged in a qualitative study 

that utilized reflective visual journaling during art therapy and counseling internships. The visual 

journal was a notebook that had unlined pages for participants to be able to express their 

experiences using either written word or through imagery (Deaver & McAuliffe, 2009). Through 

this inherently reflective experience (Deaver & McAuliffe, 2009), participants can further 

express their subjective attitudes, reflections, or opinions (Percy et al., 2015) regarding the 

specific study. The results of Deaver and McAuliffeôs (2009) study found that participants were 

able to use the visual journals as a modality to make sense of their experiences along with the 

emotions that came along with those experiences. Another study that utilized a form of 

journaling was Parikh et al. (2012). Parikh et al. (2012) utilized video journaling as a method of 

reflective practice within a phenomenological study with participants from a school counseling 

program. A similar implication of this study to that of Deaver and McAuliffeôs (2009) study was 

that the participants were able to not only reflect on their experiences but they were also able to 

make meaning of their experiences (Parikh et al., 2012). Three reflective visual journaling 

prompts (Appendix D) were provided to participants after the expert panel consisting of experts 

in the field of play therapy who work with children exposed to trauma to review and confirm the 

prompts. The reflective visual journaling prompts were provided after the interview portion of 

the data collection procedures.   
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Reflexive Researcher Journaling  

The use of reflexive journaling throughout the data collection and analysis process 

facilitated intentional pauses to ensure my own pre-understanding and biases are not imposing 

onto the themes that were established. What assisted the reflexive journaling process is the use of 

bracketing. Bracketing is defined as, ñan investigatorôs identification of vested interests, personal 

experience, cultural factors, assumptions, and hunches that could influence how he or she views 

the studyôs dataò (Fischer, 2009, p. 583). Peshkin (1988) believed that subjectivity seeking is 

necessary not only after the research has been conducted but truly throughout the entire data 

collection and analysis process to decrease the likelihood of the researcherôs subjectivity getting 

in the way of the research. I utilized reflexive journaling after each interview and after the visual 

reflexive journals to audit my own thoughts, reactions, and hunches. Each journal entry was 

labeled and dated to provide structure when reviewing the reflexive journaling process.  

The Use of Memos 

I utilized memos throughout the data collection and analysis process and through 

memoing, I was able to immerse myself more fully in the data. Birks et al. (2008) stated that 

through an immersive experience with the data, researchers can experience a depth that would 

likely not be achieved without memos. Maxwell (2013) discussed two important aspects about 

writing memos which includes ensuring that the researcher organizes them in a systematic way 

and that memos allow for in-depth self-critiques and reflections. Each memo was labeled and 

dated to provide structure when reviewing the memoing process.  

Saldana (2013) stated that analytic memo writing allows the researcher to understand 

their process from creating codes to the creation of subthemes. Additionally, Saldana (2013) 
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provided reflections for researchers to consider that was utilized in my study. These reflections 

include:  

1) How you personally relate to the participants and/or the phenomenon. 2) Your studyôs 

research questions. 3) Your code choices and their operational definitions. 4) Emergent 

patterns, categories, themes, concepts, and assertions. 5) The possible networks (links, 

connections, overlaps, flows) among the codes, patterns, categories, themes, concepts, 

and assertions. 6) Any emergent or related existent theory. 7) Any problems with the 

study. 8) Future directions for the study. 9) The analytic memos generated thus far. 10) 

The final report for the study (Saldana, 2013, p. 49).  

Additionally, I utilized three forms of memos that include operational memos, coding memos, 

and subjectivity memos (Birks et al., 2008). Operational memos were utilized at the beginning 

stages of the research study to systematically outline a decision-making trail (Birks et al., 2008). 

Coding memos were utilized specifically during the data analysis process to explore and 

challenge my own thoughts and interpretations when analyzing the data (Birks et al., 2008). 

Lastly, subjectivity memos were utilized before the interviews begin, after each interview, before 

and after the visual journaling prompt, and throughout the data analysis process (Birks et al., 

2008). Regardless of the type of memo utilized, it is a tool to facilitate reflection of the 

researcher and can lead to further awareness and insight (Maxwell, 2013).  

Data Analysis 

 Data collected from the study was analyzed using thematic analysis. As a supplemental 

tool to make sense of the data, a thematic network was utilized as an illustration of the themes 

that emerged.  The interviews were transcribed verbatim using a GoTranscript transcription 

service. I utilized reflective journaling and memoing before and after each interview to explore 
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my experiences as the researcher which will include insights, reactions, and/or any biases that 

emerged. The visual journaling prompt was dispersed to participants after the interviews and the 

use of reflexive journaling and memos will be utilized before and after as well. The data 

collection process and data analysis process occurred simultaneously (Merriam, 2002).  

 Thematic analysis offered a process to analyze the data (Percy et al., 2015; Thomas, 

2006) and there were specific steps that were followed in this study. The thematic analysis 

process included twelve steps discussed by (Percy et al., 2015). Step one included an extensive 

review of the transcripts to familiarize myself with the data (Percy et al., 2015). I read through 

each transcript multiple times prior to moving onto step two. Within this first step, I read over 

each transcript and then took some time before engaging in the second review. I did not want to 

rush this first step and used both reflective journaling and memoing to bracket my own thoughts, 

experiences, and assumptions. As I re-emerged in the transcripts, I highlighted data that seemed 

important. The second step included an examination of the highlighted data (Percy et al., 2015). 

Further, in the second step, I examined if the highlighted data answered the research question and 

sub-questions. The third step included data that did not answer the research question and sub-

questions and was stored in a separate file (Percy et al., 2015). This was another time point to 

which I engaged in reflexive journaling and memoing. As I immersed myself in the data, I 

wanted to take moments of pause to ensure the data I highlighted and the data I removed was 

done so intentionally without undue bias. The fourth step is when I began the coding process 

(Percy et al., 2015) and was the systematic system utilized across all the data (Pinckney, 2020). 

During the coding process, both reflexive journaling and memoing were used. Specifically, 

memoing was critical at this stage. Further, I used coding memoing (Birks et al., 2008) to stop 

and assess my rationale for code creation. During the fifth step, I began to cluster the codes 
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based on patterns that were emerging in the data and I completed this step using a color-coded 

system (Percy et al., 2015). Each pattern of codes held a specific color for differentiation. As 

another way to assess my line of thinking and how I was understanding the data, I included a 

brief statement in the memoing process that described the pattern I was identifying (Percy et al., 

2015). Further, this brief statement was a process to articulate the connection I was making in the 

data (Percy et al., 2015). Due to my positionality in this topic, this process was conducted over 

multiple weeks. I intentionally took time in establishing codes and understanding patterns that 

was emerging for each participant. I engaged in reflexive journaling to ensure I was not making 

jumps to themes across participants at this point. Step six involved taking direct quotes from data 

to emphasize the patterns (Percy et al., 2015). Step seven included an exploration across the 

patterns that emerged from each participantôs data and the process of theme development 

occurred (Percy et al., 2015).  

 After I completed step seven for the initial interview and the three visual reflective 

journals, I scheduled the closing interviews with each participant. During the closing interviews, 

I began by exploring if the participants had any lingering thoughts and reflections since the 

initial semi-structured interview. I then explored with the participants their experience of the 

process with the visual reflective journals. Lastly, I ended with sharing the preliminary data 

analysis for each participantôs data. This included sharing salient quotes and possible themes. 

Through the closing interview, this allowed participants to engage in member checking and was 

able to extend, edit, or clarify as necessary. After the closing interviews were completed, I 

engaged in steps one through seven for each closing interview.  

 Step eight included arranging the themes in a matrix with the patterns that support the 

themes (Percy et al., 2015). Step nine included a detailed narration for each theme (Percy et al., 
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2015). This detailed narration process included the use of Birks et al. (2008) operational memo to 

analyze the process from the beginning of the research study, including the research questions all 

the way through the data analysis emergence of themes to understand the decision-making that 

occurred during data analysis. This process was completed for each participant under step ten 

(Percy et al., 2015). Step eleven is where I began to combine the themes and assessed the 

patterns across all the participants. This is where I utilized another color-coded system of themes 

that emerged across all data. This is where I utilized Attride-Stirling (2001) thematic network to 

create web-like illustration of the themes across all the data. The thematic network was a tool to 

capture the numerous themes and the connections that emerged in the data. Due to the extensive 

data analysis, it felt important to create a succinct way to understand the data and the connections 

made across the participantsô experiences.  

Qualitative Rigor and Trustworthiness 

Hays et al. (2016) identified that rigor in qualitative research includes a ñsystematic 

approach to research design and data analysis, interpretation, and presentationò (p. 173). Lincoln 

and Guba (1985) described multiple types of trustworthiness in qualitative research which 

include: credibility, transferability, dependability, and confirmability. Hays et al. (2016) 

discussed that the main strategies often utilized include reflexivity, member checking, and an 

external audit; for the purposes of this research study, I utilized reflexive journaling, memoing, 

the use of an expert panel and the dissertation committee, and member checking. Further, Tracy 

(2010) identified criteria for excellent qualitative research that will inform my research study that 

include: (1) worthy topic; (2) rich rigor; (3) sincerity; (4) credibility; (5) resonance; (6) 

significant contribution; (7) ethical; and (8) meaningful coherence. 
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 A worthy topic was described by Tracy (2010) as, ñrelevant, timely, significant, 

interesting, or evocativeò (p. 840) and when examining my research study, to date, there have 

been no studies that examine new counselorsô experiences regarding trauma and play therapy 

competencies when working with children exposed to trauma in play therapy. There have been 

both quantitative and qualitative studies that have examined parts of this study but none that 

merge the ideas together. Further, the counseling field is moving towards a trauma-informed 

approach (SAMSHA, 2014) which signifies the relevance of examining the crisis in counselor 

training and preparation given that the mental health rates of children continue to increase 

(NSCH, 2020; SAMSHA, 2022). Lastly, with tremendous research continuing to demonstrate the 

prevalence of trauma and with the lingering impacts of the COVID-19 pandemic, it is important 

to ensure counselors are trained effectively to meet the needs of clients.  

 Rich rigor is the second criterion which encapsulates a richness of data which is 

established by a researcherôs due diligence, immersing oneself with the participants, collecting 

enough data, and utilizing data collection methods that are appropriate (Tracy, 2010). I utilized 

the dissertation committee and expert panel to increase trustworthiness. Additionally, used 

multiple forms of data collection methods to increase credibility.   

The third criterion is sincerity, which Tracy (2010) uses synonymously with authenticity 

and genuineness and includes honesty, transparency, and vulnerability from the researcher. Prior 

to beginning the research study, I have engaged in a researcher positionality statement that 

includes researcher reflexivity and intentionally utilized reflexive journaling throughout the data 

collection and analysis process which is a common practice in qualitative research (Tracy, 2010). 

This research study merges many of my interests which includes play therapy as a trauma-

informed approach, treating children exposed to trauma effectively and ethically, and counselor 
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education. As a clinician in the field who works with this population, ensuring child trauma 

survivors are treated by trained trauma-informed practitioners is necessary. 

Credibility is the fourth criterion and is often synonymous with trustworthiness (Tracy, 

2010) and is described as a parallel to internal validity in quantitative research (Hays et al., 2016; 

Lincoln & Guba, 1985). Caelli et al. (2003) proposed four areas that are important for credibility:  

(1) the theoretical positioning of the researcher, (2) the congruence between methodology 

and methods, (3) the strategies to establish rigor, (4) the analytic lens through which the 

data are examined (p. 9).  

Lincoln and Guba (1985) believed that member checking is essential and described 

member checking to check in with participants to ensure the findings the researcher intends to 

present are accurate. I utilized member checks and a closing interview to ensure I captured the 

participantsô experiences in ways that they feel comfortable with and through member checking, 

I detected my own biases and assumptions which assisted in engaging in research in an ethical 

manner (ACA, 2015; Kornbluh, 2015). Additionally, I utilized triangulation and crystallization 

(Tracy, 2010) to increase credibility of my study. Through utilizing multiple forms of data 

collection, triangulation assisted in supporting the rigor of my qualitative research study (Tracy, 

2010). Crystallization, while like triangulation, has a nuanced layer which examines the 

complexity of the issue being studied (Tracy, 2010). The use of multiple forms of data, 

specifically, including visual reflective journal prompts influenced the complexity of the issue 

being studied. Lastly, I used multivocality because a major focus of my participant recruitment 

was to ensure I captured multiple voices (Tracy, 2010) and was able to capture the voices of eight 

provisionally licensed counselors.  
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Resonance is the fifth criterion described by Tracy (2010) which ñcan be achieved 

through aesthetic merit, evocative writing, and formal generalizations as well as transferabilityò 

(p. 845). Moreover, Tracy (2010) clearly stated that resonance may look different for each study 

but one important consideration to achieve high quality qualitative research is to ensure it has an 

impact. There are two ways to have impact that sometimes work together and other times does 

not: aesthetic merit and generalizability/transferability (Tracy, 2010). Aesthetic merit considers 

how the findings are presented when written up (Tracy, 2010); using narrative story-telling and 

creative arts, I believe I was able to demonstrate aesthetic merit. Transferability can occur 

because psychologists, social workers, and marriage and family counselors may benefit from this 

information even though the specific study included graduates from clinical mental health 

counseling or school counseling specific programs. Additionally, there may be themes that 

emerged for the participants who are new provisionally licensed counselors that are also resonate 

with experienced counselors.  

Significant contribution is the sixth criterion which could focus on a) theoretically 

significant research; b) heuristic significance; c) practically significant research; and d) 

methodological significance (Tracy, 2010). My research design encompassed theoretically 

significant research because it critiqued extended current knowledge in counselor education 

specific to trauma and play therapy competency development. Additionally, through hearing the 

voices of new provisionally licensed counselors and their experiences, implications were 

identified to improve counselor training and preparation when working with this population 

which speaks to heuristic significance identified by Tracy (2010). When considering practically 

significant research (Tracy, 2010), ethical considerations come to mind. Specifically, mental 

health counselors must abide by the American Counseling Association (ACA) (2014) code of 
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ethics and school counselors must abide by the American School Counseling Association 

(ASCA) (2022) ethical standards along with ACA if they are also working outside the schools.  

Counselors are expected to do no harm and work within their scope of competence; 

therefore, the voices of the participants may further support the need to re-examine counselor 

education, training, and preparation to ensure new provisionally licensed counselors are trained 

to do effective and ethical counseling. Lastly, due to utilizing an innovative, creative method as a 

part of the data collection process, this led to methodological significance (Tracy, 2010), in that, 

using a new approach in qualitative research, other qualitative researchers may consider the 

impact of creative methods as data collection methods.  

Ethics are important when engaging in research which is the seventh criterion (Tracy, 

2010). Ethics, described by Tracy (2010) are, ñnot just a means, but rather constitute a universal 

end goal of qualitative quality itself, despite the paradigmò (p. 846). There are four components 

of ethics important to qualitative research which include: (1) procedural ethics; (2) situational 

ethics; (3) relational ethics and; (4) exiting ethics (Tracy, 2010). The procedural ethics include 

mandates from the Institutional Review Board (IRB) and expectations per the dissertation 

committee that were followed before data collection and analysis. Additionally, another aspect of 

ethical research includes review of the informed consent which was conducted in writing and 

verbally . When considering situational ethics, a question described by Tracy (2010) is, ñdo the 

means justify the ends?ò (p. 847). I ensured that through my data collection methods, there was a 

careful consideration of the context and the value or doing no harm. Relational ethics include 

self-consciousness and given that researchers are instruments in qualitative research (Creswell & 

Creswell, 2018). I maintained from start to finish being caring, kind, authentic, and respectful of 

the participants and the information they wanted to include and not include. Lastly, for exiting 
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ethics, the write up of findings are critical and careful consideration is necessary regarding how 

to present the findings (Tracy, 2010). I ensured that findings were accurate and have been 

consented to be included in the write up and worked closely with the dissertation committee to 

increase my ability to present the findings in truly representative ways.  

The last criterion identified by Tracy (2010) is meaningful coherence. There are four 

parts to meaningful coherence which include: (a) achieves the statement of purpose, (b) the 

research meets what it set out to accomplish, (c) uses methods and procedures that align with the 

goals, (d) connects to the scholarly literature and previous studies conducted. Tracy (2010) 

further elaborated that meaningful coherence is, ñensuring that the study hangs together wellò 

which includes the scholarly literature reviews that assist in situating the findings and the 

findings are related to the research questions and the implications along with conclusions are 

interconnected with both the literature and data (p. 848). Through consistent engagement with 

my dissertation committee, I ensured that my research was coherent from start to finish.  

In addition to Tracyôs (2010) criteria for rigorous qualitative research that includes 

credibility, there are additional ways to increase trustworthiness in qualitative research which 

include transferability, dependability, and confirmability. Transferability is parallel to external 

validity in quantitative research focusing specifically on generalization (Hays et al., 2016; 

Lincoln & Guba, 1985). Transferability is another way to promote qualitative rigor which is 

dependent on thick descriptions (Creswell, 1998) to assist with generalization. Further, Creswell 

(1998) stated that thick descriptions in qualitative research can assist with credibility because the 

data that is collected from participants is robust and detailed. Dependability has a similar focus 

with reliability and focuses on the consistency of the findings (Hays et al., 2016; Lincoln & 

Guba, 1985). The way to which dependability occurs is through clearly providing a clear 
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documentation of the process (Creswell & Creswell, 2018). The use of memos assisted in 

providing a clear documentation of the process in addition to using thematic analysis as a 

guideline to the analysis process. Lastly, confirmability is related to objectivity in quantitative 

research (Hays et al., 2016; Lincoln & Guba, 1985). Utilizing researcher reflexivity assisted in 

objectivity during the analysis process of the study(Creswell & Creswell, 2018; Lincoln & Guba, 

1985; Nowell et al., 2017). 

Chapter Summary  

 The third chapter encompasses the methodology of the dissertation study. Chapter three 

begins with a clear statement of purpose and a rationale for the study. The researcherôs 

positionality statement was created to demonstrate transparency and authenticity prior to 

engaging in the data collection and data analysis process. The research question and sub-

questions were included along with an exploration of a basic interpretative qualitative research 

design. Chapter three details the data collection process and procedures along with the data 

analysis procedure that will be utilized. Chapter three ends with a thorough description of 

trustworthiness to establish rigor.  
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Chapter Four: Findings  

 This chapter presents the findings of the dissertation study that encompassed an initial 

semi-structured interview, three visual reflective journals, and a closing interview (Appendix D). 

Participants were tasked with completing the initial semi-structured interview first and then 

create a visual reflective journal using three prompts provided by this researcher, with a span two 

to five days between prompts. After participants completed the three visual reflective journals, I 

scheduled closing interviews. Using a basic interpretive design methodology, I examined how 

eight provisionally licensed counselors working towards their registered play therapy credential 

described their training and preparation, competence, and perceived self-efficacy when working 

with children exposed to trauma using play therapy.  

I analyzed the findings utilizing a thematic analysis adhering to Percy et al.ôs (2015) 

guidelines and displayed the findings through Attride-Stirling (2001)ôs thematic network, which 

included the global theme, organizing themes, and basic themes. Using an in-depth exploration, I 

identified a global theme of trauma-informed play therapy which includes three organizing 

themes: Graduate training, competence, and confidence. Within each organizing theme, I 

identified basic themes as well. Within the graduate training organizing theme, basic themes 

emerged which included: A desire for more university training, clinical placements, and 

supervision experiences. The competence organizing theme included the following basic themes: 

Continuing education/trainings, unrecognized competence, the use of metaphors, symbols, and 

imagery, competence as a journey, continued clinical experience, and cultural awareness. The 

last organizing theme, confidence, included the following basic themes that emerged: Continuing 

education/trainings, supervision and colleagues support, play therapist characteristics and 

attitudes, and cultural humility.  
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Table 1 offers demographic information for each participant. Each participant graduated 

from a CACREP-accredited university, either school counseling or clinical mental health.  

 

Table 1  

Demographics 

 

 

 

In alignment with Percy et al. (2015) thematic analysis with constant comparison, I 

conducted preliminary data analysis after collecting the initial interview transcription and the 

three visual reflective journals from each participant. I then met with each participant for the 

closing interview. The closing interview was semi-structured, which provided opportunities for 

each participant to expand on their experiences from the initial interview, to explore the 

participantsô experiences with the visual reflective journals, and then to provide salient 

takeaways, themes, and quotes that I identified as impactful. I then used a transcription service to 

Age Gender Affectional/Sexual 

Orientation 

      Race Year 

Graduated 

State 

Of 

Practice 

Licensure 

Status 

RPT 

Phase 

34 Cisgender 

Male 

 

(ÅÔÅÒÏÓÅØÕÁÌ ὡὬὭὸὩ 2023 VA φÍÏ
ρÙÒ 

ς 

42 Cisgender 

Female 

 

(ÅÔÅÒÏÓÅØÕÁÌ ὡὬὭὸὩ 2021 CO ρ ςÙÒ σ 

34 Cisgender 

Female 

 

ὄὭίὩὼόὥὰ ὡὬὭὸὩ 2022 CO ρ ςÙÒ σ 

32 Cisgender 

Male 

 

(ÅÔÅÒÏÓÅØÕÁÌ ὡὬὭὸὩ 2022 VA ρ ςÙÒ σ 

54 Cisgender 

Female 

 

(ÅÔÅÒÏÓÅØÕÁÌ ὡὬὭὸὩ 2022 CA ρ ςÙÒ ρ 

29 Cisgender 

Female 

 

(ÅÔÅÒÏÓÅØÕÁÌ ὌὭίὴὥὲὭὧȠὒὥὸὭὲὼ 

 

2022 TX ρ ςÙÒ σ 

37 Cisgender 

Female 

 

(ÅÔÅÒÏÓÅØÕÁÌ ὡὬὭὸὩ 2022 TX/AR φÍÏ
ρÙÒ 

ρ 

60 Cisgender 

Female 

(ÅÔÅÒÏÓÅØÕÁÌ ὡὬὭὸὩ 2022 FL ρ ςÙÒ ς 
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transcribe the closing interviews and completed coding for each participant before analyzing 

across participants. The analysis of the transcripts from both interviews and the three journals 

used the same coding process in alignment with Percy and colleagues (2015) thematic analysis.  

In addition to the data analysis process, I utilized reflective journaling and memos to increase 

trustworthiness and check my biases, thoughts, and personal experiences. Figure 1 includes a 

visual of the thematic network created.  

Figure 1 
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 Participants explored and examined their graduate counselor training and develoment. 

Participants described aspects of their graduate training as both helpful and less helpful in 

developing their competence, especially as it pertained to child therapies and childhood trauma. 

Participants identified the need for further didactic courses in childhood trauma and play therapy 

while also highlighting the invaluable experience of clinical placement experiences and 

supervision.  

Basic Theme: Desire for More University Training  

Participants indicated a lack of training on both trauma and play therapy as it applies to 

children within their graduate curriculum. While some participants indicated taking a trauma 

course while in graduate school, they relayed that they did not feel adequately prepared to 

engage in clinical work with children who experienced trauma. Counseling programs are 

designed to be highly experiential (CACREP, 2015) to provide counseling students an in-depth 

experience into the counseling field that combines theoretical knowledge and application. 

Therefore, it is important that students gain foundational competency and understanding in this 

helping profession. While participants indicated they received broad training, they also desired 

more didactic and clinical preparation while in graduate school.  

Regarding training in trauma, seven out of eight participants took a trauma and crisis 

course as part of their graduate-level curriculum. Those participants that did receive trauma 

training, noted the didactic material did not apply to their current clinical work with children who 

experienced trauma. Of those seven, four identified that the content of their trauma course was 

not applicable to the populations they serve and did not adequately train them prior to working 

with clients. Those that did take trauma courses indicated the content did not align with children 

or play therapy. Instead, two participants identified the coursework focusing on crisis work 
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(August and Christian) whereas another participant stated that their trauma course focused on 

natural disasters (AJ). The participant who did not take a trauma and crisis course did identify 

learning about trauma in their play therapy course (Claire).  

Only two participants identified learning about childhood trauma during their 

coursework. One participant (Ray) equated this to their professor who worked at the Child 

Traumatic Network which likely influenced the course content taught. Moreover, the faculty 

teaching the trauma course may influence the specific content taught. While Ray learned about 

childhood trauma in their trauma course, Christian experienced little exposure to this specific 

content and said, ñI had a chapter on it [childhood trauma].ò 

 Some of the participants specifically stated that the coursework did not emphasize 

childhood trauma. Ann Drew said, ñIt [trauma course] wasnôt focused on children, it was for the 

general population.ò The broad course content may have provided helpful information, however, 

missed exploration and depth pertaining to working with children exposed to trauma. Similarly, 

Cara Carter stated, ñThere is quite a bit of my masterôs that maybe didnôt help or just, was very 

foundational but was never going to prepare me for working with the population for those who 

have been impacted by trauma.ò Both Ann Drew and Cara Carter noted they did not receive 

adequate training in childhood trauma. Moreover, the participants highlighted that despite taking 

a trauma and crisis course, this course did not prepare them with the content necessary to support 

the clientôs they served in their clinical placement sites. August said, ñéwhen it comes to 

working with trauma and my comfortability and my competency with it, not much of it really 

came from the school.ò Participants indicated they did not build confidence or work towards 

competence within the coursework.  
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Another aspect of training participants identified included exposure to the therapeutic 

modality of play therapy. When participants explained their play therapy exposure in their 

graduate curriculum, seven out of eight participants gained some exposure in play therapy either 

through an elective course or content provided in the child and adolescent elective course. Four 

participants took a specific play therapy course whereas three participants learned about play 

therapy in their Child and Adolescent elective course. One participant, (AJ), was unable to take 

an elective course on children because their program only offered this specific elective course 

every other year. It is not uncommon for elective courses to be offered at certain times, however, 

by not being able to take an elective course on children, limits oneôs foundational knowledge and 

understanding of developmental considerations, how symptoms present, diagnosing and 

treatment planning. The participantsô spectrum of experiences with play therapy content 

included, on one end, ñI received a chapter or a day or two on play therapyò (Lee) to ñI came 

from a very play-heavy masterôs programò (Cara Carter). The spectrum of responses signifies 

the variety of participantsô experiences of exposure to play therapy content. This emergent theme 

highlights the variability in graduate coursework offered about children and their mental health. 

Moreover, recognizing the spectrum of play therapy understanding and competency, play therapy 

is not always offered at universities so professors must consider if and how to infuse play therapy 

content in their child and adolescent course that is already likely packed with other course 

content.  

Didactic coursework provides theoretical knowledge and experiential opportunities to 

practice clinic skills. This type of curriculum builds competence and confidence in applying 

clinical skills with clients. However, the participants indicated a lack of training in their didactic 

coursework specific to childhood trauma and play therapy. Thus, participants entered their 
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clinical placements without adequate theoretical knowledge. Recognizing this inadequacy, 

participants identified developing their competence and confidence through their hands-on 

application of services with this population, along with the support from their supervisors during 

their time at their placement sites. 

Basic Theme: Clinical Placements and Supervision  

While many programs may not cover all aspects of topics included in clinical work after 

graduation, the lack of didactic training is often augmented through direct service in practicum 

and internship experiences. However, if students are not exposed to content related to trauma, 

working with children, or using play therapy within their clinical placements while in graduate 

school, they sought out information elsewhere to gain competency after graduation. Participants, 

while desiring more didactic information regarding trauma and play therapy, all indicated their 

experiential training within their practicum and internship sites contributed to their 

understanding of the practice of play therapy and needs of children who experienced trauma. All 

eight participants spoke about the importance of their practicum and/or internship experience 

during the interviews.  Lee stated, ñpretty much all of my meaningful instruction and training on 

play therapy was at my internship site.ò Similarly, Cara Carter spoke to the importance of 

internship in preparing her to work with this special population, ñI think what helped the most 

was that I had an internship siteðI had two different internship sites where I saw a lot of 

trauma.ò AJ also spoke about the internship experience being crucial in their trauma 

development, ñthen for my internship, I stayed there and I came on board with the Childrenôs 

Advocacy Center (CAC), so I was able to get a much more specific training and mentoring in 

trauma itself.ò These quotes demonstrated the utility of clinical placement sites for counseling 

students to gain invaluable experience working with children exposed to trauma.  
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Given the missed opportunities in counselor curriculum, participants gained experience 

and exposure to develop their understanding of the nuances when working with children, trauma, 

and uses of play therapy as a therapeutic modality. Participants indicated their lack of 

foundational understanding from didactic coursework creating a significant reliance on their 

supervisors to ensure they practiced play therapy ethically with this population. While some of 

the reliance is developmentally appropriate for counseling students, having a lack of foundation 

entering clinical placement sites makes an already challenging process potentially harder with 

more reliance on obtaining support and knowledge from supervisors.  

Participants expanded on how crucial their supervisory experiences were to their 

counselor development, notably the ways in which their supervisors interacted and supported 

their work and development. Two participants shared the value in supervisors working with the 

same population because it provided an additional layer of understanding (Lee, Christian, and 

Cara Carter). Supervisorôs knowledge and experience using play therapy with this population 

provided participants a layer of familiarity, passion, and the ability to explore deeply and 

meaningfully on the dynamics of working with children with exposure to trauma. Additionally, 

participants highlighted how supported they felt by their supervisors. Ann Drew said, ñI had an 

excellent supervisor my first year in my practicum at the agency. She definitely supported me.ò 

For this participant, the supervisory experience had a profound impact on their training and 

development.  

Lee provided an in-depth response regarding their supervision experience in alignment 

with the previously mentioned participantsô experiences of feeling supported by their supervisor:  

I think that was probably the biggest source of support at that time especially working 

with children who have endured through trauma, was having a supervisor who was just 
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really calm and just talked about how uncomfortable this is for people, and people react 

differently, and this might feel like Iôm just an intern, what do I know? My internship site 

and in particular having a supportive supervisor was super critical for me feeling like I 

could help and I was competent enough to support this client and continue to support 

them. (Lee) 

In addition to support, Christian described their supervisor as a motivator; someone who 

encouraged them to further develop their competencies. ñHe was super supportive, but he 

always gave me opportunities to grow. He would point me in the direction of different resources, 

and he would encourage me to research things.ò The participants conveyed how their 

supervisory experiences not only provided support but fostered continued professional 

development. Their supervisors were available, trustworthy, and supportive which assisted the 

participants in trusting the process and feedback provided to further support competency 

development.  Moreover, due to a lack of didactic training working with children exposed to 

trauma using play therapy, the participants gained exposure working with this population in their 

clinical placement sites. Additionally, due to their supportive supervisees, participants were able 

to fully engage in the practicum/internship experiences. The positive supervisory experiences 

during graduate training likely influenced the participantsô search for trustworthy and supportive 

RPT-S post-graduation. 

Organizing Theme 2: Competence 

While participants expressed a desire for more university training and the benefits of 

clinical experience and supervision while in graduate school, when discussing competence, 

participants focused primarily on training and supervision post-graduation. Participants identified 

these aspects of training during the interviews and re-emphasized in the visual reflective 
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journals. Not only were aspects of competence re-emphasized in the visual reflective journals, 

this outlet of exploration and potential time spent reflecting after the initial interviews allowed 

participants to identify more attributions to their competence development. The visual reflective 

journals offered participants space to thoroughly examine competency development. Due to their 

experiences of their graduate training, participants reported they sought out trainings and 

supervision centered on children, play therapy, and trauma. Participants demonstrated personal 

agency when building their competence by seeking out clinical placement sites, supervisors with 

play therapy experience, continuing education trainings specific to this population, and registered 

play therapy supervision. This personal agency may have been further enacted due to a lack of 

control over the course content that was covered in their graduate training coursework. Thus, 

seeking out trainings and supervision is a way for the participants to have a sense of control to 

build their competence to continue to work with the population they are passionate about.  

Basic Theme: Continuing Education Trainings 

 As new counselors pursuing their registered play therapy credential, continuing education 

is a requirement to fulfill the credentialing process. All participants are actively pursuing their 

registered play therapy credential which requires significant continuing education post-

graduation. Specifically, the Association for Play Therapy (APT) requirement is to complete 150 

hours of play therapy continuing education across five areas which includes: play therapy 

history, play therapy seminal or historically significant theories, play therapy skills and methods, 

play therapy special topics, play therapy cultural and social diversity topics, and applicantôs 

choice (Association for Play Therapy, 2023). When I asked participants about their play therapy 

training, each participant identified main aspects that have been a part of their registered play 

therapy journey thus far.  
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An important finding that specifically highlighted the utility of the visual reflective 

journals was in reference to the role of continuing education trainings and their connection to 

competence development. Further, only two participants identified continuing education 

trainings during the interview process as a contributor to building competence, however, the 

participants explored their competence development in prompt 2a and seven out of eight 

participants spoke to the importance and value of continuing education in competence 

development. The additional opportunity to explore competence in a different way, through 

expressive arts, allowed more of the participants to identify benefits of formal continuing 

education/trainings. One participant, Claire, desired more training and ñimmediately enrolled in 

a play therapy certification programò to build competency working with children exposed to 

trauma and has continued to seek out trainings. For Claire, the graduate coursework was not 

sufficient to enter clinical practice post-graduation. For two participants, they described a 

constant desire to attend training after training to support their competence development. Ray 

said, ñI feel that I consume, trainings probably excessively to feel that there is absolutely that 

competence. Itôs all about the saturation of knowledge.ò Similarly, Christian identified that they, 

ñkeep going through more and more training.ò  This participant identified trainings to build 

competence while also highlighting that there seems to be no end of competence development, 

thus, always requiring to obtain more trainings. Further, these participants identified that 

continuing education trainings are needed to build their competence. 

Two participants conveyed how trainings facilitated a deeper level of comprehension thus 

increasing competence. Cara Carter described how trainings have supported their competence, 

ñmy outside educationé[provided me] the understanding that more often than not, my clientôs 

symptoms are just a symptom of deeper underlying concerns.ò Further, Claire noted that the 
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trainings they participated in helped by, ñunderstand[ing] how trauma impacts children, how I 

can best show up and meet their needs where theyôre at in that moment, and also help learn how 

to be their voice and understand what is happening inside of them.ò Cara Carter and Claire 

articulated learning how to use a trauma-informed lens working with children who experienced 

trauma. There is a deeper level of understanding that symptomology in children does not present 

the same way as it does within the adult population and the advocacy needed to make this clear 

distinction.  

 One participant expressed a hesitation when exploring if continuing education trainings 

contributed to their competence. AJ said, ñI donôt know that it [continuing education trainings] 

have increased my competency.ò For AJ, the play therapy training she attended did not provide 

the knowledge or understanding she desired. There are numerous continuing education/training 

opportunities, however, some are costly, not accessible easily, and may not expand a counselorôs 

knowledge. Further, while APT has approved providers provide to provide trainings which 

demonstrate high quality, not all organizations approach to continuing education training is 

similar.  

When exploring play therapy training, participants shared a few trainings that were 

salient. Additionally, it is important to articulate that participants were not asked to provide their 

continuing education training certificates or have them accessible which may have contributed to 

a few trainings identified during the interview. Table 2 outlines the salient continuing education 

trainings that were discussed amongst the participants. 
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Table 2  

Play Therapy Trainings  

 

Pseudonym Play Therapy Trainings 

Lee ¶ Play Therapy Training (6-week intensive course with an 

RPT-S)  

¶ Supervision with an RPT-S and consultation  

¶ Monthly 3-hour trainings  

¶ Has taken trauma trainings  

Ray ¶ Association for Play Therapy State Branch offered frequent 
trainings  

¶ Has followed numerous podcasts and Facebook play 
therapy groups 

¶ Synergetic Play Therapy Supervisor  

August ¶ Child-Centered Play Therapy training 

¶ RPT-S Supervisor  

Claire ¶ Play Therapy Certification (after graduation)  

¶ Child-Centered Play Therapy Training 

¶ RPT-S Supervisor  

Ann Drew ¶ Workshops 

¶ Play Therapy Conference 

¶ RPT-S 

Cara Carter ¶ Came from a Play Therapy-heavy university  

¶ RPT-S  

¶ Attended the APT conference 

¶ Attended UNTôs Center for Play Therapy Summer Institute  

Christian ¶ Joined their stateôs Association for Play Therapy branch 

¶ Continuing education trainings with their APT state branch  

¶ Full day of sand tray training  

¶ RPT-S 

AJ ¶ Play Therapy training  

¶ Child-Parent Psychotherapy training  

¶ RPT-S 

 

 While exploring the participantsô play therapy journey, each participant identified seeking 

out a registered play therapy supervisor and desiring continuing education/trainings. Each 

participant sought out these additional trainings and certificates. Specifically, two participants 

(Lee and Claire) sought out an intensive training for play therapy which may have been 
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unnecessary if their universities provided further training and development in play therapy 

coursework. Moreover, the participants demonstrated a desire and passion to build their 

competence in the numerous trainings they sought out. Additionally, the participants sought out 

additional supports such as joining their state Association for Play Therapy branch to obtain 

continuing education trainings, joining social media websites that focused on children and play 

therapy, and attending conferences which are often expensive and require travel.  

Basic Theme: Unrecognized Competence 

 Through the interviews and the visual reflective journals, participants recognized the life-

long journey of competence within their profession. Each participant indicated they continued to 

work towards competence, without recognizing their own understanding or mastery of the topics 

explored. So, while competence is a lifelong journey for participants, they also displayed aspects 

of competence within their journals and interviews, including an understanding of topics related 

to play therapy and childhood trauma. Participantd engaged in dialogue demonstrating their 

understanding of child development, play therapy, and the ways in which trauma impacts 

children.  

The Language of the Profession 

 Utilizing the language of the profession, participants portrayed an ability to take their 

current knowledge and experience and articulate their understanding clearly and accurately. In 

the visual reflective prompts, all participants utilized language used in the profession, for 

example, two participants described that play is childrenôs language and toys are their words 

(Landreth, 2012). This understanding is a foundational premise of play therapy demonstrating an 

understanding of the purpose and rationale for using play therapy. Ann Drew communicated this 

premise by saying ñthatôs their language that they use to express themselves since they donôt 
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really have the verbal capacity most of the timeéò Children do not express themselves verbally 

in the same way as adults. Developmentally, children learn, develop, and communicate through 

play. Participants indicated a strong understanding of the developmental foundations for play 

therapy and a clear rationale for their utilization of this modality with children.  

Participants also noted the value of using play therapy working specifically with children 

who experienced trauma. Participants recognized that verbally exploring trauma can further 

traumatize a child. Therefore, participants conceptualized their use of play therapy from a 

trauma-informed lens by providing a developmental space, a safe space, and autonomy. Ann 

Drew said,  

I think itôs the best way to reach children. A lot of times with trauma, itôs very hard to find 

the words to express yourself because you can be so shut down. It is an incredibly useful 

tool to use to give the child what they need, the control that they need to express 

themselves and work through their trauma.  

 Not only do children have their own special place to explore and process their internal 

thoughts and feelings, they also have autonomy in the room. The play therapy environment 

supports children in these ways and through this modality, children can process their trauma. 

Claire said that through play therapy, children ñcan express themselves authentically and in a 

vulnerable way, but also in a safe way. Participants noted that trauma takes autonomy away from 

children, wherein the trauma happens to them, often without their consent or awareness. August 

said, ñI think it [play therapy] allows the client to process to the degree and the extent that they 

need to and in the way that they need to--on their own terms.ò This premise of play therapy was 

conveyed by additional participants. Lee stated that play therapy, ñallows the child to arrive to 

the room as they are and pick whatôs most salient on their mindéò Similarly, Cara Carter said 
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that play therapy, ñétakes the pace of the client, rather than you forcing an agenda on the 

childðtheyôve been robbed of autonomy.ò Each participant recognized that the play therapy 

environment is a unique one; children can take their autonomy back in the play therapy room and 

process difficult emotions in ways they want to and need to.  

The participants discussed play therapy as a supportive space that can promote healing 

with children through meeting their developmental level, providing a safe space and gaining 

autonomy. While Ann Drew identified the impact of trauma on survivors, such as fight, flight, or 

freeze, Claire, August, Lee, and Cara Carter discussed the importance of creating a safe 

therapeutic space and using a developmental approach because executive functioning skills such 

as language, may be offline due to the impact of trauma on the brain. By allowing the child to 

decide, children work towards post-traumatic growth through personally regulated exploration, 

processing, and healing at a pace set by the child rather than the adult. Through play therapy, a 

developmental approach, children can use toys to process their traumatic experiences using 

metaphors, symbols, or objects that safely removes their traumatic experiences from them and 

onto the play items.  

Lee identified how trauma may present in the room which demonstrates a moderate 

understanding of both foundational knowledge and clinical experience. Lee said that children 

exposed to trauma may engage in, ñemotional dumping [that] often results in physical dumping 

in the playroomò along with a recognition of chaos themes in the play that may be present for 

children exposed to trauma. In Leeôs visual reflective prompt, he drew himself in the play 

therapy room experiencing the physical dumping that can occur. This visual seemed to further 

expand Leeôs experience with competence development. Without having knowledge of play 

therapy, it would be challenging to explain how a play therapist understands what is happening in 
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the play therapy room. Understanding chaotic themes demonstrates a more advanced 

understanding of play therapy.  

While participants displayed competence in their discussion of play therapy and trauma, 

their knowledge was not often recognized as competence, and participants indicated they still 

required more training, supervision, and knowledge. This concept of unrecognized competence is 

summed up by Christian: 

Iôll be like spewing all this stuff. Iôm like, óyes, I do this and I do that,ô I feel like I can talk 

the talk, but like deeply am I walking the walk? Sometimes, but not as much as I would 

like to be yet, because itôs still so new. 

The participants have learned and experienced that play therapy is effective for children 

exposed to trauma. Participants trust the modality and trust the process which allowed them to 

soak in the knowledge and learning to build their competency thus leading to being able to 

convey their competence regarding language of the profession, play therapy as a 

developmentally appropriate modality, and the importance of autonomy. Each participant 

recognized the empirical support for play therapy when working with childhood trauma, noting it 

is a developmentally appropriate and a trauma-informed modality. The conversations and 

journals demonstrated participantsô understanding of play therapy, the impacts of trauma on 

children, and the developmental needs of children. Participants developed knowledge from 

books, training and didactic experiences. 

Basic Theme: The Use of Metaphors, Symbols, and Imagery  

Six participants described their competence development using a metaphor, symbols, and 

imagery. The visual reflective creations and journaling supported participants to examine their 

competence development from a new perspective. Competence development can be challenging 
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to articulate through words. Instead, a majority of participants found a way to explore their 

competence development in ways that made sense to them. Some topics of conversation are 

difficult to convey in words and sometimes, words fail people. The participants used the 

metaphors, symbols, and imagery to take an abstract word ócompetenceô and explored, 

processed, examined, and portrayed how they conceptualize their competence journey through a 

visual representation. Participants engaged in a parallel process as the children they serve, using 

metaphor, symbols, and imagery to express their experiences and beliefs regarding their 

competence. The participants explored more deeply the ways they understand their competence 

development due to the visual reflective journals which expanded on their interviews. Similarly, 

with child clients, their use of play and expressive mediums helps in uncovering and expanding 

thoughts and feelings that may not be available through talk therapy approaches.  

August used the metaphor of a superhero to describe his competence by stating: 

The image of a superhero discovering his powers came to mindéin my origin stories, the 

superhero struggles with learning how to control their powers. So, for me, a big part of 

my journey has consisted of tuning into his new sense or ósuperpowerô and trying to 

become familiar with it. 

Through the superhero metaphor, August was able to articulate that this ósuperpowerô of 

working with child trauma survivors using play therapy is new and is not a typical way of 

engaging with people, therefore, competence stems from learning this new way of engaging with 

individuals. Cara Carter used the metaphor of various tools that are their resources to building 

competence. Cara Carter said: 

I drew myself digging the earth in the process of gaining competenceéthe tools above 

the earth represent various outside tools I lean into depending on the client I see such as 
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supervision, skills in relationship building, and my outside educationéthe layers beneath 

represent a myriad of concerns that could be deeper than just my clientsô internalizing or 

externalizing concerns. The more I dig (facilitate a relationship with empathic 

understanding) the more I discover other factors in the clientôs life creating distress 

besides the trauma. 

 Like August, Cara Carter continued to ódigô to discover how to competently practice. 

Similarly, both August and Cara Carter use metaphor to explore the continued learning it takes to 

work with children exposed to trauma. Whereas, Claire created a sandtray using miniatures to 

examine the aspects that have contributed to her competence and connected with a construction 

worker, a school bus, and a watering can; ñThe construction worker represents the hard physical 

work out in the field and building myself up to where I am now. The school bus and watering can 

represent my education needed to be competent in the field.ò Claire demonstrated the power of 

sand tray by connecting with the miniatures that symbolized aspects of competence 

development. Further, the same miniatures, metaphors, or imagery may be used but how each 

person makes meaning with those objects can look very differently.  Similarly, Ann Drew used 

symbols to represent their competence journey and said: 

I used colored pencils, using green (growth? Life?) to mark the path. I added yellow for 

óbright spots,ô both for me and for my clients. I added darker scribbles to signify 

challenges and my clientôs trauma. There is a bright yellow patch to remind myself that 

there is strength and lighter emotions within my clientôs lives. I placed buttons and 

notions along the path, bigger ones to represent how heavier the challenges will be until I 

gain confidence, knowledge, and experience. I added a clear jeweled button the yellow 
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spot to magnify the hope it contains. The butterfly is a transformational object and so is 

what I want to become. 

The participants conveyed, through metaphors that they connected with, in a playful and 

creative way to connect with competence in a deeper way. The visual reflective journals 

supported participants in exploring aspects of their competence journey that was not consciously 

present; it was not until the use of the visual reflective journals and the use of symbols, 

metaphors, and imagery that allowed them to examine their journey to building competence. Just 

as children may use imagery, symbols, sand tray, drawing, and metaphors, participants were able 

to make meaning and connect abstract items to their personal experiences.  

Basic Theme: Competence as a Journey  

Another notable finding included participants portraying their competence as a journey 

instead of a final destination. This emergent theme highlights the participantsô valuing continuing 

education/trainings, learning from their clients and families, continuing to obtain more clinical 

experience, and supervision. Participants did not convey an endpoint where competence would 

be completed, instead, they identified a career-long journey of building competence. They noted 

the continued opportunities for growth and as ethical counselors, they are mandated to stay-up-

to-date with practices in the profession. Four participants explicitly identified competence as a 

journey. Ray discussed her journey to competence: 

The path starts ósuper green,ô lacking experiencing but gradually transitioning to lighter 

shades of green and eventually a ógolden pathô with ógolden gates.ô This final stop on the 

path represents a sense of feeling that Iôve óarrived.ô However, in the distance beyond the 

gate, there are more paths and more trainings because the learning journey that supports 

competence does not end. 
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Ray realized during her visual reflective creation and journal, that competence is not at 

the ógolden gateô at the end of the path but instead, there are numerous paths that lead to more 

trainings. This newfound understanding happened at this moment for Ray that there is no end 

point in competence. This seems to be a phenomenon experienced by counseling students, that 

once they have graduated and are practicing, they will be more competent, just to discover, there 

are still gaps in their competence and they will always need continuing education/trainings. 

Acknowledging there is no fixed end point that one reaches competence, AJ said, ñNot only do 

the books represent the schooling to begin the licensure process, but the lifelong continuing 

education and trainings that will be needed to most effectively provide services.ò Moreover, AJ 

understands that continuing education/trainings will contribute to building competence during 

her entire career. This mindset was identified by Christian as well, ñI keep going through more 

and more trainingséò The participants acknowledged and identified that competence is an ever-

evolving journey. Participants are required and expected to be competent and these three 

participants acknowledged the role of continuing education/trainings as a major contributor to 

their life-long journey. This life-long journey of competence development was also conveyed as 

actual clinical skill and experience. August said, ña big part of my journey has consisted of 

tuning into this new sense or ósuperpowerô and trying to become familiar with it.ò August 

articulated that his journey is a continued exploration in working with this special population, 

using play therapy which is a unique modality.  

The helping profession requires a high level of competence to provide effective care to 

clients. The participants articulated recognizing early on in their careers that competence 

development is a journey and the field requires continued competence development. Lee 

conveyed this by saying:  
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It is a lot of extra work and stress for the therapist. While itôs a little disheartening 

realizing how much work is involved, it makes me feel a little more emboldened to know 

that I am cultivating a skill that is in extremely high demand and is really important.  

This quote embodies the real experience of counselors in the field who understand the 

necessity to build competence while also identifying that it takes a tremendous level of work to 

continue to build competence. The participants are passionate about working with this population 

and conveyed the importance of ethical practice. The journey of competence involves staying up-

to-date with evolving evidence-based modalities and interventions, staying informed with global 

events happening in the world and in their communities, and continuing counselor development 

which all requires a life-long journey.  

Basic Theme: Clinical Experience  

Five participants explored the importance of clinical experience in building competence. 

The participants highly valued their clinical placement sites during graduate school and 

experienced a similar experience post-graduation. Graduate coursework may include experiential 

activities in didactic courses, however, participants conveyed how much they learned when in the 

counseling room with their clients during clinical placement sites and post-graduation clinical 

practices. Two participants specifically identified the experience itself as the competence builder. 

Ann Drew said, ñexperience is the ultimate teacherò signifying the importance of the therapeutic 

experience. Further, book knowledge, education, trainings, and the like all serve a purpose in 

counselor competence, but nothing compares to the therapeutic environment. Christian further 

illuminated that she believes her competence comes from ñsee more and more clients.ò It is that 

direct exposure to children exposed to trauma in play therapy that promotes further competence 

development.  
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Two additional participants discussed how their knowledge, education, and training 

combined with clinical experience promotes further competence development. Ray said, ñI 

suppose part of developing competence is also identifying what does not work, which is a 

practice of application over theory.ò Ray described application of her competence in the play 

therapy room with child trauma survivors and finding what works and does not work according 

to the knowledge learned from what is happening in the counseling space. This experience may 

then lead to tailoring strategies, interventions, and modalities to each unique client and their 

needs. At least a foundational knowledge of the theoretical orientation or intervention to know if 

it is helpful or not for the client. Ray conveyed that knowledge takes a counselor so far; it is then 

how the counselor applies what they know with their clients that build competence. This 

experience can also lead to counselors identifying the gaps in their competence. When 

counselors have an awareness of the gaps in competence, they can take proactive steps such as 

seeking out continuing education/trainings and/or supervision and consultation as needed. Rayôs 

way of learning is through application whereas August said: 

éthe more you get a sense for how it [trauma] shows up in the childôs play, and soon the 

play becomes like a language where you are able to pick up on underlying themes and the 

pain underlying their seemingly ordinary play experience. 

Augustôs experience highlighted that experience with trauma survivors in play therapy 

leads to building competence by understanding what the child is showing the play therapist in 

their play and being able to identify and assess the themes in the play. It is being able to go 

beyond the act of playing and examining the nuances of the play experience through a trauma-

informed lens Similarly, Cara Carter said, ñmaybe more of what theyôre [children] internalizing 

is absolutely an effect from their trauma and when we donôt push a child when weôre able to 
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allow them to simply be, how those will reveal themselves in their own time.ò Cara Carter 

articulated using her competence to understand how behaviors may be due to trauma and that if 

counselors push children to process their trauma, they may enter fight-flight-freeze responses. 

Therefore, these two participants use their clinical experience and observations to build their 

competence.  Thus, while participants appreciate continuing education trainings to build their 

competence, they also believe that hands-on experience where they apply what they have learned 

also builds their competence. Through practice, participants gain a deeper understanding of 

theory, application of theory, and the unique aspects that may work for one client and not another 

client. Moreover, clinical experience is an immersive experience that provides the participants 

with insights into strengths and growth areas along with navigating complex client cases which 

promotes their competence.  

Basic Theme: Cultural Awareness  

When exploring participantsô understanding of the connection between trauma and 

culture, participant responses provided a glimpse into their cultural competence. Participants 

described ways they are practicing through cultural awareness to build their competence and 

conveyed cultural competence by discussing the importance of family. However, not all 

participants indicated feeling competent in this area. Participants indicated the need for 

additional training and again themselves, sought out opportunities to gain experience and 

understanding to better serve their clients. Recognizing the populations that are being served and 

the new requirement of the registered play therapy credential to require social and cultural 

diversity trainings, there is a need to build competence working with diverse clients. Overall, 

four participants articulated how they demonstrate a cultural awareness to build their overall 

competence. Specifically, Lee said, ñThat is a huge thing that Iôm working on and a huge thing 
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Iôm consulting on and connecting with communities and stuff is because mental health has such 

a different lens depending on your culture.ò Lee acknowledged the nuances surrounding culture 

and that cultural competence is a journey; it requires additional knowledge and training. 

Similarly, to Lee, Claire discussed what she finds as helpful tools to demonstrate cultural 

awareness with her clients, ñI think a lot of it just comes from learning and educating myself 

through different readings and also just having conversations with people, especially from 

different cultures.ò Lee and Claire highlight the continued competence development and the 

importance of conversations with communities. While the two participants identified continuing 

to build their cultural awareness, Ann Drew and Cara Carter explicitly identified how continuing 

education/trainings can be useful to build cultural competence. Ann Drew said, ñthatôs where Iôd 

really like to have additional training.ò Similarly, Cara Carter said: 

When I feel that thereôs a particular maybe cultural background and I feel less familiar 

with, I might be more intentional about pursuing those types of trainings. Itôs definitely 

also seeking out what I feel I donôt know, or I know would be valuable to know as itôs not 

something in my wheelhouse. 

Participants communicated that their journey in cultural awareness and specifically 

cultural competence is a journey. Participants may feel culturally aware and competent in some 

aspects, however, if there are areas, they feel less competent in, participants identified the need to 

obtain further training. Each participant identified their cultural awareness which also includes 

gaps in cultural competence. Additionally, participants shared the importance of family when 

working with child trauma survivors.  

All the participants discussed the importance of understanding the children, the family, 

and the way trauma is understood and expressed through a cultural lens. Each participant 
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described nuances that they have experienced which has contributed to their competence 

development. Ray said, ñI think knowing family dynamics, culturally, how they show up, in 

trauma or any counseling, I think that has been significant, and just trying to understand some of 

the layers to the way that different families and different value sets are presenting in the trauma 

process.ò While Ray highlighted how trauma is discussed or expressed in families and how it 

may show up in the trauma process, AJ identified the importance of asking questions to further 

develop a deeper understanding thus building competence working with diverse clients. AJ said, 

ñasking questions is the only way that Iôm able to even pretend Iôm semi-competent. Itôs being 

able to say I donôt know this thing. Iôm going to need you to help me learn these thingséò Both 

Ray and AJ build their cultural competence by learning about the family as much as possible to 

better support the child they are working with. Two participants conveyed the importance of 

partnering with families and not only building a therapeutic rapport with the child client but also 

the adults involved in the therapeutic process. Lee said,  

A lot of the parents, especially parents from different cultures, different than the 

mainstream United States, western medical, mental health model, they under-report 

traumatic experiences. It seems like they really need to have that connection first, and 

they really need to know that I care and see how I react to them and how I connect with 

them and how I respect their values. 

Lee shared his cultural awareness and acknowledged the therapeutic rapport with the 

family as a protective factor in the trauma process. By connecting with the family, the 

relationship leads to openness and vulnerability that further supports the treatment process for 

the child involved. Similarly, August stated, I think about the family and how the family has dealt 

with their own trauma.ò August conveyed that knowing about the familyôs history and their own 
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experiences with trauma, which takes a level of therapeutic rapport can promote a deeper 

understanding in the trauma process. Lee and August discussed the importance of the family and 

rapport to assist in developing a deeper understanding which enhances cultural competence.  

Two participants explained cultural differences that show up in the counseling room. 

These cultural differences are acknowledged and considered throughout the therapeutic process.  

Ann Drew stated that there are cultural differences in how emotions are explored and processed; 

ñthat can lead to some isolation or just deal with your emotions, push them down.ò Similarly, 

Christian said: ñsome families, itôs okay to talk about things. In other families, we donôt tell the 

school, or we donôt tell anybody outside of our family what happens.ò This understanding is 

developed from conversations with families. Through those conversations, competence is further 

developed to support each unique family and their needs.  

Participants acknowledged that when there are gaps in their cultural understanding, which 

is inevitable, they seek out additional support including continuing education/trainings and 

obtain supervision or consultation. Further, participants articulated their cultural awareness and 

notably, the nuances of family dynamics. Participants discussed the important role families have 

in the overall trauma process. Cultural awareness enhances cultural competence by fostering a 

deeper understanding of each family and their backgrounds to better support their children 

exposed to trauma.  

Organizing Theme 3: Confidence  

The participants explored how they describe their confidence when working with 

children exposed to trauma in play therapy. Through this exploration, participants identified 

continuing education/trainings as important to build confidence as they described it contributes 

to competence. Additionally, the participants identified how supervision and colleagues 
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contribute to their confidence. The visual reflective journals supported confidence exploration 

specifically with the theme of play therapy characteristics and attitudes. Participants used 

imagery, metaphor, and symbols to explore the nuances of play therapy characteristics and 

attitudes and the connection to confidence. The visual reflective journals served as a catalyst for 

the participants to make meaning between their characteristics and attitudes and confidence 

development. Participants expanded their own understanding of contributors to confidence which 

would have been missed without the innovative method utilized. Lastly, the participants 

identified cultural humility as a contributor to building their confidence when working with 

diverse families.  

Basic Theme: Continuing Education/Trainings  

 A notable theme emerged when exploring confidence. Continuing education/trainings, 

was impactful for competence development and contributed to confidence amongst the 

participants. Four participants identified the utility of continuing education/trainings to assist in 

building confidence. This notable theme was identified in the interview process and was 

enforced in the visual reflective journaling process. The continuing education/trainings combat 

the self-doubt and increase trust in the counselorôs competence, theoretical orientation, and 

interventions utilized. Two participants identified trusting in the information provided in the 

trainings and through that trust, they feel confident in the modality. Cara Carter said, ñThe 

trainings help me get a better sense of the research thatôs being poured into play, which makes a 

lot of my work feel more empowered because the outcomes are also showing there.ò The 

trainings that are created based on the research contribute to Cara Carterôs trust in the process 

and her confidence increases when she sees outcomes in the play therapy room. Ray recognized 

the value of continuing education/trainings to her confidence while also identifying the self-
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doubt that can impact her confidence at times. Ray said, ñItôs probably like 70-30 [70 trainings 

and 30 personal] where Iôm like, óI know what Iôm doing, Iôve got this, Iôm doing really wellô and 

then there is that 30% of me going, ówell are you sure?ôò That self-doubt may still linger but the 

trainings helped Ray feel confident enough to support her clients. The two participants conveyed 

that education and knowledge is a necessary contributor to then apply what has been learned 

from the trainings and when the participants are using play therapy, their confidence increases.  

 Two participants discussed specific examples of the information gained from continuing 

education/trainings that has contributed to their professional development thus increasing 

confidence.  AJ said, ñI am much more confident at being able to identify the themes and being 

able to discern, I guess, what the kiddo is actually trying to put out on the table.ò The trainings 

assisted AJ through learning themes in play therapy and how to understand the symbolism of the 

play more deeply. Claire conveyed learning how to communicate the impacts of trauma for 

children to adults which has built her confidence over time. Claire said:  

All the trainings that I went through in the past couples of years as well has really just 

built up that confidence level of not only feeling like I have the knowledge to understand 

how trauma impacts children, but how I can best show up and meet their needs where 

theyôre at in that moment, and also help learn how to be their voice and understand what 

is happening inside of them and having that confidence to go to whoeverôs in their lives, 

whether itôs a caregiver or a teacher, and really informing others, óthis is whatôs 

happening.ô 

 By obtaining continuing education/trainings, building competence, and then applying 

what she has learned, Claire is able to rely on their knowledge and experience in the play therapy 

room to explain what is happening to the adults involved and by being able to do that, builds 
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confidence. The participants conveyed a connection between their developed competence from 

continuing education/trainings that correlate with their confidence. As the participants acquire 

continued knowledge and training, they feel more comfortable in their delivery of play therapy 

with children exposed to trauma thus building their confidence.  

Basic Theme: Impact of Supervision and Supportive Colleagues  

Supervision has been a valuable resource for most of the participants throughout their 

education and training and was identified as a source of confidence building as well. 

Additionally, the participants identified how crucial their colleagues are when building 

confidence working with this population. These supportive colleagues did not need to provide a 

formal supervisory relationship to impact participantsô feelings of confidence. Consultation with 

colleagues allows for an informal process to delve into their internal and external thoughts and 

feelings and in this supportive environment, confidence is fostered. Through the interviews and 

further enforced in the visual reflective journals, a parallel process emerged. Supervision and 

consultation with colleagues became a holding environment (Winnicott, 1960), and in that 

holding environment that is a secure and supportive environment, participants can openly 

explore and process their thoughts and feelings. Participants can process and leave their thoughts 

and feelings in that holding spacing. The holding space is like the space created in the play 

therapy room. The room itself becomes a container to hold all the emotions, thoughts, and 

experiences of the child with a supportive adult, the play therapist, there to support the child in 

their exploration and processing. Further, supervision and consultation increase the participants 

confidence by sharing their client cases, receiving support, and obtaining feedback.  

Three participants explicitly identified how supervision has been impactful in building 

their confidence along with how supportive colleagues contribute to their confidence. This 
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finding suggests that there may be days or weeks where there is self-doubt and imposter 

syndrome and through supervision and consultation, there is support that can contribute to 

maintaining a level of confidence or a space to feel heard and understood regarding struggles 

with clients. The level of support, trust, and care in these spaces helped the participants feel 

confident enough to work with children exposed to trauma using play therapy. Lee described his 

supervisor and his colleagues saying, ñthat made me feel more confident, knowing that I have 

people I can turn to.ò Leeôs experience with his supervisor and colleagues demonstrates an 

openness to obtain and receive support and an acknowledgement that he does not have all the 

answers. Similarly, Ann Drew, as a newer counselor in the field understands the role of 

supervision.  Ann Drew said, ñAs a newly minted therapist, Iôm not going to have all the 

answerséI have supervision for a reason and itôs okay to ask the questions and not feel as 

confident.ò The confidence comes from knowing that if there are gaps in understanding and 

knowledge, that the supervisors and colleagues will help them fill those gaps. Similarly, Claire 

stated:  

All these different types of resources and supports that I had really helped build my 

confidence level and pushed me to learn as much as I could about trauma work and how 

it shows up and what it looks like with children and really feeling that confidence to work 

specifically and network myself and working with just that population. 

The participants acknowledged how their confidence increases by having supportive 

supervisors and colleagues. All the participants are provisionally licensed counselors who are 

still developing their counseling skills and abilities; therefore, it is developmentally appropriate 

for the participants to seek out support from their supervisors and colleagues in times of self-
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doubt, concern, or to validate their treatment plan. Having a strong supportive network not only 

combats self-doubt but promotes confidence.  

Basic Theme: Play Therapist Characteristics and Attitudes 

Another profound theme emerged from the visual reflective journals that was not 

discussed in the interviews. Through the visual reflective creations, participants utilized visual 

representations that appeared to facilitate reflections regarding characteristics and attitudes of a 

confident play therapist. Like competence and the use of imagery, metaphor, and symbols, 

participants conveyed confidence through this modality to explain how their counselor stance 

impacts their confidence. Six participants identified play therapist characteristics and attitudes 

that convey competence in the play therapy room. The play therapist holds unique characteristics 

and attitudes to support the child in play therapy. Further, the four participants explored how 

these characteristics and attitudes that they embody and how those characteristics and attitudes 

build confidence. When the participants can maintain the characteristics and attitudes, they can 

better meet the needs of the child trauma survivors which assists the trauma process, therefore, 

increasing confidence. Lee described a confident trauma-informed play therapist as having, ña 

smile and closed eyes similar to a Buddha because I feel at times that finding inner peace 

amongst the chaos is an important skill for a therapist.ò It is having the ability to remain 

regulated and trust in themselves to be a container for their clients and to create a helpful healing 

space. Ray highlighted that confidence is conveyed through a continued curiosity and 

compassion and how self-care and boundaries combat towards self-doubt. Ray said:  

Her cape names the things that uniquely qualify her to do this work (curiosity, 

compassion, therapeutic powers of play, attunement, attachment). She is supported by a 

foundation of óknow(ing) my limits, self-care, and therapeutic boundaries. 
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Ray conveyed how she demonstrates confidence in the play therapy and the necessary 

personal work required to engage in this career to mitigate self-doubt which increases her 

confidence. Similarly, August discussed how he is a holding space for his clients. By confidently 

being a holding space, August said:   

In this way the therapistôs hands not only represent holding the space for the client but 

also represent the active work the therapist has to do in order to óbe withô the child, so, 

the hands not only just hold the space for the client but also help hold the space for the 

therapist as well. 

August articulated the óbe with attitudesô that play therapists learn about and embody. 

Through this embodiment, August conveyed confidence in being able to use the óbe with 

attitudesô to support child trauma survivors in play therapy. Two participants also described a 

confident play therapist as someone who can maintain a stance of regulation in the play therapy 

room when working with children exposed to trauma. Participants conveyed that to be confident 

in themselves means to demonstrate regulation when oftentimes, children who have experienced 

trauma enter the play therapy space as dysregulated and it is the job of a play therapist to be a 

regulated adult for them. August said, ñéwhere I get in touch with compassion, which, for me is 

the force that keeps me grounded in my roleéòSimilarly, Cara Carter said, ñIn this drawing, I 

have myself drawn with a thought bubble type of graphic surrounding the other objects. This 

drawing somewhat represents how I ground myself prior to a session with my clients.ò Both 

August and Cara Carter believe that by being grounded in the play therapy room and in their 

bodies, assists in feeling confident when working with child trauma survivors. Regulation and 

being grounded in the play therapy room allow the participants the ability to attune to their 

clients, identify themes, and become a container for all the emotions, thoughts, and experiences. 



113 

Lastly, Claire identified herself as a woman superhero and how she used a small girl figure 

standing behind the woman superhero to convey the message that many counselors become play 

therapists, ñfor the love of play and connection, sometimes feeding the small child soul we have 

inside.ò Claire articulated authenticity in the belief and value of play and when the play therapist 

exudes this belief and value, they feel more confident in themselves and in the modality. 

Moreover, when the participants experience these play therapist characteristics and attitudes in 

the room, they feel confident in their ability to do this work.  

Basic Theme: Cultural Humility  

The last notable theme that emerged was the connection with confidence and cultural 

humility. Cultural humility requires a level of self-awareness and an openness to learn about 

diverse cultural perspectives. Embracing cultural humility allowed the participants to have some 

confidence being able to navigate cultural dynamics. Four participants spoke to how they are 

confident practicing cultural humility and allowing discomfort or uncomfortable conversations to 

best serve the families and children they work with. By acknowledging cultural humility, 

participants were confident in their cultural sensitivity.  

Participants recognized that they cannot know everything about every culture, therefore, 

there is a confidence in being able to name this and sit in the discomfort of not having all the 

answers or not fully understanding a familyôs experience right away. Lee said: 

I feel confidently that I can support families to the best of my ability, even though I 

identify as a member of a different community or a different race or a different ethnicity. I 

feel confident expressing my lack of confidence or my lack of ability to put myself in their 

shoes.ò 
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 Lee trusts in his ability to sit in discomfort and identified the importance of being honest 

with his clients along with conveying broaching and Claire centers their cultural humility on 

feeling confident in asking questions and the importance of respect. Claire said, ñI think part of 

my learning is learning how to ask questions for clarification to make sure I am being respectful 

of everybodyôs wishes and views and cultural beliefs.ò Thus, being able and open to ask 

questions and try to understand each familyôs unique dynamic encompasses cultural humility. 

Similarly, Ann Drew identified the stance she uses to convey cultural humility thus feeling 

confident about this skill. Ann Drew said, ñA lot of curiosity and constantly asking myself if Iôm 

making those assumptions.ò Whereas, Cara Carter spoke specifically to working with children 

and how they demonstrate cultural humility by, ñLetting the child teach me at times.ò Cara 

Carter demonstrates confidence by trusting that the play therapy room is equipped to provide the 

child the play items necessary to teach her about that childôs culture, race, ethnicity, and other 

identities.  

Moreover, the participants develop confidence by using cultural humility. Participants 

acknowledge what they do not know, the importance of asking questions and clarification, 

checking their own biases, and trusting that the play therapy room can offer the child 

opportunities to share about their culture. The participants conveyed their passion to supporting 

children exposed to trauma in play therapy and a desire to use cultural humility to better support 

the children they serve. Cultural humility is a helpful tool that has supported the participantsô 

confidence journey.  

Chapter Summary 

 In this chapter, the themes emerged from the responses by the participants in the initial 

interview, the three visual reflective journals, and the closing interview based on the overarching 
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research question: how do new provisionally licensed counselors who work with children who 

experienced trauma in play therapy describe their experiences with trauma-informed 

development? The main themes identified were: a) graduate training, b) competence, and c) 

confidence. Moreover, this study identified a desire for more didactic training, an appreciation 

for clinical experience and supervision, and the contributing factors to competence and 

confidence development. The findings provide potential implications to enhance counselor 

education and what is currently helpful and less helpful for new counselors who are working 

with children who have been exposed to trauma. Chapter Five reviews the implications for 

counselor education training and preparation, limitations associated with the study, and 

recommendations for future research.  
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Chapter Five: Discussion  

This basic interpretive qualitative study explored the intersection of three specific 

aspects: the mental health needs of children with exposure to trauma, the utilization of play 

therapy as a developmentally appropriate and trauma-informed modality, and counselor training 

specific to competence and confidence. Childrenôs mental health struggles continue to rise (Data 

Resource Center for Child & Adolescent Health, 2020) and the rise necessitates competently 

trained counselors working with this population. Furthermore, when considering the rates of 

trauma affecting children (Cronholm et al., 2015; Felitti et al., 1998; Substance Abuse and 

Mental Health Services Administration, 2023; van der Kolk, 2005), new counselors must be 

trained to provide trauma-informed, ethical, and effective child mental health care. 

Unfortunately, researchers found counselors do not feel adequately trained to work with crisis 

and trauma survivors (Wachter Morris & Barrio Minton, 2012).  

The purpose of this study was to identify counselor training and preparation during 

graduate school and post-graduation to examine contributions to new provisionally licensed 

counselorsô competence and perceived self-efficacy when providing play therapy to children 

exposed to trauma. Through qualitative interviews and visual reflective journals, I examined how 

eight provisionally licensed counselors working towards their registered play therapy credential 

describe their competence and confidence working with child trauma survivors in play therapy. 

This qualitative study utilized a semi-structured interview, three visual reflective creations and 

journals, and a closing interview. During the closing interview, I provided preliminary themes 

and quotes that were salient which provided the participants an opportunity to share their 

opinions, edits, and expansion of content. In addition to interviews, an innovative methodology 

was used to understand through a creative modality, how participants portray and describe their 
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competence and confidence. Further, on an epistemological level, I aligned with a social 

constructivist point of view which is inherently how basic interpretive methodologies are 

grounded (Kahlke, 2014). Therefore, I determined the basic interpretive design within qualitative 

methodology as the most appropriate approach for this research design. In alignment with the 

basic interpretive design, I utilized thematic analysis (Percy et al., 2015) to analyze data and 

explored participantsô experiences and perspectives. Thematic analysis is not grounded in a 

theory like interpretative phenomenological analysis or grounded theory, offers flexibility while 

also providing clear stages of data analysis, and is interested in understanding the experiences 

and meanings across the entire data set (Braun & Clarke, 2006). Through thematic analysis and 

development of emergent themes, it was important to explicitly illustrate the connection of 

themes. Further, I utilized a thematic network (Attride-Stirling, 2001) to illustrate the emergent 

themes. The thematic network was utilized as a tool to depict the interplay among the identified 

themes and research questions.  

To best understand participantsô experiences, I utilized numerous steps to ensure the 

trustworthiness of the results. Prior to beginning data collection, I provided a positionality 

statement. Additionally, throughout data collection, I utilized reflexive journaling before and 

after interviews and collection of all three visual reflections, and memoing. Moreover, for the 

memoing process, as I coded the data and created themes, I used Saldanaôs (2016) prompts to 

support the process. Additionally, after each interview, I provided the participants transcripts 

from their interviews for their review and asked participants to amend as necessary to ensure 

accurate representation of information. I engaged in these methods to decrease any possible 

influence I might impart on the data. This basic interpretive qualitative study aimed to 

comprehensively explore aspects of counselor training and preparation for this specific 
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population. Within this study, I examined participantsô experiences of competence and 

confidence working with children exposed to trauma using play therapy.  

Competence and Perceived Self-Efficacy Conceptual Frameworks 

 Two conceptual frameworks guided this research study, the American Psychological 

Associationôs (APA) trauma framework and Albert Banduraôs self-efficacy theory. In this 

research study, I examined competence and perceived self-efficacy to inform the understanding, 

opinions, and experiences of new provisionally licensed counselors working towards their 

registered play therapy credential. APA created a trauma competency framework that includes 

ñknowledge, skills, and attitudesò (Cook et al., 2019, p. 409). Five core competencies comprise 

the framework which include: ñscientific knowledge about trauma, psychosocial trauma-focused 

assessment, trauma-focused psychosocial intervention, trauma-informed professionalism, and 

trauma-informed relational and systems.ò (Cook et al., 2019, p. 412). Scientific knowledge is the 

first core competency of the framework (Cook et al., 2019) and all the participants demonstrated 

a level of scientific knowledge regarding childhood trauma.  

The second core competency was not assessed. I did not examine or discuss participantsô 

use of psychosocial trauma-focused assessments (Cook et al., 2019, p. 412) and their competence 

and perceived self-efficacy to utilize such assessments. This study centered on overall helpful 

and less helpful aspects that contribute to competence and confidence and not specific skills, 

such as assessments. The third core trauma competency includes trauma-focused psychosocial 

intervention (Cook et al., 2019, p. 412), which participants provide, play therapy, as they work 

towards their clinical and play therapy licensure. Participants identified the trainings on play 

therapy that have contributed to their competence and acknowledged the research that has 

consistently demonstrated play therapy as an appropriate modality to treat trauma in children. 



119 

The fourth core trauma competency included ñtrauma-informed professionalismò (Cook et al., 

2019, p. 412). Participants conceptualized the importance of competence in this helping 

profession and identified numerous contributors to ensuring they are practicing ethically when 

working with this population. Lastly, participants conveyed how they work with child trauma 

survivors and their families, aligning with the last core competency, trauma-informed relational 

and systems (Cook et al., 2019, p. 412). The participants demonstrated a cultural awareness to 

include families in the trauma process and described how they might communicate trauma to 

other adults involved in the childôs life. Further, discussed the importance of taking the necessary 

time to build a therapeutic rapport with the families, understand their beliefs and values, and 

cultural nuances that are important when working clients.  

When examining self-efficacy, while there are subtle differences between self-efficacy 

and confidence, for the context of this research study, I used the word óconfidenceô with the 

participants. For the purposes of this study, the words are interchangeable. Albert Bandura (1977) 

created self-efficacy theory, defined as, ñthe conviction that one can successfully execute the 

behavior required to produce the outcomesò (p. 193). The perception of self-efficacy is 

considered to influence how the activity/task is performed (Bandura, 1977). There are four tenets 

of self-efficacy that Bandura (1977) described that include: mastery experience, vicarious 

experience, verbal persuasion, and physiological and affective states. Bandura (1977) discussed 

mastery experience as reflecting on experiences that occurred in the past that were successful. 

While participants did not convey this message explicitly, all the participants were exposed to 

mental health interventions with child trauma survivors during their graduate program and 

continued doing so post-graduation. Participantsô continued engagement in play therapy with 

child trauma survivors may signify that participants saw the benefits and effectiveness of using 
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this modality with this population, despite experiences of self-doubt at times; Bandura (1977) 

defined vicarious experience as a witness of someone elseôs success. Many participants 

articulated the benefits of supervision and consultation in their training and preparation not only 

because of the support but also because these individuals shared a similar passion and worked 

with this population themselves. Participants valued supervision and consultation to hear the 

successes as well as discuss the struggles. Additionally, participants recognized the importance of 

using evidence-based modalities and interventions and have access to the extent research that 

supports play therapy, therefore, participants have witnessed by reading the results of numerous 

peer-reviewed research studies to prove play therapyôs efficacy.  

The third tenet includes verbal persuasion, where a respected third party can positively 

influence individualsô self-efficacy (Bandura, 1977). As mentioned previously, participants 

respected and valued their supervisors and colleaguesô feedback, critiques, and support. 

Participants acknowledged experiences of self-doubt that has impacted their confidence; 

however, the self-doubt did not preclude them from using play therapy but rather increased their 

seeking support and guidance from their supervisors, colleagues, and continuing education 

training. Participants explicitly identified how their supervisors and colleagues contribute to their 

confidence (i.e., self-efficacy). The final tenet is physiological and affective states (Bandura, 

1977) described as a play therapistôs countertransference, deep empathy, burnout, compassion 

fatigue, or vicarious trauma that may be present. Participants identified the importance of being 

grounded in their bodies and nervous systemsô and regulated in the play therapy room; two 

participants specifically discussed the necessity to practice self-care due to the challenges of 

being a witness to child trauma survivorsô stories and experiences. I engaged both Banduraôs self-

efficacy theory and APAôs trauma frameworks as the foundation for this research study.   
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Discussion of Key Findings  

Childrenôs mental health concerns are increasing in the United States (Data Resource 

Center for Child & Adolescent Health, 2020; NSCH, 2020) increasing childrenôs need for 

developmentally appropriate mental health interventions. Children deserve access to mental 

health care and therapeutic services that encompass their developmental needs while also 

incorporating trauma-informed practices. Understanding the rise of mental health concerns and 

the collective trauma along with the effects of COVID-19 (Theberath et al., 2022), this study 

highlighted gaps in counselor preparation and training and acknowledged impactful contributions 

to competence and perceived self-efficacy.   

Using thematic analysis (Percy et al., 2015) and a thematic network (Attride-Stirling, 

2001), I identified the global theme of trauma-informed play therapy which includes three 

organizing themes of graduate training, competence, and confidence. Through exploration and 

the emergence of organizing themes, graduate training, competence, and confidence were 

described in reference to the research question: how do new provisionally licensed counselors 

who work with children who experienced trauma in play therapy describe their experiences with 

trauma-informed development. Further, in answering the sub-research question: what training 

and preparation have new provisionally licensed counselors undergone towards trauma-

informed development working with children who have experienced trauma in play therapy, 

participants explored the lack of didactic courses, the support of supervision to assist training and 

preparation, and each participant listed continuing education trainings they have obtained. 

Further, a majority of the exploration regarding the main research question was emphasized 

when exploring graduate training. Within each organizing theme, basic themes and sub-themes 

emerged from the participants. Graduate training included: a) desire for more university training, 
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and b) clinical placements and supervision. The remaining two organizing themes answered the 

sub-question of: how do new provisionally licensed counselors describe their counselor 

competence and perceived self-efficacy when working with children who have experienced 

trauma. Competence encompassed: a) continuing education/trainings, b) unrecognized 

competence, c) the use of metaphors, d) competence as a journey, e) continued clinical 

experience, and f) cultural awareness. Confidence included: a) continuing education/trainings, b) 

supervision and colleagues, c) play therapist characteristics and attitudes, and d) cultural 

humility.  

As a form of data collection, participants engaged in innovative visual reflective creations 

and journals to further understand their experiences. The visual reflective journals aligned with 

Deaver and McAuliffeôs (2009) study using reflective visual journaling with counseling students 

and Parikh et al. (2012)ôs study using video journaling with school counseling students. Using 

expressive creations and then journaling, participants explored, expanded, and processed their 

experiences, opinions, and perspectives to their competence and confidence journey allowing for 

increased depth and breadth of their experiences. While researchers most often use interviews in 

qualitative research (Creswell, 2013) this study demonstrated how a creative, expressive method 

can provide a new and more nuanced perspective allowing participants to expand, go deeper, and 

similarly to Parikh et. alôs (2012) study, make meaning through the visual reflective journals. 

This innovative method contributed significantly to this present study.  

From participant interviews and reflective activities, I identified eleven key findings 

reported within this chapter that align with the thematic network that emerged from the 

interviews and visual reflective journals. The key findings are grouped based on the thematic 

network (Attride-Stirling, 2001). First, the theme of graduate training, clinical placements, and 
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supervision are discussed. Competence is then explored regarding the main findings. Lastly, 

confidence is explored. All together, these findings contribute to the gaps in the extent literature 

and provide a clear rationale regarding the status of counselor training and preparation along 

with implications to be considered to better prepare the next generation of counselors and to 

better support childrenôs mental health needs.  

Graduate Training  

One notable finding that aligns with the extent of literature is participantsô desire for more 

university training. Numerous researchers found counselors do not feel equipped to work with 

trauma survivors (Cook et al., 2019; Layne et al., 2011; Moh & Sperandio, 2022; Wachter Morris 

& Barrio Minton, 2012). Within this study, seven out of eight participants enrolled in a trauma 

and crisis course, however, the overwhelming consensus reflected little to no content specific to 

child trauma survivors within the course. Moreover, participants reported a lack of adequate 

foundational knowledge of childhood trauma prior to working with clients in their placement 

sites. Despite the lack of knowledge, each participant completed their practicum or internship 

site where they worked with child trauma survivors.   

The 2011-2020 Behavioral Risk Factor Surveillance System (BRFSS) data found at least 

one ACE has been reported across the United States by 63.9% of adults (Swedo et al., 2023) 

which signifies over half of all adults in the United States experienced a trauma sometime 

between 0-17 years of age. With two-thirds of the adult population experiencing a trauma before 

the age of 18 years old (Swedo et al., 2023), this demonstrates that it is imperative for counseling 

programs to equip the next generation of counselors with the knowledge and skills required to 

work with trauma survivors effectively and ethically. In the FFY 2019 report, 656,000 cases of 

child abuse and neglect were reported and tragically 1,840 children died from abuse and neglect 
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(U.S. Department of Health & Human Services, Administration for Children and Families, 

Administration on Children, Youth, and Families, Childrenôs Bureau, 2021). The rates of child 

abuse and neglect continue to rise (SAMSHA, 2022) along with adverse effects from COVID-19 

(Theberath et al., 2022) and other factors, therefore, the demand for child counselors who are 

trained in trauma only continues to increase. COVID-19 brought on social isolation, family 

members becoming sick or passing away, job losses resulting in food insecurity, and exposure to 

trauma (C®nat & Dalexis, 2020). Barrio Minton (2012), Greene et al. (2016), and Sawyer et al., 

(2013) found that participants who obtain specific content courses increased their perceived self-

efficacy.  

Further, the participants highlighted that the required trauma course seems to be missing 

the mark regarding childhood trauma. This study also identified that the combined approach to 

this course may not be the most appropriate fit. Moreover, this study demonstrated the variety of 

content covered (i.e, natural disasters, broad trauma content, and crisis). Therefore, counseling 

programs may consider how to create or amend course curriculum to provide specific content 

courses to better support the next generation of counselors in the field.  

One study examined if and how neurocounseling is discussed in CACREP-accredited 

masterôs programs and found that neurocounseling is least likely to be focused on (Montague et 

al., 2020). This study highlighted how childhood trauma is rarely discussed in this required 

course. Further, Montague et al., (2020) found that crisis courses are taught most of the time 

(62.2%) with trauma courses that follow at (41%). This study found a gap in education and 

training regarding neurocounseling as this study found a gap as well in childhood trauma. While 

crisis knowledge is important and necessary, again, it is unclear how universities or professors 

are making decisions on what content to cover given the research and the clear trauma 
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prevalence in the United States, specifically, children exposed to trauma. Therefore, there may be 

challenges within universities and factors specific to faculty that decide what and how content is 

taught. These emerging clinicians experience a steep learning curve as they engage in play 

therapy services and working with children exposed to trauma within the mental health field. 

This lack of preparation and training raises concern regarding ethical issues, specifically, 

pertaining to practicing within or outside oneôs scope of competence (ACA, 2014). 

In addition to a lack of foundational knowledge in trauma, another notable finding 

included minimal play therapy content taught throughout their graduate training. The heightened 

prevalence of ACEs, which occur before adulthood provides evidence that counseling programs 

should consider training students to work with children and adolescents. Fortunately, six out of 

eight participants gained some exposure to play therapy during their graduate program either 

through an elective course or content provided in the child and adolescent elective course. The 

issue, however, is four participants only learned about play therapy in their Child and Adolescent 

course indicating that play therapy was not the sole focus of the content taught. Additionally, 

what was understood from this finding is that some universities do not offer child-specific play 

therapy courses, and for one of the participants, she was unable to take any child-specific courses 

because the child elective course was offered on every other year basis. When examining 

CACREP (2015) Standards, the child and adolescent course is not a requirement because most 

universities offer development courses across the lifespan and students get to choose; that is, if 

the child and adolescent course is even offered.   

Moreover, over half of the participants did not have the play therapy foundational 

knowledge, skills, and attitudes, despite participating in clinical placements wherein they 

provided play therapy services and interventions. The lack of prior knowledge of play therapy 
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increased missed opportunities to understand, through clinical application, the nuances of play 

therapy when compared to talk therapy. Additionally, developmental considerations may have 

been missed, an understanding of the themes in the play may have not been observed, along with 

understanding how childrenôs experiences and trauma present in the play therapy room through 

the toys.  

Play therapy continues to gain exposure within the mental health field, however, 

according to CACREP (2021)ôs Vital Statistics Survey, 427 universities offer a total of 948 

CACREP-accredited counseling programs (e.g., school counseling, rehabilitation counseling, 

clinical mental health counseling), yet according to APT (n.d.), only 160 universities offer a play 

therapy course. While a majority of the participants enrolled in a university that offered either a 

child and adolescent course or a play therapy course, CACREP (2015) does not require students 

to take a child and adolescent course and many universities do not offer play therapy courses.  

One consideration is to expand the number of universities that offer play therapy courses. 

Universities can become an approved center of play therapy and when offering play therapy 

courses to students, this not only provides foundational knowledge but offers an opportunity for 

students to gain exposure prior to entering the field. Further, each graduate credit can count for 

22.5 hours of play therapy instruction which is a significant amount out of the 150 hours of 

continuing education trainings that are required to obtain the registered play therapy credential 

(APT, 2023). This credential is a rigorous process as it is, therefore, universities should consider 

how to better support the fieldôs new child counselors. If new child counselors are better 

supported during their graduate experience, this support can lead to better therapeutic outcomes 

for clients.  
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Play therapy courses are elective courses and not all universities offer play therapy 

courses. If there is such a high demand for child counselors who so desperately need mental 

health care, there are challenges in understanding why universities are not taking action to 

support this need. There is also a clear need in schools for mental health support (Parker et al., 

2023). Fye and Rainey (2021) found that school counselors would benefit from play therapy 

coursework and recognize the many presenting issues that play therapy could serve in the 

schools. Acknowledging that the child and adolescent course and play therapy courses are 

offered as elective courses, there is a probability that counselors in the field may have not 

received either course prior to working with this population.   

Unfortunately, CACREP standards do not provide clear expectations regarding what 

constitutes trauma competency nor is child competency necessary to graduate. If counseling 

students are not placed in a practicum/internship site with their preferred population of interest 

and/or do not gain exposure to work with children until post-graduation, there is an ethical 

dilemma that may come into play which is if new counselors are practicing outside their bounds 

of competence (ACA, 2014). Therefore, new counselors may be expected to work with children 

with little to no foundational knowledge or for new counselors who are interested working with 

this population. 

Working with children requires significant knowledge and understanding of development, 

appropriate modalities, presentation of mental health concerns, and the nuances between 

adolescent and adult approaches versus approaches for children (Ray, 2011) yet, most clinicians 

do not gain this knowledge prior to embarking on their professional career. Within this study, 

participants desired more didactic courses to better prepare them for their clinical work.  

Supervision  
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Another notable finding was the impact of supervision during graduate trainings at the 

clinical placements. Given the lack of didactic content, the significance of supervision during 

their clinical placement experiences is unsurprising. The supervisors held a pivotal role for the 

participants to grow and further develop their clinical skills. Supervision had a significant 

contribution to their professional competency development. CACREP-accredited counseling 

programs acknowledge the importance of both application of content (CACREP, 2015) and 

supervision. To graduate, students are required to complete 600 hours of counseling under 

supervision at their placement sites (CACREP, 2015) suggesting the importance of the 

facilitation through a supervisor to apply theoretical knowledge to real clients to develop 

competence and confidence. Further, per CACREP (2015), counseling students are required to 

obtain at least one hour of individual supervision and one in a half hours of group supervision 

each week to meet the requirements.  

Five out of eight participants identified the impact their supervisors had on them 

regarding their counselor training and development. Bernard and Goodyear (2019), two well-

known contributors to counselor supervision research, identified clinical supervision as 

ñeffective in developing supervisee competenceò (p. 3). Early on in clinical practice, the 

participants learned all the first steps (i.e., administrative tasks and intake appointments) while 

also managing self-doubt and concerns about their skills. The participants identified how 

beneficial their supervision experience was in their overall professional development. 

Additionally, the quality of the supervision provided had an impact on the participants. In 

another study conducted by Rßnnestad et al., (2018) general principles were discussed specific to 

novice counselors. Rßnnestad and colleagues (2018) identified a holding environment 

(Winnicott, 1960) as an important consideration to supervision along with the increased 
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likelihood of the supervisor assuming the role of providing more instruction and teaching 

(Rßnnestad et al., 2018).  

Due to the quality of supervision provided and a supportive environment, participants 

relied on their supervisors to ensure they were practicing with nonmaleficence (ACA, 2014) and 

continuing to grow their competencies. Counseling programs are experiential and the 

requirements ask students to obtain hours in settings with real clients, however, the quality of 

supervision is not equal at all clinical placement sites. Supervisors may be overwhelmed, over-

booked, managing their own caseload, or the caseload of their supervisees (Ko­yiĵit, 2022) or 

managing experiencing signs of burnout, compassion fatigue, or vicarious trauma (Sommer, 

2008). Further, while the participants identified strongly with their supervision experience, there 

are concerns regarding the ethical mandate of practicing within your scope of competence so you 

do no harm (ACA, 2014). Moreover, Layne et al. (2011)ôs study emphasized this concern by 

finding that half of the participants worked with trauma survivors without trauma training, and 

asked the questions: how much supervision would be adequate to support a studentsô competence 

and how do we ensure that all supervision is at a high standard? While ethics were not explicitly 

discussed during the interviews or visual reflective journals, participants responded positively to 

their supervision experience and trusted their guidance.  

Competence 

Participants discussed the influence of continuing education/trainings as a significant 

contributor to competence development. All eight participants are required to obtain 150 hours of 

play therapy continuing education across five areas in a phased approach which is set up in a 

specific manner to coincide with direct client contact hours over a phased approach (APT, 2023). 

Phase one includes 50-75 direct client hours, phase two includes 100-150 direct client hours, and 
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then phase three includes 100-175 direct client hours equaling a total of 350 hours (APT, 2023). 

However, there is no specific APT continuing education training requirement for trauma, 

however, that ethical concern of scope of competence (ACA, 2014) is ever-present.  

During the initial interview, only two participants identified the influence of continuing 

education/trainings on their competence, however, after the visual reflective journaling prompt 

specific to competence, seven out of eight identified its importance. Participants continued to 

seek out trainings that would support their competence especially when they experience self-

doubt or gaps in their knowledge. While continuing education/trainings are a requirement to 

obtain the RPT credential, participants did not convey only obtaining continuing education 

trainings to check a box but to learn and build their foundational knowledge to better support 

their child trauma survivors that they serve. Participants sought out play therapy trainings and 

when possible, attended trainings specific to trauma. While APT does not require training in 

trauma, the participants sought out formal and informal trainings to better support their child 

clients exposed to trauma.  

Additionally, the visual reflective journals offered another opportunity for the participants 

to explore how they understand their competence development. The visual reflective journals 

assisted the participants in making sense of their competence development and offered reflective 

opportunities like Deaver and McAuliffe (2009)ôs study. Deaver and McAuliffe (2009) described 

how artmaking turns an abstract word to a more concrete understanding which was observed 

through the participantsô visual reflective creations and journaling process. Further, like Parikh et 

al., (2012) study, the participants made meaning in their exploration of competence development.  

  Another unique finding was how competence was conveyed by the participants when 

discussing trauma and play therapy during the interview process and within the visual reflective 
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journals. This study found an unrecognized competence by participants which was conveyed 

through the way they talked and described aspects of trauma, development, and play therapy. 

Participants demonstrated an understanding and level of mastery because they used language of 

the profession, discussed the importance and necessity of the developmental understanding 

which is the foundation of play therapy (Landreth, 2012) and how autonomy is often taken away 

from trauma survivors (Stirling et al., 2021) and is intentionally given back to child trauma 

survivors in the play therapy room. Further, from a developmental stance, one of the stages of 

Eriksonôs psychosocial development includes autonomy versus shame (Erikson, 1950; Ray, 

2011; Ray, 2016). Autonomy is a milestone in development where children gain confidence and 

believe in their abilities (Erikson, 1950; Ray, 2016). In trauma-informed care, autonomy is 

ñgaining a sense of controlò (SAMSHA, 2014, p.15) over oneself. Autonomy is not only a right 

to each individual but a typical developmental stage. Not only does a child deserve to take back 

their autonomy from the traumatic experience, they also should be allowed to proceed through 

the developmental stages. In play therapy, specifically child-led modalities, children lead the 

play, choose what they process and how, practices problem-solving, building insight, and 

mastery which are all associated with autonomy (Landreth, 2012). Each participant believes in 

the power of play therapy and was able to clearly articulate the benefits of play therapy which 

demonstrated a level of mastery regarding this approach.  

 Another unique finding that emerged was specifically from the visual reflective creations 

and journals which was the use of metaphors to describe competence. Six participants used a 

metaphor to examine their competence which was not observed during the initial interview. 

Participants chose to use symbolism, imagery, or metaphor to explore the prompts from a new 

perspective. The visual reflective journals accessed what words could not during the interviews. 
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One of the mediums used was sand tray and miniatures. According to Homeyer & Sweeney 

(2023) sand tray offers a ñtherapeutic distanceò to explore and process and for the participants, 

they were able to use the ñdistanceò to see aspects of their competence that was not cognitively 

apparent (p.15).  Additional art mediums were used in the visual reflective journals including 

collaging and drawing and the same understanding of ñdistanceò can be applied for the other 

mediums used. Lastly, through the visual reflective journals a parallel process emerged similar to 

how child trauma survivors may use toys and expressive arts to explore, process, and then make 

meaning (Malchiodi, 2015); this process occurred through imagery, metaphor, and symbolism for 

the participants. Through this visual reflective journaling process, participants considered how 

each symbol, image, or metaphor has contributed to their competence development in a 

meaningful way.  

 Four participants explained competence as a journey. Participants maintained that there is 

no end point or final destination to competence. The field of counseling is ever-evolving due to 

continued research and advances on evidence-based practices. Therefore, a trauma-informed play 

therapist stays up-to-date and learns the new information to better support child trauma 

survivors. It is an ethical obligation to use evidence-based practices working with clients (ACA, 

2014; APT, 2023; ASCA, 2022). Moreover, APT (n.d.) requires registered play therapists to 

obtain 24 continuing education/trainings each renewal cycle. Therefore, not only is it an ethical 

imperative, APT has acknowledged the advancement in research and wants to ensure RPTôs are 

using evidence-based practices and interventions.  

Clinical experience also contributed to competence development. Specifically, five 

participants discussed the ultimate teacher as experience. When immersed in the play therapy 

room, the participants learned the nuances of working with children exposed to trauma. Clinical 
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experience is the application of building a therapeutic rapport with a child, observing nonverbal 

cues, while using play therapy skills such as tracking, reflecting, and returning responsibility 

(Landreth, 2012). Not only was clinical experience impactful during clinical placements, it 

remained impactful across their counseling journeys postgraduate school. While clinical 

experience is not a stand-alone contributor to competence, it allowed the participants to apply 

what they have learned, observe the benefits of play therapy, and build their competence through 

the experience.   

Clinical experience is invaluable. Clinical experience offers applied learning, skill 

development, competence, and confidence. Hands-on learning is a necessary experience for the 

next generation of counselors. In addition to hands-on learning, a level of self-awareness is 

important when engaged in this profession as a counselor. Further, CACREP requires an 

experiential course known as counseling interview skills that is typically set up to be highly 

experiential. This is typically the first class that offers hands-on learning with mock clients. This 

initial exposure teaches counseling students microskills, the intake process, and how to sit in the 

room with a client and convey empathy. This initial hands-on experience then leads to 

practicum/internship placement sites where the theoretical knowledge gained in graduate school 

is applied or where gaps in competence become recognizable. Gans (2010) said that clinical 

experience allows counselors to really experience the client; experience the client holistically. 

Counselors not only experience thought patterns, but emotions both expressed verbally and 

nonverbally (Gans, 2010). Moreover, a play therapist is to experience all of this oftentimes 

without verbal content; it is relying on everything else that occurs in the room, in their own 

language, using toys as the childôs words (Landreth, 2012). The journey of clinical experience 
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offers opportunities for new counselors to examine their strengths and growth edges which is 

why self-awareness is incredibly important during clinical experience.  

 Clinical experience allows counselors to self-reflect which fosters a deeper understanding 

of experiences. Through self-reflection, counselors can develop a self-awareness. Knapp et al. 

2017) believes that self-awareness is a necessary quality to providing effective therapeutic 

services. Self-awareness can also contribute to competence (Knapp et al., 2017) and likely 

confidence. Through self-awareness, a counselor can develop a conscious understanding of the 

decisions that are made in the counseling room (Pompeo & Heller Levitt, 2012). Further, 

Pompeo & Heller Levitt (2012) articulate how self-awareness  can be a guide over the course of 

oneôs career. Further, self-awareness offers a counselor the ability to navigate the complexities 

working with this population.   

Cultural awareness was the last notable theme specific to competence. Each participant 

explored their cultural understanding during the interview process and demonstrated an 

awareness of cultural considerations. Specifically, the participants stated cultural competence is a 

journey and when there were gaps in knowledge, they would seek out formal and informal 

support. In the field counseling trauma-informed care includes a comprehensive understanding of 

the clientôs culture. In this study, cultural competence and cultural humility were conveyed 

through a recognition of understanding the family values, beliefs, and experiences along with 

using a systemsô lens (Ratts et al., 2015). Further the participants explored engaging in ñcultural 

opportunitiesò (Ray et al., 2022, p. 2).   

 Hook et al. (2013) and Ratts et al. (2015) discussed competence as a lifelong journey. 

Further, per the Association for Play Therapy (2023) one of the new requirements that was 

enacted in 2023 was to obtain continuing education trainings specific to cultural and social 
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diversity and APTôs (2022) Best Practices are expected to be followed for those that are working 

towards their credential or maintain a credential that articulates a necessity for cultural awareness 

and competence. The participants in this study identified working with diverse clients which 

necessitates that new counselors are not only competent in working with child trauma survivors 

using play therapy but also culturally aware and competent. The participants were able to 

articulate how play therapy can infuse cultural aspects (Davis & Pereira, 2014) which includes 

acknowledging the importance of family in the therapeutic process. The participants 

acknowledged the importance of understanding the family as a system to better understand how 

to be supportive for the child client. To effectively engage in counseling, counselors should be 

aware of the influence of culture and values on the relationship as well as the counseling process 

(Ceballos et al., 2021; Ratts et al. 2015; Ray et al., 2022) 

Moreover, the participants explored the aspects that influence their competence.  These 

aspects include: continuing education/trainings, unrecognized competence, the use of metaphors, 

competence as a journey, continued clinical experience, and cultural awareness. While none of 

the aspects listed above are stand-alone contributors to building competence, these were the main 

findings that emerged. Competence is a journey that can encompass many aspects and will 

continue to evolve over the trajectory of the participantsô careers and as trauma-informed 

practices and modalities continue to expand. The counseling field must consider ways to move 

towards teaching through anti-racist and anti-oppressive frameworks to assist the next generation 

of counselors in developing a critical mindset to then better support the clients served. 

Confidence  

 Continuing education/trainings, supportive supervision and colleagues, play therapist 

characteristics and attitudes, and cultural humility were all notable themes related to confidence. 
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Continuing education/trainings was identified amongst participants for competence but also for 

confidence. Four participants identified continuing education/training as a valuable source of 

confidence building. There was a clear desire to obtain more continuing education/trainings 

amongst participants especially when they acknowledged gaps in their understanding or 

competence. By attending play therapy continuing education/trainings, participants were able to 

obtain further theoretical knowledge and learned how to implement the theoretical knowledge 

with clients. Bartle-Haring et al. (2022) found participants who are confident in their theory, 

which can be developed across continuing education trainings, led to less clients terminating 

before the agreed upon plan. Therefore, counselors who are confident in their theoretical 

knowledge led to better outcomes regarding a decrease in early termination. By doing so, 

participants identified increased confidence as they learned and then applied with their clients.  

Sugarman (1985) said, ñéwhat is counseling if not a process of learning and 

exploration?ò (p.267). Continuing education/trainings may use Kolbôs experiential learning 

model to include learning and exploration (Akella, 2010; Sugarman, 1985) which can support 

competence and confidence development using experiential activities in the trainings. Further, 

Kolbôs experiential learning model highlights reflection and experience in the learning process 

(Akella, 2010). This model of learning encompasses an experiencing of the material, a reflection 

of the material, and then applies the material (Akella, 2010). In Kolbôs four stage model (i.e., 

concrete experience, reflective observation, abstract conceptualization, and active 

experimentation) individuals can make sense of the material and apply the knowledge through an 

experiential activity (Akella, 2010). Bandura (1977) discussed the value in practicing 

interventions and strategies with peers which can lead to an increased perception that they are 

successfully engaging in the activity. This perception then increased self-efficacy (i.e., 
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confidence). When considering the impact perceived self-efficacy has on completing tasks 

(Bandura, 1977) the participants identified how their trainings supported their ability to complete 

tasks in the play therapy sessions such as learning how to articulate the howôs and whatôs of play 

therapy, understanding the brain and body connection along with the importance of co-

regulation, and feeling empowered with parent consults, just to name a few. When there is self-

doubt or a lack of confidence, the participants obtain further training. While self-doubt and 

imposter syndrome may be inevitable, new counselors will have access to continuing education 

trainings and supervision if they seek it out. Further, in alignment with Tang et al. (2004), their 

participants who had more coursework, higher internship hours, and work experience with a 

specific population perceived they were more competence thus increasing self-efficacy. For the 

participants in this study, their perceived self-efficacy came from other factors outside of 

graduate coursework and further develops with experience. If more coursework was offered, it 

may have increased participantsô confidence. Moreover, the participants highlighted continuing 

to seek out trainings to build their confidence. Research supported the influence of trainings to 

increase a therapistsô understanding (Beidas & Kendall, 2010) thus, increasing confidence  

Supportive supervision and colleagues were another notable finding regarding confidence 

building when working with child trauma survivors using play therapy. Three participants 

acknowledged the importance of supervision and colleagues to build confidence. Research has 

found how critical supervision is in the development of new counselors (VanderGast et al. 2010). 

Supervision considers the developmental needs of the new counselors (Bernard & Goodyear, 

2019; Ko­yiĵit, 2022). A developmental lens is helpful to build up on clinical skills as opposed 

to an expectation of competency in all skills right away. Supervision is a useful experience to 

combat against ethical violations as well (Ko­yiĵit, 2022). Supervisors must have a clear 
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understanding of ethical codes to support new counselors in their competence development 

regarding the ethical codes. A supervisor who is more experienced assists new counselors feel 

confident in their abilities or know they can obtain support from their supervisors. Moreover, 

supervisors and colleagues who have years of experience can support new counselors especially 

those that lack formal training in child trauma survivors using play therapy  

Due to the in-depth training requirements to become a registered play therapist, 

supervision is another requirement in the credentialing process. During the provisionally-

licensed process, a state licensed supervisor can also be the RPT-S supervisor allowing dual 

purpose of hours if the hours are specific to working with children.  Further, new counselors 

working towards their RPT are expected to obtain 35 hours of supervision with five videos 

recordings of their sessions that are provided to their supervisor for review and feedback (APT, 

2023). By observing the client-counselor interaction, supervisors can witness an in-depth use of 

clinical skills, strengths, and growth edges that notes or supervision would not be able to offer 

(Alpert, 1996). Further, supervisors have an ethical obligation to ensure appropriate client care 

and observing videos is a way for supervisors to evaluate the skills (Alpert, 1996). Additionally, 

Alpert (1996) stated the recordings offer counselors another look at their ñunrecognized technical 

errors and defense behaviorsò (p. 98) in the play therapy session. The RPT-S has gone through 

the RPT process and additional requirements to become an RPT-S (APT, n.d.), meaning that each 

RPT-S has worked with children or currently work with children. The value of this enhanced 

experience and training for some of the participants by obtaining an RPT-S who has expert 

knowledge, passion, and care to serve children exposed to trauma in play therapy. Some 

participants emphasized working with supervisors and colleagues who share a professional 

passion which fosters a supportive environment and enhances the supervisory or consultation due 
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to a deep understanding of the nuances working with children. Another source of confidence 

development was supportive colleagues. Some of the participants identified feeling supported 

which created a trusting environment to share vulnerably. Consultation is unique from 

supervision because consultants are not responsible for the work counselors are doing (Bernard 

& Goodyear, 2019), however, consultations can provide additional support and a different 

perspective to a client case (Pope & Vasquez, 2011). Consultation offers a peer-to-peer review of 

client cases (Pope & Vasquez, 2011).  Through supervision and consultation with colleagues, 

confidence can be increased due to a helpful atmosphere that may mitigate self-doubt that may 

be impacting confidence. Further, through supervision and consultation, ethical considerations 

can be explored ensuring new counselors are practicing ethically.  

Play therapist characteristics and attitudes was another notable theme related to 

confidence. Play therapist characteristics are qualities that the participants demonstrated in their 

sessions. The four participants that discussed how their play therapist characteristics and attitudes 

contribute to a confident play therapist, in that, there is a mentality of when you feel comfortable 

in your body, you can convey confidence; this same mentality seemed to be present in this 

emergent theme. These characteristics allow for the play therapist to be present and attune with 

their clients which is critical due to the high importance of the therapeutic relationship (Landreth, 

2012). When a play therapist can be present and attuned, they trust in the process therefore, 

giving opportunity for the client to take back their autonomy during the play therapy session to 

explore and process what they need to and when they need to, they can not only trust in the 

process but can trust in giving back the autonomy to the child to (Parker et al., 2021). 

Specifically, though child-led therapies, children get to decide what they do in the room and 

limits are only set when they are needed (Landreth, 2012). This allows children to freely explore, 
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experiment, problem-solve, and engage in the toys in many ways they would like (Landreth, 

2012). Further, the participants were able to portray confidence in the play therapy room that 

nonverbally communicated to children stability, maturity, and consistency (Axline, 1947). 

Through conveying confidence, child clients were able to use the play therapy room in many 

ways they want (Landreth, 2012) and explore and process how they need to, while experiencing 

a felt sense of attunement. Attunement, is a deep-felt sense of the client; attunement is often 

associated with the infant-parent relationship but can be applied to the client-therapist 

relationship. APA (2018) defined attunement as ñemotional synchronyò (n.p.). Further, APA 

(2018) described attunement as the ability to understand the feelings of a client.  

The last notable theme was cultural humility in relation to confidence. Four participants 

confidently expressed their understanding and experiences working with diverse clients while 

also demonstrating an openness and curiosity to learn from and collaborate with families. 

Further, the participants discussed feeling confident in challenging or uncomfortable 

conversations because of the utility of cultural humility. By acknowledging cultural humility, 

participants were confident in conveying cultural sensitivity. Participants portrayed their self-

awareness which is a crucial aspect when reflecting on oneôs values, worldview, beliefs, and 

biases (Ratts et al., 2015). Participants highlighted the necessity of openness (Hook et al., 2013) 

to understand their clients and the openness to learning supports confidence when working with 

diverse clients. Additionally, the participants valued understanding the beliefs, values, and 

worldviews of the families in the trauma process which is described as the interpersonal 

dimension of cultural humility (Hook et al., 2013). Further, participants examined their level of 

self-awareness and identified the desire for continuing education/trainings when they identified 

gaps in their competence. This level of self-awareness allowed the participants to develop a 
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deeper understanding of themselves and to then seek out professional development in alignment 

with the MSJCCôs (Ratts et al., 2015).  

Confidence was not only influenced by knowledge from counselor preparation and 

trainings but also through supervision and supportive colleagues. Additionally, participants 

discussed how confidence is developed through their play therapy stance, specifically, the 

characteristics and attitudes they convey, and lastly how cultural humility builds their 

confidence. Cultural humility is a recognition of the unique characteristics of each client and 

acknowledgement of gaps in understanding. The use of cultural humility offers new counselors 

the ability to decrease making assumptions about the clients they serve and engage in the trauma 

process through a collaborative effort (Ranjbar et al., 2020). The participants acknowledged the 

importance of leaning into uncomfortable conversations to ñseek to know with curiosity, care, 

and empathyò (Ray et al., 2022, p. 13). The field continues to grow and evolve. This evolution 

has included the Multicultural Counseling Competencies to the Multicultural and Social Justice 

Competencies that has expanded the framework to include the role of the counselor to reduce 

inequities with their clients along with six ecological layers related to advocacy strategies (Singh 

et al., 2020). The field continues to evolve centering anti-racist and anti-oppressive practices. 

Singh et al. (2020) highlighted that counselors should critically examine the history of theory 

development, recognizing the roots of counseling have been developed by Eurocentric men (i.e., 

Frank Parsons, Alfred Adler, and Sigmund Freud).  While the counseling field continues to 

move from multicultural competence to anti-racist and anti-oppressive practices, the play therapy 

community has continued work to do. Cultural humility will continue to play a vital role in 

working with culturally diverse children. However, the play therapy community will need to 
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consider how the foundational theories and knowledge will need to be examined through anti-

racist and anti-oppressive lenses.  

Through the thematic analysis and the creation of the thematic network, there were three 

organizing themes and twelve basic themes that make up the global theme of: trauma-informed 

play therapy. Lastly, it is notable that competence led to the emergence of the most themes in 

comparison to graduate training or confidence. This notable finding is important because there 

was a balance between competence questions and explorations and confidence questions and 

explorations. This suggests that competence may be easier to convey, discuss, and examine 

compared to the nuances of graduate training or confidence. The key findings are contextualized 

in the implications section.  

Implications  

 The findings of this study provide implications for research methods, counselor education 

and training, supervision considerations, counseling, advocacy and trauma-informed care, and 

cultural competence. The outcomes of the study provided valuable information to understand the 

experiences of new provisionally licensed counselors working with children exposed to trauma 

in play therapy. Participants outlined contributors to competence and confidence and examined 

aspects that were less helpful in their professional development that are conveyed in this chapter 

through implications.  

 

Research Methods: Visual Reflective Journals 

 This innovative method included a two-part component which has not been utilized 

together and in the extent research. This two-part component included: expressive arts and 

journaling. This innovative method provided a framework for the participants to examine 
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competence and confidence from a new perspective, through expressive mediums and 

journaling. The visual reflective journals facilitated a fuller exploration, which provided 

participants an opportunity to uncover some of the intricacies that was missed in the verbal 

interviews. Without the use of this innovative research method, these intricacies would not have 

been uncovered and explored. This innovative method was not only a way to strengthen the 

trustworthiness of the study (Creswell, 2013), it led to a creation of synergy during the 

exploration process. Through the fusion of expression and journaling, participants were able to 

tap into emotions and insights that may have been neglected if the sole focus was on the 

cognitions. The visual reflective creations can be found in Appendix E. The expressive arts 

component offered a visual representation of abstract words, óconfidence and competence,ô and 

was unique due to the participants having expressive freedom to choose how they wanted to 

create based on the prompts. The journaling provided some structure to reflect on the creations. 

The study encompassed a holistic approach to collecting data, including verbal exploration, 

visual exploration, and exploration through reflection and writing.  

Some studies have utilized expressive mediums in counseling research and in other 

fields. Deaver and McAuliffe (2009) used reflective visual journaling in their qualitative study 

for participants in art therapy and counseling internships. The authors provided notebooks for the 

participants that were unlined which allowed participants the freedom to express in any way they 

wanted (i.e., written word, visual) (Deaver & McAuliffe, 2009). The findings of this study 

indicated the use of visual reflective journals supported the participantsô journey in exploration 

(Deaver & McAuliffe, 2009). The findings from this study align with the results of the study 

mentioned previously. Another study used video journaling as a reflective method within a 

phenomenological study (Parikh et al., 2012). The participants were school counseling students 
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and the findings highlighted the experiencing being reflective and the ability to make meaning of 

the experiences in the study (Parikh et al., 2012). Similarly, this study assisted the participants in 

reflecting and making meaning of their professional development encompassing confidence and 

competence. The experiences of the visual creations tapped into the unconscious awareness and 

through a written medium, participants were able to make sense of their creations therefore 

facilitating a deeper understanding of their professional development. Further studies may want 

to consider infusing an innovative method to enhance the studyôs findings and to employ a more 

robust study thus contributing to the field at large.   

Counselor Education and Training 

Additionally, as trauma rates continue to rise and decades of research continues to 

highlight the prevalence (Felitti et al., 1998; Cronholm et al., 2013; van der Kolk, 2005) of 

trauma along with evidence-based practices, universities should keep this in mind when creating 

course curriculum. Moreover, the mental health crisis for children has been acknowledged by the 

2021 Biden Administration; they released a report to improve childrenôs mental health through 

grants and further outlines all the commitments that are a priority (Todd, 2021). This crisis has 

been highlighted at the national level; however, counseling programs seem to miss the mark for 

this specific population. The findings from this study highlights a significant gap in counselor 

education thus requiring formal and informal training and support outside of didactic courses. 

Not only are there gaps in training new counselors to work with children but also gaps in trauma 

training specific to this population which was conveyed in this study. If universities offered a 

play therapy course, counseling students would learn a tremendous amount and APT (n.d.) offers 

a syllabus template that expels all the foundational knowledge that could be achieved. The 

syllabus includes information on the focus of the class which includes the basic principles of 
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play therapy, developmentally appropriate interventions, play therapy theories, how to facilitate 

child self-exploration, expression, and understanding, along with opportunities for professional 

development (APT, n.d.). A list of possible objectives is listed here according to (APT, n.d., p. 2):  

1. Compare and contrast essential people, theorists and organizations that shaped the history 

of the profession of play therapy. 

2.  Differentiate between the developmental stages of children and understand the 

importance of play and its impact on children's cognitive, social-emotional, overall 

mental health, and physical growth.  

3.  Identify developmentally and theoretically appropriate play therapy toys and materials for 

the purposes of both assessment and treatment.  

4.  Conceptualize a client's presenting mental health issue(s) and psychosocial problem(s) 

through a developmental and theoretical play therapy framework.  

5.  Demonstrate an understanding of the role of the play therapist and play therapy in the 

context of the client's comprehensive ecological and systemic world, which includes 

considerations for family, school, community, social groups, diversity factors, strengths 

and risk factors, and mental health/psychiatric factors.  

6.  Identify and differentiate the stages within the play therapy process from intake to 

termination.  

7.  Examine and discuss key elements in a play therapy relationship.  

8.  Demonstrate basic play therapy skills (with non-clinical volunteers) including (but not 

limited to) structuring, tracking, reflection of content and process, returning 

responsibility, facilitating self-advocacy, and limit setting.  
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9.  Compare and contrast the legal and ethical issues that are unique to play therapy and 

those shared with other modalities, i.e., documentation, competence, informed consent, 

confidentiality, boundaries, and duty to warn and protect, use of touch. (visit a4pt.org for 

recent Paper on Touch and Play Therapy Best Practices).  

10.  Identify and recognize the evolving body of qualitative and quantitative play therapy 

research.  

11.  Consider and integrate issues of diversity and their impact on the play therapy process, 

including choice of materials and the relationship with the client.  

12.  Identify the minimal training/supervision guidelines and play therapy best practices 

outlined by the Association for Play Therapy. 

By offering a play therapy course, counseling students would learn a comprehensive 

understanding of this specialized skill set during coursework prior to entering clinical practice. 

Counseling would learn about the developmental stages of children and how play therapy is a 

way to communicate with children when words are not always accessible. Additionally, for 

counseling students interested in obtaining their RPT, this one course would count for 22.5 hours 

of continuing education. Further, when counseling students graduate, instead of obtaining 

trainings on the foundational knowledge, they would be able to build off their foundational 

knowledge.  

 Moreover, another compelling consideration that universities should consider is the 

combination of trauma, crisis, and intervention into one CACREP-accredited required course. 

Oftentimes, while required and may have helpful content, is missing a huge demographic: 

children. Additionally, if the class emphasizes natural disasters, this information may not serve 

the clients in the community that the counselors are working with. Further, while some broad 
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trauma content is helpful, there are nuances and complexities with diagnosing, how trauma 

presents in children, what modalities are most effective, along with cultural implications that 

would be missed in a combined course that only covers broad content. While CACREP-

accredited counseling programs are 60 credits, the dilemma is the course curriculum. Morris and 

Barrio Minton (2012) suggested either infusing specific coursework or have dedicated time for 

the specific topic, however,  Layne et al. (2011) stated that it is challenging to infuse more 

content into already full classes. Another concern identified by Watcher Morris and Barrio 

Minton (2012) is that faculty may assume that trauma, for example, is being covered in a 

different course, therefore, they may not cover any of that content. VanAsselt et al. (2016) sought 

to understand the hesitancies of teaching trauma-based curriculum and found that professors did 

not feel prepared enough to then teach this content to students.  

Graduate programs must ensure that counseling students have the foundational knowledge, 

according to CACREP requirements. This study highlighted the gap in the trauma, crisis, and 

intervention course not covering childhood trauma.  

An additional consideration regarding counselor education relates to CACREP. The 

CACREP (2015) Standards require addictions counseling to graduate from CACREP-accredited 

universities. While addiction and substance use rates are also prevalent in the United States 

(HHS, 2022), there are challenges in understanding how universities are making decisions based 

on required courses or course offerings. ACEs have been researched regarding the long-term 

effects and risk factors associated with trauma. Meadows et al. (2023) found that ACEs are 

correlated with an increased risk of substance use. Further, Meadows et al. (2023) found that 

participants who identified with four or more ACEs also smoked cigarettes and used opioids. 

Additionally, in another study, ACEs increased the chances early exposure to drug use 
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significantly and increased the chances of lifelong use (Dube et al., 2003). While not discounting 

the importance of taking an addictions counseling course, studies have found a link between 

ACEs and substance use, therefore, if counselors are learning about child counseling in graduate 

school, this could lead to prevention or early intervention from substance use. However, for more 

prevention and early intervention, counseling students must be exposed to working with children 

and understanding the full scope of deleterious effects of ACEs across the lifespan.  

 It is imperative for counseling program to address the significant gap in inadequate 

trauma training backed by this study and numerous other studies (Cook et al., 2019, Layne et al., 

2011, Moh & Sperandio, 2022; Wachter Morris & Barrio Minton, 2012). Further, there is a 

disservice in excluding child and adolescent courses or not offering this course each year along 

with some universities not offering play therapy at all. Child counselors are in high demands and 

it is a requirement that counselors are trained to ensure ethical care, however, when didactic 

courses are not offered, counselors may enter the field ill-equipped. Courses that focus on 

childhood trauma and play therapy would provide foundational knowledge prior to entering the 

field which would positively impact the next generation of counselors in their competence and 

confidence. Offering these courses would increase the chances that graduates are well-equipped 

to navigate the nuances working with this population.  

Supervision Considerations 

Counselors who pursue the RPT credential are required to obtain 35 hours of supervision 

which includes a minimum of five recorded sessions that are reviewed and critiqued by 

supervisors (APT, 2023). For RPT-S, it is important to know that counseling students may be 

entering the field without adequate training in children, trauma, or play therapy. A main 

component of supervision is to co-create a safe and trusting space (Borders, 2014). A safe, 
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trusting, and supportive environment was conveyed by the participants in this study suggesting 

the high importance of these qualities in supervision. Barnett & Molzon (2014) stated that 

creating a holding space is beneficial for supervisees and this was conveyed in this study; the 

importance of a holding environment (Winnicott, 1960). In the supervision space it is 

recommended by Borders (2014) that supervisors should anticipate anxiety and resistance along 

with processing parallel processing that may arise, transference, and countertransference. This 

study also supported a necessity to cover these aspects. Additionally, Barnett & Molzon (2014) 

have found how critical it is to assess the superviseeôs needs in supervision. This study 

highlighted that counseling graduates may be ill-equipped with foundational knowledge in 

children, trauma, and play therapy and will rely on formal and informal trainings including 

mentorship and support from supervisors. Supervisors should consider gaining a comprehensive 

understanding of coursework and clinical experiences (Barnett & Molzon, 2014) to best meet the 

needs of the supervisees. Another major consideration for supervisors is the importance of 

gatekeeping. It is a supervisorôs responsibility to protect the welfare of the client (ACA, 2014; 

Barnett & Molzon, 2014; Borders, 2014), therefore, gatekeeping is a necessary role as a 

supervisor.   

Gatekeeping   

 An additional layer that is important for supervisors to consider is the role as a 

gatekeeper. Specifically, for new counselors who did not receive adequate training and may be 

their first exposure to working with children is post-graduation as a provisionally licensed 

counselor, they may have a steep learning curve as to what it means, looks like, feels like to sit in 

the play therapy room with a child that is showing their trauma through chaotic themes, 

aggressive themes, sexualized play and more. Thus, it is a supervisorôs responsibility to ensure 
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provisionally licensed counselors are not impaired and able to practice ethically. Additionally, 

working with this population may increase the risk for burnout, compassion fatigue, and 

vicarious trauma (Cieslak et al. 2014; Cohen & Collens, 2012) which can lead to ethical 

violations (i.e., impairment) (ACA, 2014).  

 According to the ACA (2014) Code of Ethics, the following codes are an important 

consideration when considering the role of the supervisor to ensure ethical and effective client 

care:  

F.1.a Client Welfare: ña primary obligation of counseling supervisors is to monitor the 

services provided by supervisees. Counseling supervisors monitor client welfare and 

supervisee performance and professional development.ò (ACA, 2014, p.12).  

F.5.b. Impairment: ñstudents and supervisees monitor themselves for signs of impairment 

from their own physical, mental, or emotional problems and refrain from offering or 

providing professional services when such impairment is likely to harm a client or others. 

They notify their faculty and/or supervisors and seek assistance for problems that reach 

the level of professional impairment, and, if necessary, they limit, suspend, or terminate 

their professional responsibilities until it is determined that they may safely resume their 

work.ò (ACA, 2014, p. 13).  

F.6.b Gatekeeping and Remediation: ñthrough initial and ongoing evaluation, 

supervisors, are aware of supervisee limitations that might impede performance. 

Supervisors assist supervisees in securing remedial assistance when neededò (ACA, 

2014, p. 13).  

Similarly, play therapy supervisors are mandated to monitor the effectiveness of clinical 

skills, specifically, ñplay therapists are expected to monitor their effectiveness as professionals 
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and pursue ongoing peer consultation, training, education, and/or supervision. Play therapist 

supervisors must work to monitor play therapy superviseeôs effectiveness and support 

superviseesò (APT, 2023, p.15). RPT-S must also monitor impairment. Counselors working 

towards their RPT are required to identify any signs of impairment and continually use self-care 

strategies (APT, 2023).   

Therefore, the supporting research suggests new counselors are ill-prepared and working 

with trauma survivors increases chances of burnout, compassion fatigue, and vicarious trauma. 

Supervision may also be a helpful way to gatekeep to ensure effective and ethical mental health 

care for children exposed to trauma. There is not only an ethical importance but a duty to the 

clients served. As noted previously, there may be less of a reliance on supervisors or less chances 

of counselor burnout, compassion fatigue, and vicarious trauma if universities could teach 

specific content regarding childhood trauma and play therapy to better prepare new counselors 

for the real experiences and the intricacies of this profession. 

Ethical Considerations 

 Self-awareness also contributes to acknowledgement of ethical considerations. Self-

awareness can assist new counselors in reflecting on their clinical skills to acknowledge any 

missteps, biases, or values that may have impacted in the counseling relationship. Self-awareness 

also can combat against ethical violations such as practicing outside oneôs scope of competence 

(ACA, 2014). There is a fine line between a developing counselor who is building competence 

and when it becomes a violation which is why licensure requires supervision (Wade & Natwick, 

2018). However, the concern that should be considered is new counselors who may have 

received little to no training during graduate school in their didactic courses to work with this 
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special population. The field should consider how to better support the next generation of 

counselors to mitigate against ethical violations that could do harm to clients.  

Advocacy and Trauma-Informed Care  

Advocacy   

Advocacy is a pillar in the counseling field and recognized by ACA, ASCA, and APT 

among other organizations. Advocacy is crucial to better support the needs of children. Research 

continues to identify childhood trauma is the biggest threat to child health (Burke Harris, 2018; 

van der Kolk, 2005). Felitti et al. (1998), Cronholm et al. (2013), and numerous studies that have 

followed continue to explore the prevalence of childhood trauma and the deleterious effects. 

Childhood trauma is also impacting schools significantly. Green et al. (2013) identified schools 

as the largest provider of mental health care for children and adolescents. Schools have 

experienced an increase in mental health rates that include trauma, poverty, effects of COVID-

19, and racial discrimination (Parker et al., 2023).  Further, early identification would combat 

childrenôs mental health needs (Parker et al., 2023).  

 One study found that ACEs in early childhood correlated with an increased risk of mental 

health struggles in adolescence (Sanders et al., 2020). This study identified the importance of 

educational programming in schools and equipping teachers with interventions to support the 

mental health needs of children (Sanders et al., 2020). Watcher (2006) examined the crisis in 

schools and found that school counselors experienced a variety of crisis situations in the school: 

physical abuse, relational aggression/bullying, severe mental health issues, physical 

aggression/bullying, other school violence, neglect, self-injuries behavior, suicidal ideation, 

suicidal intent, sexual abuse, gang violence, and homicidal intent. Recognizing the prevalence of 

traumatic experiences, advocacy is dire. The ACA (2018) developed Advocacy Competencies 
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that can be utilized to bring awareness to childrenôs mental health concerns. Specifically, there 

are systems advocacy strategies that may be useful to consider: 1) ñProvide and interpret data as 

well as share research and expertise to show the urgency for change,ò and 2) ñIn collaboration 

with other stakeholders, develop a vision to guide changeò (ACA, 2018, p.8). Additionally, 

collective action is another consideration to advocate for this population (ACA, 2018). 

Specifically, 1) ñrecognize the impact of oppression, other barriers, and environmental factors 

that interfere with healthy development,ò 2) ñidentify factors that are protective of healthy 

development as well as various avenues for enhancing these protective factors through the public 

arena,ò 3) ñparticipate with and/or facilitate community partners in identifying the source of 

problems, setting goals, developing an action plan, considering possible outcomes, and 

implementing the action plan,ò 4) ñdisseminate information through a variety of media 

appropriate for the target audience,ò 5) ñcollaboratively prepare and present materials and 

information to influence decision makers, legislators, and policy makers, ensuring that the 

communityôs voice is centralò (ACA, 2018, p. 8-9).  

 Moreover, policy makers must be informed of the needs in the counseling field to better 

support this population (Ptakowski, 2010). The field should raise further awareness and urge 

legislators to take seriously the crisis in mental health (Ptakowski, 2010). Lastly, Ptakowski 

(2010) identified advocacy strategies that will contribute to increased care for this population 

which includes ñworking directly with legislators and policy makers, working with a school 

administration to meet the unique needs of the child, appealing against denial of specific 

treatment or formulary approval by the managed care company, and educating and collaborating 

with primary care physicians on appropriate treatmentsò (p.132). Lastly, Watcher (2006) 

identified another strategy that is confirmed within this study which is for graduate programs to 
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provide the specific training to the next generation of counselors; this advocacy strategy is 

focused on the counselorsô needs to provide effective and ethical care to clients.  

Trauma-Informed Care  

 Further advocacy is needed to promote the effectiveness of play therapy as a trauma-

informed approach. Many studies have provided sufficient evidence to support this notion 

(Goodyear-Brown, 2019; Parker et al., 2020; Ray et al., 2021). Trauma-informed care must 

consider the developmental level of the clients, therefore, play therapy is uniquely positioned to 

serve children because of the foundational lens of development (Landreth, 2012). In addition to 

extensive scholarly research on play therapy, organizations have also rated play therapy as 

promising: The Title IV-E Prevention Services Clearinghouse rated CCPT, the California 

Clearinghouse of Evidenced-Based Practice (CEBC) and lastly, SAMHSAôs National Registry of 

Evidence-Based Programs and Practices rated CCPT (University of North Texas, n.d.). With 

rigorous evidence backing, identifies the importance that play therapy is recognized and receives 

the acknowledgement it deserves. Generali et al. (2013) stated that counseling programs must 

teach evidence-based practices, however, play therapy is not always on the list of evidence-based 

practices taught. Additionally, play therapy deserves recognition across all disciplines as an 

appropriate modality to treat trauma in play therapy. When considering advocacy for childhood 

trauma, Kerker et al. (2016) found that during pediatric appointments, 32% of doctors did not ask 

about ACEôs. All disciplines involving children should have an awareness of childhood trauma 

and start to infuse trauma-informed care.   

Continuing Education and Trainings  

Many new counselors are entering the counseling field ill-equipped to work with this 

population due to a lack of foundational knowledge from didactic courses. Thus, requiring new 
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counselors to seek out continuing education and trainings to practice ethically and effectively. 

Additionally, new counselors who are passionate to work with children, which is in high 

demand, may choose to work towards the RPT credential. For those that do not, it is uncertain to 

what level they are providing effective and ethical care. Continuing education is a requirement of 

APTôs registered play therapy credential and this continued education is vital to developing a 

depth in skills. APT can assist in filling the gap in a few ways. First, APT could consider adding 

a requirement to the RPT credential that outlines a specific number of continuing education 

training hours that must be obtained due to the numerous studies and this finding highlighting the 

prevalence of trauma and the need for children to receive effective trauma counseling. While 

trauma research continues to expand and evolve, it is unsure if continuing education and 

trainings are offering enough support to new counselors. As a play therapy community, it is 

pivotal to ensure trainings are including trauma content and are accessible to the community. 

Moreover, APT could partner with community leaders to provide effective trauma and play 

therapy trainings to community members. Second, APT can advocate with stakeholders the 

importance and value of play therapy and child and adolescent courses being offered at 

universities. Through this advocacy, more universities may better understand the nuances of 

working with this special population and appropriate modalities to treat children exposed to 

trauma. Third, based on the findings of this study, supervisors may have to pick up the slack of 

ill-equipped new counselors. APT could offer supervision trainings, community discussions, and 

mentorship to support supervisors in supporting their new supervisees in the field.  

The field is making it challenging to work with a population that is in dire need for 

mental health services and the demand is high for play therapists. If universities can provide 

foundational knowledge and organizations such as APT can offer more accessible and affordable 



156 

trauma-informed trainings then maybe the play therapy community can make a bigger impact on 

the clients that are served. This may also require organizations such as The American Counseling 

Association, Association for Counselor Education and Supervision, among others to ensure there 

is inclusivity with topics that are presented at national conferences specifically focusing on 

children exposed to trauma and the benefits of play therapy as a trauma-informed approach.  

Limitations  

 There are a few notable limitations to this study that will be detailed. First, I was hopeful 

to obtain at least 15 participants and while numerous people expressed interest, they either: a) did 

not meet the full inclusion criteria, b) met criteria, however, did not follow-up after multiple 

attempts, c) only completed one interview and did not respond to follow-up emails leading to a 

total of 8 participants. It is notable to mention that the US is still coming out of COVID-19, so it 

is possible that COVID-19 has impacted the capacity for individuals to participate in research 

studies. It is important to name that while I engaged in an extensive recruitment process, it is 

possible that if I would have had a bigger window to recruit, maybe I would have gotten more 

participants. Second, while there was some diversity among participants, a more diverse 

participant pool would have been better. While it would have been better, in counseling at large 

and within the play therapy community, there is still a majority of white, heterosexual, cisgender 

women who dominate the field so the demographics are not necessarily surprising, however, still 

a problem. The third issue is that there were multiple phases of this dissertation study which may 

have dissuaded people from participating and identified a four to six-week time-frame to 

complete the entire process which may have been too much to commit to especially since each 

participant was actively working and seeing clients with busy schedules. An additional limitation 

to the study is my own influence on the data. While I utilized multiple measures of 
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trustworthiness, there are unintentional effects that may have influenced ways in which I 

analyzed the data even with a specific thematic analysis protocol in place.  

Future Recommendations and Research 

While there was some diversity in the demographics of participants, a greater 

representation of experiences and perspectives would be helpful for any future research along 

with increasing the number of participants. By expanding the number of participants, this would 

better capture the experiences of provisionally licensed counselors. A second recommendation 

that may be beneficial would be to explore graduate school specifically excluding post-graduate 

experiences. By only exploring one timeframe of counselor development, training, and 

preparation, a deeper exploration of nuances could have been explored. More specifically, 

understanding what content the child and adolescent course and play therapy course provided 

along with an exploration of content in the trauma, crisis, and intervention course specific to 

cultural considerations. This may have allowed exploring other classes such as theories or 

diagnosis and treatment planning to examine if child content is infused in other courses. A future 

study could also ask participants to share syllabi that they have for these courses to further 

understand what content was taught. Future research could also use mixed-methods 

methodologies to further measure counselor education training and development, competence, 

and confidence. Research is needed to further develop what it means to be competent enough to 

work with this special population and where does the potential ethical violation of practicing 

outside oneôs scope of competence come into consideration. Additionally, future research 

centered on CACREP-accredited university training that leads to best practices or trauma and 

play therapy competencies for child counselors would create more clarity on the requirements 

and would decrease chances of unintentional ethical violations.  
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Conclusion 

 Through the exploration of two interviews and three visual reflective creations and 

journals, eight participants who are currently working with children exposed to trauma using 

play therapy shared their experiences, opinions, and perspectives. The participants shed light on 

trauma, play therapy, cultural considerations, competence, and perceived self-efficacy. Through 

the basic qualitative methodology, the findings of this study fill a specific and important gap that 

focuses solely on children who have been exposed to trauma and how play therapy is a 

developmentally appropriate and trauma-informed approach. This study provides implications, 

limitations, and future research considerations to further support and advocate child trauma 

survivors.  
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Appendices  

Appendix A: Recruitment Letter  

Study Title: Trauma and Play Therapy Competencies: A Qualitative Exploration  
 

IRB #: NCR235133 

 

Greetings, 

 

My name is Samantha Long and I am a doctoral candidate at The George Washington University. I am 

currently conducting a qualitative dissertation study in order to complete my degree requirements for a 

doctoral degree in Counseling. This study is focused on understanding the experiences, knowledge, and 

opinions of new counselors who work with traumatized children in play therapy.  

 

I would like to invite you to participate study if you: (a) graduated from a CACREP-accredited masterôs 

program in clinical mental health counseling working towards your full licensure in your respective state; 

(b) self-identify working towards your registered play therapy credential; (c) self-identify working with 

traumatized children and; (d) self-identify using play therapy as a main modality to treat traumatized 

children. As new counselors, who are working towards licensure and your registered play therapy 

credential, with specific experience working with traumatized children, your unique experiences are 

valuable in better understanding trauma competency development and all that entails. Therefore, I am 

seeking volunteers to participate in a research study involving (1) 45ï60-minute interview via Zoom, (3) 

visual journaling prompts following the interview. There will be (1) 20ï30-minute closing interview. 

Additionally, there will be (1) participant member check which will follow the interview and will include 

the researcher providing the participant the transcript to read through and make edits as necessary to 

ensure data is representative and accurate.  

  

Your participation is completely voluntary and your consent may be withdrawn at any time. Your 

experiences will be used to understand trauma competency development and examine gaps in trauma 

training. The results and participant de-identified data will be used in my dissertation study and any 

subsequent presentations or publications. No incentives will be provided to you for your participation. 

Due to the use of electronic means to collect data, there is a risk of confidentiality given the nature of 

technology. However, I will utilize HIPAA secure platforms to collect data.  

 

If you are interested and/or willing to participate in this study, please email Samantha Long 

(samanthalong11@gwmail.gwu.edu) and I will provide two documents: (1) demographic questionnaire 

and (2) informed consent including information on the study. If you have any additional questions or 

concerns regarding the study, please do not hesitate to contact my dissertation advisor and chair, Dr. 

Maggie Parker (mmparker@email.gwu.edu) at The George Washington University. Thank you in advance 

for your time and participation.  

 

Sincerely,  

Samantha Long, LPC, NCC     Maggie Parker, PhD, LPC, RPT-S 

Doctoral Candidate       Faculty Advisor  

The George Washington University     The George Washington University 

samanthalong11@gwmail.gwu.edu    mmparker@email.gwu.edu 
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Appendix B: Demographic Questionnaire  

Age: __________________ 

Race/Ethnicity:  

¶ White 

¶ Black or African American 

¶ Asian 

¶ American Indian or Alaska Native 

¶ Native Hawaiian or Other Pacific Islander  

¶ Hispanic or Latinx 

¶ Prefer not to answer 

¶ Space to self-identify: __________ 

Gender:  

¶ Cisgender Female 

¶ Cisgender Male 

¶ Gender Fluid 

¶ Genderqueer 

¶ Agender 

¶ Transgender Male 

¶ Transgender Female  

¶ Nonbinary 

¶ Intersex 

¶ Prefer not to say  

¶ None 

¶ Space to self-identify: _________ 

Affectional/Sexual Orientation:  

¶ Asexual 

¶ Bisexual 

¶ Lesbian  

¶ Gay 

¶ Pansexual 

¶ Heterosexual 

¶ Homosexual 

¶ Queer 

¶ Prefer not to say 

¶ None 

¶ Space to self-identify: _________ 

 

Year Graduated from your masterôs program: _________________ 

State in which you practice: ___________________ 
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Where are you in the licensure process: (0-6 months post-graduation; 6 months-1-year post-

graduation, 1-2 years post-graduation, or 2+ years post-graduation): ____________________ 

Where are you in the registered play therapy credential (phase 1, phase 2, or phase 3): 

________ 
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Appendix C: Informed Consent  

The George Washington University  

Trauma and Play Therapy Competencies: A Qualitative Exploration  

 

Key Information 

 

The purpose of this study is to understand new counselorsô knowledge, experiences, and opinions 

regarding counselor training, trauma competency, and play therapy competency. If you choose to 

take part in this study, you will be asked to participate in one semi-structured interview, three 

visual reflective journal prompts, one closing interview, and two member checks. The total 

amount of time you will spend in this research is 4-6 weeks. Taking part in this research is 

entirely voluntary. Further information regarding this study may be obtained by contacting the 

student investigator: Samantha Long, M.A., LPC, RPT, NCC, Doctoral Candidate at: 

samanthalong11@gwmail.gwu.edu or the primary investigator, Dr. Maggie Parker, PhD, LPC, 

BCS, RPT-S, CCTP-S at: mmparker@email.gwu.edu. The GW Office of Human 

Research/Institutional Review Board can be reached at (202) 994-2715 or ohrirb@gwu.edu. The 

reason you might choose to volunteer for this study include furthering the counseling 

professionôs body of knowledge pertaining to trauma training competency and development 

specific to traumatized children in play therapy. The reason you may not choose to volunteer for 

this study include the possibility of privacy or confidentiality being a risk when using 

technology.  

 

Detailed Information 

 

My name is Samantha Long and I am a doctoral candidate at George Washington University in 

the PhD Counselor Education and Supervision program. I am inviting you to participate in a 

research study. Involvement in this study is voluntary, so you may choose to participate or not. I 

will email you with a copy of the signed informed consent including the audio/video informed 

consent.  

 

This study aims to understand new counselorsô knowledge, experiences, and opinions regarding 

counselor training, trauma competency, and play therapy competency. Given the focus of the 

study, I will use a basic generic qualitative design for my methodology. Consistent with the 

process of this method, you are being asked to participate in (1) 45ï60-minute semi-structured 

interview via Zoom (audio only), (3) visual reflective journaling prompts, (1) closing interview 

lasting 45-60 minutes via Zoom (audio only), and (2) participant member checks that will 

include reviewing the transcript after the semi-structured interview and after the closing 

interview to ensure accuracy. You will be asked to provide informed consent via this document 

first (electronic or wet ink signature) and then will find the audio/video informed consent that 

will need to be signed (electronic or wet ink signature). If you choose to participate after 

providing informed consent for both documents, you will receive the demographic questionnaire, 

and then will engage in a verbal informed consent during the initial semi-structured interview. 

These forms of engagement will occur over 4-6 weeks.   

 

mailto:samanthalong11@gwmail.gwu.edu
mailto:mmparker@email.gwu.edu
mailto:ohrirb@gwu.edu
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For the purpose of this study, all information will be kept confidential. At the end of this 

informed consent document, you will find space to provide your name, pseudonym, and your 

email address. The audio/visual informed consent is a separate document. The two informed 

consent documents will be locked and secured in a separate encrypted file and will be stored 

separately from the demographic questionnaire and all other forms of data collected to further 

protect your confidentiality. The pseudonym will be used to identify and track all data associated 

with you. Only the principal investigator (Dr. Maggie Parker) and the student investigator 

(Samantha Long) will have access to the pseudonym that corresponds to your actual name and 

information. Additionally, after completion of the study, any subsequent presentations or 

publications that occur will use your pseudonym. All information will be de-identified in any 

publications or presentations.  

 

Zoom interviews or in-person interviews will be audio recorded for transcription and analysis 

purposes. Your transcript will be de-identified by me, as a means of further protecting your 

confidentiality. The photographs that you provide of your three visual reflective journals will be 

edited/cropped to ensure no background information can be identified. You will be asked to 

record yourself as you engage in the three visual reflective journal prompts. The video recordings 

will only consist of your active engagement of the visual reflective journal prompts and will not 

include your face. These recordings will not be used for this study; however, you may be asked 

to participate in a follow-up study that will utilize the video recordings.   

 

Transcribed data will only be used in the write-up of the dissertation study or subsequent 

presentations/publications, which will include participant quotes from the interviews and the 

written narration of the three visual reflective journal prompts. All data collected from the 

demographic questionnaire will be reported in the aggregate. This is to further ensure your 

confidentiality for this research project. Per the follow-up study, I will retain your name, email 

address, pseudonym, audio recordings, transcripts, photographs of the reflective visual journals, 

and video recordings of the reflective visual journals. In addition, all data will be stored in an 

encrypted and password protected USB and laptop file. The only individuals who will have 

access to your personal information (name, pseudonym, and email address) will be the principal 

investigator and student investigator.  

 

Additionally, three years after the completion of the study, the research team will delete all 

participant data from my encrypted and password protected USB and laptop file. This will 

include all data, such as your demographic questionnaire, pseudonym, audio recordings, 

transcripts, photographs, and video recordings.   

 

Potential benefits for taking part in this study include: (1) having an opportunity to share your 

experiences; (2) reflecting on your understanding of the trauma training working with children in 

play therapy; (3) furthering the counseling professionôs body of knowledge pertaining to trauma 

training competency and development specific to traumatized children in play therapy. In 

addition to the potential benefits of your participation, there are minimal risks associated with 

your participation. First, whenever one works with email or the internet, there is always the risk 

of compromising privacy or confidentiality. Thus, your confidentiality will be maintained to the 

degree permitted by the technology used. Second, it is important for you to understand that no 

guarantees can be made regarding the interception of data sent via the internet by third parties.  
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If you do not want to take part, you have the right to refuse participation, without penalty. If you 

decide to take part and then later decide  you no longer wish to continue participating in the 

research study, you have the right to withdraw from the study at any time without penalty. If you 

have any questions, concerns, complaints about the research, please do not hesitate to contact 

me: Samantha Long, M.A., LPC, RPT, NCC, Doctoral Candidate at: 

samanthalong11@gwmail.gwu.edu or Dr. Maggie Parker, PhD, LPC, BCS, RPT-S, CCTP-S at: 

mmparker@email.gwu.edu.  

 

If you have any questions about your rights as a research participant, you have questions, 

concerns, or complaints that you wish to address to someone other than the investigator, contact 

The George Washington University Institutional Review Board at (202) 994-2715.  

 

By reading this informed consent and entering your information below in addition to filling out 

the audio/video informed consent, this indicates that you would like to voluntarily participate in 

this research study.   

 

 

Name (Print): ____________________________________ 

 

Pseudonym: _____________________________________ 

 

Email Address: ___________________________________ 
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Audio/Video Permission Form 

 

I hereby authorize Samantha Long and Maggie Parker to use my visual reflective journal 

photographs for the project entitled, Trauma and Play Therapy Competencies: A Qualitative 

Exploration, in their future publications and presentations. Additionally, I hereby authorize 

Samantha Long and Maggie Parker to use my visual reflective journal video recordings for 

the follow-up study which may also include future publications and presentations. I understand 

that by signing (electronically or wet signature) this form, I am allowing them to use my 

photographs and/or video recordings for this expressed purpose. I further certify that I am over 

the age of 18 years old.  

 

Name (Print): ___________________________________________ 

 

Signature: ______________________________________________ 

 

Date: ___________________ 

 

Please initial:   

Photograph only: _______ 

Video and Photograph (by initialing here, you are giving permission to 

utilize your three visual reflective journal video recordings in a follow-up 

study): _________ 

 

Please print your pseudonym clearly: _______________________________ 

 

Investigatorôs initials: _______________________________ 
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Appendix D 

Interview Templates and Prompts  

Trauma and Play Therapy Competencies: A Qualitative Exploration  

Research Question: How do new counselors who work with children who experienced trauma 

in play therapy describe their experiences with trauma-informed development? 

Sub-Question A: What training and preparation (i.e., counselor education, practicum/internship, 

mentorship, etc.) have you undergone your trauma-informed development working with children 

who have experienced trauma in play therapy have you undergone? 

Sub-Question B: How do new counselors describe their counselor competence and perceived 

self-efficacy when working with children who have experienced trauma?  

------------------------------------------------------------------------------------------------------------------ 

Hello, my name is Samantha Long and I am a doctoral candidate at George Washington 

University in the PhD Counselor Education and Supervision program; this dissertation is in 

fulfillment of my PhD. The purpose of this study is to understand your  knowledge, experiences, 

and opinions regarding counselor training, trauma competency, and play therapy competency. 

For the purpose of this study, all information will be kept confidential which includes the use of 

your pseudonym in the transcript, in any write-ups or presentations utilized along with using 

secure platforms to share your documents, images, videos, and narrative journals. The two 

informed consent documents are locked and secured in a separate encrypted file and will be 

stored separately from the demographic questionnaire and all other forms of data collected to 

future protect your confidentiality. Some risks to confidentiality include: due to the nature of 

using electronic means there is always risk of compromising privacy or confidentiality due to 

hackers but I am taking every precaution I can to ensure your privacy and confidentiality.  

At any point, you have the right to withdraw from the study without any penalty. I want to thank 

you again for your willingness to participate in my study.  

 

Now we will move into the verbal informed consent portion, please indicate your answers 

verbally:  

 

1.Are you 18 years of age or older?  

2. Did you graduate from a CACREP-accredited masterôs program in clinical mental health 

counseling or school counseling?  

3.Are you still working towards your licensure hours?  

4.Do you self-identify working with children who have experienced trauma?  

5.Do you self-identify using play therapy as a main modality to treat children with exposure to 

trauma?  

6.Are you working towards your registered play therapy credential?  

7.Do you have any questions?  

8.Do you agree to participate in this research study or would you like more time to decide? If 

you would like additional time to decide, how much time would you like?  

9. Do you agree to be audio recorded?  

10. Do you agree to be video recorded? The video recording will only be used for a follow-

up study, to which you will be contact after this research study.  
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Now, I will start the recording and we will move into the interview questions.  

Interview Questions 

1.   How would you describe play therapy as a trauma-informed approach? 

2.   What is your experience with counseling children who have experienced trauma? 

3.   How do you think childhood trauma and culture intersect? 

4.   What training and preparation did you receive in trauma training in your masterôs 

program, if any?  

a.    Sub-Question: What was your trauma training in working with children, if 

any?  

b.   Sub-Question: What was your supervision experience with children who 

have experienced trauma, if any? 

c.    Sub-Question: What was your supervision experience with play therapy, if 

any? 

5.   Tell me about your play therapy training. 

a.    Sub-Question: Describe your supervision experience in play therapy. 

6.   How do you describe how training and preparation has contributed to your competence 

working with children who have experienced trauma in play therapy? 

7.   How do you describe how training and preparation has contributed to your self-efficacy 

(confidence) working with children who have experienced trauma in play therapy? 

8.   Describe your experiences of perceived self-efficacy (confidence) when working with 

children who have experienced trauma from different cultural backgrounds in play therapy. 

9.   Describe your experiences of competence when working with children who have 

experienced trauma from different cultural backgrounds in play therapy. 

10.  Would you like to share any additional information with me? 
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Visual Reflective Journals  

   

Prompt 1a: 

draw/collage/create a 

confident trauma-informed 

play therapist. Writing 

Prompt 1a: describe your 

drawing/collage/creation. 

Prompt 1b: 

draw/collage/create yourself 

as a confident trauma-

informed play therapist. 

Prompt 2a: 

draw/collage/create your 

journey to building 

competence to work with 

children who have 

experienced trauma. 

Writing Prompt 1a: describe 

your 

drawing/collage/creation. 

What did you notice about 

this experience? 

Writing Prompt 1b: describe 

your 

drawing/collage/creation. 

What do you notice about 

your first 

drawing/collage/creation and 

second 

drawing/collage/creation? 

Writing Prompt 2a: Describe 

your 

drawing/collage/creation. 

What did you notice about 

your 

drawing/collage/creation? 

 

Closing Interview 

1. Would you like to add or expand on any topics from the initial semi-structured interview 

that discussed childhood trauma, play therapy, cultural considerations, and/or competence 

or confidence?  

2. Process the process 

a. Process the experience with the visual reflective journals 

3. Share preliminary data analysis  

4. Engage in a closure process with the participants  
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Appendix E  

Visual Reflective Prompts and Creations  

Prompt 1a: Draw/Collage/Create a confident trauma-informed play therapist.  
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Prompt 1b: Draw/Collage/Create yourself as a confident trauma-informed play therapist.  

 



200 

 



201 

 



202 

 



203 

 



204 

 



205 
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Prompt 2a: Draw/Collage/Create your journey to building competence to work with children 

who have experienced trauma.  
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