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To A. Nicholas Groth, Ph.D., Friend and Colleague, “Nick.”

You have traversed hundreds of thousands of miles—teaching, consulting, and helping others to learn to work with sexual offenders. A pioneer in your field, you were the first to advocate widely for humane and enlightened treatment for men (and women) who rape and molest children and adults. In doing so, you have helped countless victims, past and present. You have assisted an untold number of children who will never know the trauma of sexual victimization by your contributions to our knowledge about treating offenders and preventing future abuse.

Go gently as you journey, Nick. Our gratitude, affection, and respect go with you.
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Prologue

A society may be judged by the manner in which it treats the members of various vulnerable populations. They are: children, the elderly and persons with physical handicaps, mental illnesses, and mental retardation. A truly caring society will recognize its vulnerable populations and take steps to provide them with special care and protection from abuse and exploitation. Although we lack the capacity to prevent all harm that might occur, we do have the resources and the knowledge to do so much that is affirming, nurturing, healing, and empowering. A society’s willingness to cherish its vulnerable populations may be a measure of its humanity. And we can learn to do so much more….
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Introduction

In 1981, when I was writing the Introduction to Handbook of Clinical Intervention in Child Sexual Abuse, it seemed that the beginning of a new decade provided a powerful and compelling metaphor for change. If the 1960s was a decade of discovery and recognition of the various forms of child maltreatment, some might characterize the 1970s as a period of landmark legislative and governmental influence upon a newly developed area of profound social concern. What, then, of the 1980s? Surely it is now apparent that the decade that is ending has been a time in which the societal response to sexual abuse of children has been a widespread demand for rapid remedies and simple solutions. The glare of nationwide publicity and “hype” that began in 1984 as a result of reports of sexual abuse of small children in day-care centers and nursery schools was unprecedented and totally unexpected. How disturbing to discover that inadequacies in investigative approaches and gaping deficits in services would be so mercilessly illuminated by that spotlight! With media attention focused elsewhere, professionals in the field continue to work hard in a milieu of high expectations and increasing demands.

As this book reflects, there is no simple, universal solution to any aspect of sexual abuse of a member of any vulnerable population. Yet people want concise remedies for complex, multidetermined problems. In March 1989, at the third national annual child abuse conference sponsored by the Children’s Hospital of Philadelphia, Dr. Jan E. Paradise spoke movingly of the difficulties inherent in resisting the technological imperative to perform a test just because the equipment and the technology to do so are available. She was referring to the use of the culposcope in performing medical examinations when sexual abuse of female children is suspected. Although most child victims of sexual abuse have no telltale physical signs when a medical examination is performed, there is great pressure to find physical evidence to document the complaint when sexual victimization of young children is suspected. The culposcope is an instrument that can be used to illuminate, magnify, and photograph the external genito-urinary and anal regions of children who are being examined medically. A physician who collects observational data and photographs with this instrument has a powerful and persuasive advantage when presenting medical evidence in court.

However, an illuminated and magnified view of a child’s perineum can, at best, tell us only that evidence of trauma does or does not exist. What if the abuser was a child molester who gently rubbed or manipulated the child’s body in a way that did not cause trauma? Culposcopy cannot detect and photograph fingerprints on a little girl’s (or a little boy’s) bottom. How genital trauma (if it can be documented) might have been caused and who caused it are still questions that can be answered only by weighing the credibility of an allegation that a particular person sexually abused the child. Medical experts for the defense can (and do) make countering arguments that the trauma documented by the culposcope did not result from sexual abuse. Rarely, if ever, does the culposcope document compelling medical evidence of child sexual abuse that could not be seen by the naked eye when the child was examined. Yet even when all agree that child sexual abuse did occur, the identity of the abuser can be contested fiercely.

The culposcope, nevertheless, when properly used, is a valuable tool, especially for examining young children who lack verbal capacity to describe clearly and consistently what happened to them. Should it be used for medical examinations of all children whom we suspect may have been sexually abused? Herein lies the technological imperative to use an instrument or perform a test just because it is available. The answer is that indications and standards for a new procedure must be formulated and tested with repeated usage. By the end of the 1990s, the advantages and limitations of the culposcope will be much better documented and the indications (and lack thereof) for its use more widely accepted and understood.

Meanwhile, in the field of offender treatment, there is a growing technological imperative to perform psychological tests on offenders of both sexes and to perform penile plethysmography on male offenders (by attaching a strain gauge to the penis of an offender and recording his penile erectile response to various stimuli). The former reflects a deeply held wish or belief that people who commit sexual crimes against children will have recognizable psychological profiles that differentiate them from the rest of humanity. As it turns out, sexual abusers of children can be male or female, white or black, tall or short, bright or dull, kind or cruel, well educated or ignorant, spiritually devout or irreligious, generally law abiding or criminal, and so on. In other words, many of us who work with sexual offenders against children are increasingly impressed by the overwhelmingly human characteristics of this troubled population. No one could deny that people have psychological motivations for committing sexual crimes against children. But anyone could sexually abuse a child; there are no psychological profiles that differentiate persons who have committed such offenses from those who have not. In the words of Walt Kelly’s Pogo, “We have met the enemy and they are us!”

The technological imperative to perform penile plethysmography reflects a different belief: the offender’s response to treatment can be assessed reliably in this way. There is no doubt that we can measure how various stimuli influence a man’s penile erectile response under laboratory conditions. It is also possible to demonstrate how behavioral conditioning influences a male offender’s arousal pattern (as measured by penile plethysmography) while he is being tested. What has not been demonstrated, however, is the extent to which generating these data and comparing them during the treatment period has predictive value regarding treatment outcomes. Why is it that a capacity to generate such data strengthens the credibility of some treatment providers? Perhaps it is because so little data on treatment of victims or offenders has been collected, analyzed, and published. In the 1990s, it will be incumbent upon us all to collect more clinical data pertaining to treatment of cases of child sexual abuse. In order for the data to be meaningful, however, we must also become more precise in our definitions of progress in treatment and treatment outcomes. Only then will our research efforts be in the service of learning how to do a better job of providing treatment rather than satisfying a technological imperative to collect data regardless of its relevance simply because we can.

Largely unnoticed during the 1980s were treatment initiatives that addressed therapy and reeducation for victims and abusers alike. Volume 2 of Vulnerable Populations focuses on these initiatives, some of them reflecting years of work in the field. The first four chapters address treatment of sexually abused children and adolescents. Dr. Jamshid Marvasti, a child psychiatrist, breaks new ground in chapter 1, “Play Therapy with Sexually Abused Children,” by providing long-needed guidelines for this infrequently discussed therapy modality. Chapter 2, coauthored by David Hussey, a psychiatric social worker, and Dr. Mark Singer, a clinical psychologist, addresses another timely topic, treatment of sexually abused adolescents in an inpatient psychiatric unit. In chapter 3, Kerry Christensen Homstead, Ed.D, and Lynn Werthamer, M.S.W., share valuable insights and experience gained in providing cyclic time-limited group therapy for sexually abused adolescent girls. In the next chapter, Francis J. Pescosolido, M.S.W., provides helpful information for treatment of sexual victimization issues in adolescent boys, an oft-neglected but still vulnerable population.

The next section of the book focuses on clinical work with adult survivors of child sexual abuse. In chapters 5 and 6, I describe stages of recovery and peer group therapy approaches for adult survivors. Both chapters draw heavily on experience gained in working with women adult survivors at New England Clinical Associates, a private office devoted to working with various types of child sexual abuse clients. Chapter 7 deals with the impact of childhood sexual abuse on the spirituality of the adult survivors; Norah M. Sargent, M.A., draws on a combined background in clinical work and spirituality in offering treatment suggestions.

The next section of this volume introduces yet another vulnerable population, persons with mental retardation. In 1985, I was asked by Dr. Amy B. Wheaton, then acting commissioner of the Connecticut Department of Mental Retardation, to develop a curriculum to train persons with mental retardation to avoid sexual victimization. Although I was initially hesitant to comply, I changed my mind when an extensive search failed to uncover a published curriculum that can be used with persons who function in the lower than normal range of measured intelligence. Chapter 8 is a teaching guide for a curriculum developed after extensive field testing. Chapter 9 presents the curriculum itself, which is adaptable for persons with mild, moderate, and severe levels of mental retardation. These could not have been published without the assistance of Dr. Wheaton and the contributions of Sister Judith A. Carey, an educational psychologist whose expertise in working with persons with mental retardation provided an invaluable contribution. Chapter 10, “Evaluation and Treatment of Sexual Offense Behavior in Persons with Mental Retardation,” came to be written in response to questions raised during numerous evaluations in subsequent years. Persons with mental retardation are an extremely vulnerable population, especially with regard to sexual victimization. In the next decade, it is probable that we will see much greater interest and many more contributions in this area.

One new phenomenon of the 1980s was the birth of private offices and treatment centers that specialize in working with cases of child sexual abuse. Some of these endeavors were short-lived; others have been more durable. The difficulties in sustaining such free-standing private programs while delivering affordable treatment services are many and challenging. Chapter 11, “The Chesapeake Institute,” describes a private program in Maryland that provides high-quality treatment services to many types of child sexual abuse clients. The coauthors, Linda Canfield Blick and Thomas S. Berg (both psychiatric social workers) have provided a detailed description of their program and its treatment philosophy.

The last section of this volume focuses on offender treatment. In chapter 12, Dr. A. Nicholas Groth, with the help of Frank Oliveri, once again illuminates the topics of sexual offenders and sexual offense behavior. Chapter 13, by Margaret C. Vasington, M.A., is a compelling contribution that addresses the treatment of personal victimization issues in convicted sexual offenders. Finally, in chapter 14, I have described an approach to community-based treatment for sexual offenders against children, with a focus on time-limited cyclic peer group therapy as the primary therapy modality.

This book is a state-of-the-art contribution. None of the approaches described in any of the chapters represents a simple or final solution. As the field evolves, we need to keep on learning and working and trying other ways. Since so much of our work with victims and offenders is enhanced by the use of metaphor, it may be useful to end this introduction by reflecting on the lessons to be learned from Charles Lamb’s “Dissertation on Roast Pig.” Many of the people with whom we have worked at the New England Clinical Associates office have enjoyed the following version of that timeless tale.

In pre-historic times, there lived a barbaric clan who had tamed fire to the extent of learning to build hearths to warm their rude huts. These savages were so primitive that, in winter, they brought their domestic animals into their own huts so that all could keep warm. Although they had learned to domesticate chickens and goats and pigs, they had not yet learned to use fire to cook food. Accordingly, the clan would slaughter the domestic animals and eat their flesh raw.

One day, the leader of the village, a man reknowned for his wisdom and prowess in hunting, decided to lead everyone on a hunt for fresh meat. The headman left behind his young son, admonishing him to tend the fire carefully so that a newly-farrowed litter of pigs in the hut would not freeze. The boy tended the fire faithfully for a long time until he became bored and restless. Forgetting his father’s warnings, he piled wood on the hearth and left the hut. When he returned, he discovered that the hut had caught on fire; despite frantic efforts, he could not put it out and the hut burned to the ground. The larger animals all escaped although they were scorched by the fire. Poking disconsolately in the wreckage, the boy accidentally touched the charred body of one of the piglets, all of which had perished in the flames. Yelping in pain, he thrust his burned hand into his mouth. Some of the roasted skin and flesh of the piglet, which had been stuck to his hand, thereby found its way into his mouth. The boy now was distracted by this new experience. By chance, he was the first person in his clan to taste the delights of roast pig! Fearfully, he broke apart the smoking carcass and tasted another piece. It was wonderful! Throwing caution to the winds, he began to cram pieces of scorched pork into his mouth, eating it as fast as he could.

Unbeknownst to the boy, his father had returned. As he surveyed the wreckage of his hut, the headman began to weep and curse and beat his breast while demanding an explanation from his son. However, the boy paid no attention to his father and continued to gorge himself. In a rage, the father cuffed the boy aside and bent down to see what he had been doing. Thrusting his hand into the place where the piglets had been lying, he also burned his hand. History repeated itself. The headman also thrust his hand into his mouth and in a similar fashion, tasted roast pig for the first time. Wiser and more experienced than his son, the headman immediately divined what had taken place. Sitting down in the midst of the smouldering wreckage, the headman ate and ate and ate. His son crept quietly back and parent and child sat side by side, devouring roast pig.

After a long time, the headman stopped gorging himself. He stood up, paced around the perimeter of his ruined hut and became very thoughtful. Then, with grunts and scowls and stern admonitions, he spoke seriously to his son. He told the boy that, under no circumstances, must anyone learn of their discovery. With great solemnity, the savages kept their secret and told no one about the new use of fire which had been revealed to them. However, the other people in the clan could not help noticing as time went on, that the headman’s hut burned down with frightening regularity—just about as often as the sow gave birth to a new litter of piglets.

When I tell this story to clients, I like to conclude by remarking, “People keep on doing things the hard way when they don’t know any better. Different solutions are possible. It isn’t necessary to keep on using the same solutions, over and over again. We can learn different solutions. It’s okay to learn to solve problems in a different way.”

This holds true for treatment interventions with vulnerable populations. We can learn more creative ways to work with sexually abused children, adult survivors, offenders, and persons with mental retardation, while still retaining the useful lessons of the past. Good luck to us all!


1
Play Therapy with Sexually Abused Children


Jamshid A. Marvasti

Definition of Play

The clinical use of play can be divided into a play diagnosis phase followed by a play therapy phase (although in many situations it is difficult to differentiate the two). In play diagnosis the interviewer’s focus is on identifying significant events in the child’s life and assessing their impact on personality and feelings. In a subsequent play therapy phase, the therapist’s focus is on correcting any abnormalities identified in play diagnosis.

Play Diagnosis

In play diagnosis, the interviewer builds a relationship with the child by encouraging him or her to interact with dolls, toys, and other play material that aid in identifying the child’s principal emotional conflicts. Once those conflicts are identified, the toys are used again in play therapy but this time as an aid in helping the child find better solutions for these conflicts. Play diagnosis is a technique to enable a child to reveal internal conflicts, fantasies, wishes, and perceptions of the world. Generally children use repression, projection, displacement, and symbolization as the main ego defense mechanisms during play. The child displaces the emotions of anger, hate, and love onto the dolls and toys. During play diagnosis the child is encouraged by the therapist to displace his or her feelings and traumas onto the dolls and toys. Through this play, the therapist may observe the child’s self-view and the role that he or she assumes in the family. The child may be the family scapegoat, a parentified child, or a Cinderella. The child’s view of others may also be noticed in play, especially his or her perception of family members and their interpersonal relationship, and the family’s dynamics. The child’s defense mechanisms and method of dealing with emotional conflicts may also be manifested in play diagnosis.

During the second play session, Jimmy arranged the family dolls inside the dollhouse. Then the mother doll brought a new puppy home, which became the center of attention. Later a monster from outside came and kidnapped the new puppy. This play was a reflection of the child’s resentment toward his new baby sister. The child displaced his resentment and anger onto the monster and by using displacement was able to express his conflict with his new baby sister. The child also used symbolization by substituting a new puppy for his new baby sister.

Displacement is a powerful defense mechanism used during play; the child is able to reveal his or her internal world without fear because these activities are “done” by the dolls, not by the child. It is the doll who is afraid of an Indian, not the child. It is the dinosaur who is full of anger, rage, and murderous wishes, not the child. It is the monster who takes the father and throws him out of the home, not the child.

Five-year-old Mary was living with her mother. The parents were divorced, and Mary visited her father on weekends at his home. There were some allegations of sexual abuse, drug dealing, and violence in her father’s home. During play sessions a “Bonnie Baby” lived in a home with her “Bonnie Mother.” Once in a while, the mother brought the “Bonnie Baby” to another home to “have fun.” But Bonnie Baby “didn’t like the other home” or the “animals’ house” as Mary called it. Bonnie was somewhat reluctant to go to the other home and hid herself in the closet in her mother’s house. The therapist commented that “Bonnie Baby” was not happy about going to the other house, which Mary said was “full of scary things.” The therapist took another puppet and asked Mary’s puppet, “What is going on with this Bonnie Baby?” Mary’s puppet said that she was afraid to visit that house. The therapist’s puppet said, “Oh, she should have a reason to be afraid. I wish that she would tell us what is scary there.” Mary’s puppet said, “It is scary, but she can’t talk now; Bonnie Baby cannot talk now.” During this play session, there was some indication that Mary was reluctant and fearful of going into her father’s home. However, in earlier interviews with the child and her mother, the child mentioned that she liked to see her father, and the mother agreed that the child “had fun” with her father during the visitation period.

The mother later said she was puzzled that her daughter frequently wet the bed after visiting her father and speculated that she probably missed him. However, during the subsequent play sessions, there was no indication that Mary missed her father.

During play sessions, the therapist tries to understand the symbolic meaning of the child’s play. Children use play to express their wishes, traumas, and internal world. With the help of ego defense mechanisms, it is possible for their play to be free from censorship of the superego and free from reality principles. As Piaget (1962) confirmed, play is the child’s assimilation of reality to ego needs; for example, dead people can be alive and children can fly. In play, a child reshapes reality to self-needs. Play obviously is the opposite of work. Work is assimilation of self to the needs of the environment.

Probably Freud (1920) was the first to consider observing and interpreting play as a means for understanding the emotional condition of children. He described the play of an 18-month-old child, a “good little boy” who had the habit of throwing his toys in the corner and crying “Gone!” One day, after repeating the same play, the child added another dimension: he repeatedly threw a reel out of his crib and called “Gone!” but then pulled it back. Upon its return, the child called “There!” with pleasure in his voice. Freud considered this repetition of an object’s disappearance and, “Gone!” and “There!” as a game the child invented for the purpose of ego mastery of the traumatic experience of his mother’s temporary departure. The child became an active participant in the play, contrary to his real-life experience in which he was a passive victim. Freud believed that in play, children repeat whatever has made a great impression on them in real life. They abreact and make themselves master of the situation. The universality of certain games and play, such as Peek-a-Boo, may indicate the child’s attempt to deal with separation anxiety and object consistency. It follows that a child who is a victim of trauma, especially incest, may try to master the trauma through play and the repetition of that play. When the trauma is excessive, the child repeats the events during the play in order to digest the overwhelming trauma gradually. This play, which is centered around the traumatizing situation, is repeated over and over for the possible purpose of ego mastery.

Play Therapy

The second part of play is play therapy. In play therapy, the therapist “undoes” the displacement, projection, and symbolization observed in the play diagnosis phase. In play diagnosis the therapist encourages the child to express himself or herself by using displacement and other ego defense mechanisms. In play therapy, however, the reverse should occur: displacement should be broken and projection “undone.” The similarities between the doll’s feelings and the child’s feelings will be explained to the youngster. For example, the therapist may say, “Jimmy, I wonder if you feel the same way as this doll?” Or, “Now this is you, Mary, who are angry at your mother, just like the doll.” The therapist relates the child’s play to his or her conflicts and fears and helps the child find a better solution, not for the doll necessarily but for the child.

In play therapy, ventilation of feelings is beneficial, but it is only a small part of therapy. Real therapy starts when the defense mechanisms are broken and the child verbally reveals real concern about his or her conflicts. The therapist connects the content of the play to the child’s own life and explains the similarities between the doll’s life and the child’s life. In other words, the therapist helps the child face reality:

Natasha created a scenario that she repeated during several sessions of play therapy. A monster found a little elephant in the street and brought it to the dollhouse to be cared for. Eventually the therapist felt that the little elephant was, in a symbolic way, the child; and the monster was, most likely, her mother. In one of the sessions when Natasha was playing a powerful role, she threw the monster and the dinosaur out of the dollhouse and said, “I got rid of all the monsters. I got rid of all dinosaurs.” The therapist interrupted Natasha and said, “But there is still one monster left that we haven’t dealt with and that is, possibly, your mother.”

In this case, the therapist’s comment about the monster was a stepping-stone for the child to begin the real work of dealing with her mother.

The interpretation of the child’s play is also an important part of therapy, especially with older children. It formulates the problem, or conflict, into words in order to promote the child’s understanding of his or her own feelings. In legal situations, especially with children who are sexually abused, a verbal statement by the child during play may be valuable. Obviously the justice system wants to hear the child’s statement about the abuse, but statements made during play concerning a father doll who puts his finger in the daughter doll’s vagina may not be very valuable to a judge as evidence. Interpretation by the therapist will be necessary if the statement is to be used in the legal process (Marvasti 1986a).

Therapeutic Interpretation of the Child’s Play

One issue in play therapy is the content of the play and its symbolic meaning. When a child plays a scenario in which a car becomes disabled on a lonely road at night in the middle of a snowstorm and “No one is around to help,” the child may be indirectly describing a cold environment and feelings of abandonment, helplessness, and depression. It is important to pay attention to the child’s nonverbal communication—body language, dreams, and play. A verbal statement generally arises from the conscious level of the mind; however, play, dreams, and body language probably represent the unconscious.

Mary was a victim of father-daughter incest. She verbally expressed to her therapist, “It didn’t bother me too much. It doesn’t bother me anymore; he is my father anyway. I can forgive and forget and that is what I did.” Later, however, when the therapist invited the child to play, the child played out a scenario of Indians, cowboys, dinosaurs, and monsters who constantly fought and expressed revenge and resentment. There was no indication of forgiveness or forgetting each other’s behavior. The content of play obviously showed that the child was full of anger and desired revenge; however, her verbal statement contradicted her unconscious wishes and fantasies.

After encouraging the child to play, the therapist may observe both the content of the play and the characters the child uses (dinosaurs and monsters or kings and princesses). It is important to identify the child’s main conflict; in some ways, play rather than verbal statements may better indicate the child’s true feelings. Children may have learned that it is undesirable to express negative feelings verbally. It is evident in our culture that children are not allowed to talk about their hate and anger; however, in play, children may act out their most undesirable feelings with the help of displacement and projection.

The Child’s Perception of an Event: Objective versus Subjective Reality

During play the child is generally preoccupied by psychic reality, or subjective reality, rather than objective reality. Psychic reality is the child’s perception of events in his or her environment, and objective reality is what is actually happening. The investigator’s intervention in child sexual abuse cases is designed to try to find the objective reality as much as possible. A child’s psychic reality might be different or, because of wishfulness, might be a distortion of objective reality. In play, the child and therapist are dealing with the child’s psychic reality, and for years, play therapists were concerned primarily with the child’s perception of the events. For example, if the child perceived that he or she was responsible for the parents’ divorce or the father’s death, the therapist would deal with the child’s psychic reality and try to help him or her to overcome the emotional trauma of that perception or misperception. However, in the last several years, child sexual abuse cases have modified this pattern. The justice system has imposed an emergency mandate to identify the objective reality as soon as possible: Who did it? How was it done? When did it happen? During play diagnosis, however, it is desirable to understand the child’s perception and interpretation of events, which may be different from objective reality (Marvasti 1987).

Jimmy was taken by his mother to a dentist and then came to a psychotherapist’s office for play therapy. During play, he created a scenario whereby a father doll forced a hammer into the mouth of his child and punished him. Although it was the mother who took the child to the dentist, the child’s play revealed that he felt he was sent to the dentist by his father as punishment for having angered him earlier that day.

The child’s perception and interpretation of sexual abuse are the most important elements in determining the impact of the abuse and its contribution to psychopathology in the child.

Michelle, a 4-year old child, was molested almost every other night by her father. Her mother worked at night and slept during the day. She was a depressed woman who was unable to give enough attention or affection to her child. After the disclosure of incest, the father was prohibited from living in the home. During the play session, the therapist felt that the child interpreted the sexual molestation as a sign of affection and attention. The child was angry at her mother because she did not come to her bed every other night to kiss her, touch her, and fondle her as her father had done. This interpretation became evident when the child played out a scenario with the dollhouse: a monster came and took the father doll out of the home and put him in jail. Later the girl doll went to the monster and asked him if he could give back her father and take the mother instead.

This example revealed that Michelle’s interpretations of sexual abuse were markedly different from the interpretation of adults and the justice system (Marvasti 1986b).

Children not only play out the frustrating events that they experience; they may also express through play their preoccupation with someone else’s statement, story, or explanation of an event.

A divorced husband was accused of sexually abusing his daughter while he was bathing her. Allegations implied that he put his finger in her vagina and kissed her breasts while she was in the tub. The child was sent to a clinician for an evaluation. During the first play session, the child took the father doll and put his finger around the genital part of the child doll and kissed her breasts. The therapist could have reported the details of the play session to authorities as evidence of the alleged abuse. However, by chance, the therapist became aware of the child’s conversation with her mother immediately before she arrived at the therapist’s office. The child asked her mother, “Why can’t I visit Daddy anymore?” The mother explained in detail that her father was accused of putting his finger in her vagina and kissing her breasts while he was giving her a bath. In the play session, the child played out her preoccupation, the cause of her frustration and deprivation, in the way that she was told.

This example illustrates how important it is for the play diagnostician to be skilled and experienced. Any play scenario may need to be questioned and challenged.

In order to interpret a particular scenario correctly, the therapist needs to develop a close interpersonal relationship with the child through multiple play sessions. An abused child who is told repeatedly by the offender that he or she is lying about the sexual abuse incident may set up the same scenario in play therapy by making a doll lie about an event in the dollhouse. The same is true if the child is instructed by the offender to lie about someone else. The child may very well play out the same scenario in play therapy, having the doll lie or accusing the doll of lying. Long-term therapy in the context of a trusting relationship can reveal the objective reality.

During play diagnosis with sexually abused children, details of the victimization may direct us toward objective reality.

Sheila, a 6-year-old girl, was forced to masturbate and lick an adult’s penis until ejaculation. The defense attorney argued that the child might have seen her mother in bed with her boyfriend during sexual activity, or she may have seen an X-rated movie. However, in the first interview with the therapist, the child was asked to described the details of the incident in regard to taste, color, and feel. She called semen the “milky, warm, white, sticky thing spit off his thing. It had a yucky taste; it was sticky between my fingers.” These are details the child could not learn by watching her mother in bed or an X-rated movie.

In order to identify objective reality correctly, the play therapist must have a deep interest in children and enjoy playing with them. He or she should know the child’s culture, including favorite cartoons, heroes, and movie stars. These are especially important in working with teenagers. For example, the teen who arrives with red and green hair is not necessarily psychotic but simply manifesting an expression of an adolescent subculture.

Therapeutic Principles and Goals in Play Therapy

The therapeutic principles and goals in play therapy are the same as in any other kind of therapy:

 	Establishing a therapeutic relationship that allows expression of child’s feelings.
 	Providing corrective emotional experiences during the therapy session in the context of the child’s play.
 

The following case example is illustrative.

Junie, a 7-year-old child, felt that the therapist would punish and abandon her if she showed anger during play therapy. It was evident that this feeling prevailed at home. Through the use of dolls, however, the therapist showed that it was all right to express anger, and even the “monster” doll has a right to get angry. Also, when the therapist took a toy gun and started to shoot at the bad guy, the child, somewhat surprised, looked at the therapist and said, “Is it all right to be angry in front of you?” As therapy progressed, the child eventually expressed many negative feelings toward her parents and classmates. When the therapist asked why she had never said these things before, she replied that her parents did not allow her to express feelings of anger and told her that anger was shameful.

 	3. Allowing or inviting the ventilation of pent-up emotions.
 	4. Suggestion or persuasion.
 	5. Developing awareness.
 

During play therapy, the therapeutic changes may take place gradually as the child:

 	Identifies with the therapist as a healthy person.
 	Develops a positive interpersonal relationship with the therapist.
 	Gains knowledge of the insight into the emotional trauma.
 	Reworks the trauma.
 	Resolves the developmental crisis that results from incest and sexual trauma, a dysfunctional family structure, or a combination.
 	Increases self-esteem, self-image, self-confidence, and trust in others.
 	Increases autonomy.
 	Improves coping skills and learns a problem-solving approach.
 	Grieves the loss of parents and/or friends or the loss of virginity.
 	Increases his or her ability to postpone gratification.
 	Learns to practice impulse control.
 	Improves reality testing.
 

Projective Technique in Play Diagnosis

Mutual Storytelling Technique

In this method (developed by Gardner 1971), the child is asked to tell a self-created story to the therapist. Then the therapist surmises its psychodynamic meaning and creates a responding story. In mutual Storytelling the therapist creates a story with the same characters, setting, and events of the child’s story but with healthier adaptations and resolutions of the conflicts.

I have used a story completion game with children to obtain information about the child’s feelings, motives, and preoccupations. In this technique, the clinician begins to tell a story and asks the child to add to it. Eventually the therapist and child together create a complete story.

Jimmy, an adopted child, came to therapy because of alleged sexual abuse. He claimed that he was not concerned about his biological parents. In a story completion session, the therapist began, “Once upon a time there was a boy who was walking on the street and …” Jimmy added, “and he was looking for someone.” The therapist added, “and maybe it is an important person for …” The child mentioned, “for him, and it is a very, very important person.” The child went on with the story and had the “boy” go to the gas station and ask for the address of a family. After searching all over town, he eventually found the house and the family. He knocked on the door, but no one answered. A neighbor came out and asked what he was doing there. The boy replied that he just wanted to see the people who lived in the house for a second. The neighbor asked why, and the boy said that he wanted to ask them why they gave their son up for adoption.

At times, the therapist might wish to make the story have a happy ending.

Drawing a Picture

Children may project their trauma, wishes, and internal conflict through drawing and artwork.

Janet apparently was sexually abused by her uncle on the night that she stayed with him and her aunt. The next day she was brought to the police station, but she was mute and would not talk to anyone about the incident. She was unwilling to talk at the therapist’s office; however, she seemed interested in drawing and coloring. The therapist and child both started to draw a picture. The therapist asked the child if she could draw a picture of the things that she loved and a picture of the things that she was afraid of. Eventually the therapist asked the child to draw things that she was not able to talk about. The child drew a picture of a girl who was lying down on the couch and a man who had his hand on the girl’s genital area. When the therapist asked what this man was doing, the child became quiet. Eventually the therapist asked the child if she could write a story about this man and girl. The child wrote, “Uncle Jimmy put me on the sofa and hurt me.”

A child’s drawing of himself or herself or the family may be a valuable source of information because the child’s portrayal of the human figure is more or less a projection of his or her characteristics. In psychological assessment of a child, diagnosticians commonly ask the child to draw his or her home and family (elaborated as Kinetic Family Drawing by Burns and Kaufman 1970). In Kinetic Family Drawing, the child is asked to draw members of her family “doing” something. The House-Tree-Person (HTP) also is being used as a projective technique (Hammer 1960).

Winnicott’s Squiggles Game has been developed by Winnicott (1971a) for diagnostic purposes. In this game the clinician draws a formless scribble on a paper and asks the child to convert it into a recognizable form. This is repeated with the child starting with the scribble and so on, each taking a turn. The clinician also encourages the child to talk about the forms created.

Exploring Dreams and Fantasies

Other projective information can be obtained when children talk about their dreams, nightmares, and fantasies. Many clinicians ask children what they would ask for if they could have three wishes granted.

Sabrina, who was allegedly sexually abused by her father, had never disclosed her victimization. During one session, the therapist asked her about her three wishes. The child said that one of her wishes was to go to an island, where she could talk about her secret without anyone going to jail.

Role Reversal Play

In this technique, the child “becomes” the therapist and the therapist “becomes” the child. The child asks questions, and the therapist answers using the child’s life history as a model. The clinician may ask many questions and ask the child to help him or her with “my problems.” The clinician can then assess the child’s problem-solving ability and insights.

Jennifer asked the therapist to “become” the patient, and she herself sat in the doctor’s chair and “became” the doctor. She said, “Tell me about your life.” During this play, the therapist said that he had been sexually abused by his father. He did not know what to do because part of him liked his father, and part of him was angry at the father.

Therapist: Tell me, Doctor, what should I do?

Child: I can understand that you like and hate your dad, but you should try to forget him .

Therapist: I can’t; he’s my father. How could I forget him? He comes to my mind all the time.

Child: When he comes to your mind, count sheep.

Therapist: I did all of these things, but still he comes to mind.

Child: Tell me how long you kept it a secret.

Therapist: For a long time. But what do you think I felt when I kept this a secret for a long time?

Child: That keeping the secret was more painful for you than many other things.

The clinician thus discovered that the secrecy of the sexual abuse was more traumatic to the child than had previously been suspected. The child’s use of the defense mechanisms of denial and suppression also was revealed by this technique.

Use of Props

The child can use costumes, puppets, and dolls to project internal feelings.

Beth is a 6-year-old girl who was allegedly abused by one of her family members. During the play session, she put one puppet on her right hand and another on her left hand. She called the right hand puppet a “cute child” and the left puppet a “bad guy.” The “bad guy” told the “cute child,” “If you open your mouth, I will kill you.” Eventually the therapist introduced his puppet, and a threeway conversation continued. Near the end of the session, the therapist removed the puppet from his hand and asked the child, “Beth, can you tell me in your real life if you know anyone who is like your left-hand puppet?” And Beth looked at the therapist and said, “Yes, Uncle Jimmy,” The therapist then suggested that the child put the puppets away and talk about her own life and the child readily agreed.

Therapist: Is it scary to live in the same house as Uncle Jimmy?

Child: Yes, it is scary. He tells me not to talk even about my fear.

Therapist: I am glad that you are talking to me about your fear.

Child: He said he may kill me if I talk.

Therapist: He should be afraid of your talking.

Child: Yes, he may go to jail as he told me.

Psychodrama

This technique is especially effective in group play therapy with children. Generally the scenario of the psychodrama is created or “written” by the therapist together with the children. Then they enact the psychodrama.

In a group therapy session with children who were sexually abused, the therapist arranged a psychodrama about a family who lived in the woods. One day the police came to arrest a member of the family. One of the children played the role of the police officer, and the others played the roles of the family members. They began to discuss why “our daddy should be arrested.” The police officer explained that Daddy had sexually abused one of the children. Mother said, “No, my child is lying.” The father said, “I never touched her.” The officer called for a judge, and both of them came into the home, and told the parents, “We know who is lying and who is telling the truth. Shame on you.” During this psychodrama, the therapist interfered several times by asking questions and making clarifications. For example, the therapist asked the children how they felt about their fathers, thus, bringing up the feelings of abused children toward their fathers. The therapist asked, “How does this child feel when her father is being taken to jail.” And one child answered, “I feel bad and guilty.” The therapist asked, “Why?” The child answered, “Because she put her dad in jail.” The therapist commented, “Only the judge can put people in jail; no one else.”

Despart Fable Test

Some diagnosticians have used the Despart Fable Test with children, although the scientific value of this test is not yet proved. There are a number of the Despart Fables.

The Bird Fable is designed to ascertain whether the child is emotionally dependent (that is, fixated on his or her parents) or independent:

A daddy and mommy bird and their little birdie are asleep in the nest on a branch. All of a sudden, a big wind blows and shakes the tree. The nest falls on the ground, and the three birds awaken with a start. The daddy flies quickly to a pine tree and the mother to another pine tree. What is the little bird going to do? He knows how to fly a little already.

The goal of the Funeral Fable is to investigate hostility, death wishes, guilt feelings, and self-punishment:

A funeral procession is going through a village street, and people ask, “Who is it that is dead?” Somebody answers, “It’s somebody in the family who lives in this house.” Who is it?

A child who has no conception of death can be told instead: “Somebody in the family took a train and went away, and will never come back. Who is it? [Enumerate the members of a family.]”

Practical Issues in Play Therapy

The Playroom and Play Materials

The playroom should be in close proximity to the waiting room, where the parents usually stay. The ideal playroom has a clear view of the waiting room through a window or one-way mirror, beneficial for children who exhibit severe separation anxiety, especially during the first session. The playroom should not be too far from the bathroom, because young children frequently want to use it during the session. Play materials should include dolls, a dollhouse, puppets, and other toys (which, preferably, are unbreakable). A family of dolls is encouraging to a child’s play therapy. If there is a need for more than one dollhouse, as in the case of a child of divorced parents, a cardboard box or even a picture drawn by the child may represent one of the houses. A fairly large selection of simple dolls is very useful: three or four male dolls who might represent a father or stepfather, an uncle, or a doctor and several female dolls who might represent a mother, stepmother, teacher, or other important family members. Anatomically correct dolls should not be included in the visible play materials. They should kept out of sight—inside a bag or in a locked closet. When the time is appropriate, these can be introduced to the child not as toys but as tools for facilitating communication.

Paper, pencils, and crayons should be readily available, and some playrooms are equipped with modeling clay and even a sandbox. A toy telephone can be very useful; the child may “speak” to her father, her mother, any other family member, or the sexual offender, and at times, the therapist can use the telephone to talk to the child. A child whose anxiety increases during the conversation can hang up, exercising control of the situation. Toy guns are present in some playrooms, although the therapist may need permission or consent from parents to use them. A toy gun may be especially beneficial to facilitate meaningful play for an inhibited child who has suppressed aggression excessively and needs to get the message from the therapist that it is all right to pretend and to express aggression through fantasy.

The therapist should make an effort to keep the playroom free of any broken toys. In the oedipal stage, the child is sometimes concerned about missing parts and broken parts in toys and dolls. The child may have castration anxiety and is preoccupied by the size of toys and the length of objects and sometimes may obsessively compare and measure the heights of dolls. At times, the child may stand up over a chair near the therapist and say, “I am taller than you.”

Setting Limits

The first sessions of play therapy should include limit setting with occasional reminders as the need arises during the session. The therapist generally tells the child to play as he or she likes. If the therapist suspects that the child is aggressive or destructive, the child must be reminded not to hurt the therapist or self or destroy property. Limit setting in regard to physical contact between the child and the therapist is an important consideration. For example, young children may wish to get on the therapist’s lap during part of the session. Most therapists would probably allow a 4 year old to sit on his or her lap, but obviously this would not be the case with a 14 year old. Sexually abused children may be seductive or exhibit oversexualized behavior. Further, the child may misinterpret any physical contact as sexual contact. It is the responsibility of the therapist to maintain safe boundaries while still communicating warmth and affection to the child. This will include role modeling appropriate behaviors and reminding the child of societal sanctions about other issues such as disrobing and masturbation.

Some therapists are uncomfortable with the child’s sexual behavior during the sessions. Perhaps a child wishes to disrobe or try to take off the therapist’s clothes. The child may ask permission to touch the therapist’s genital area or ask the therapist to touch his or her genital area. A child may ask permission to masturbate or during the play may start to masturbate. If the child has been sexually abused, the therapist may interpret such sexual activity as abnormal and beyond age-appropriate behavior; however, that interpretation very much depends on the therapist’s level of comfort with sexuality. In most cases it is appropriate that the therapist inform the child that masturbation may be a pleasurable activity in private but does not occur in the presence of others, including the therapist. Also, during the play session, there may be times when the child needs sexual education from the therapist.

Joey, a 6-year-old child, wanted to check the size of the therapist’s penis.

Therapist: What is in your mind that you want to know how big my penis is?

Joey: I want to see if you have the biggest penis in the world or not.

Therapist: Joey, where did you learn about the biggest penis in the world?

Joey: Grandpa told me that he had the biggest penis in the world, and if I touched his penis it would get bigger and bigger and become the biggest penis in the world.

Therapist: Joey, I can assure you that my penis is not the biggest penis in the world.

Joey: Can I touch it?

Therapist: Joey, I do not really let my penis be touched by kids. Sometimes kids like to touch each other, but I am an adult, and I do not like to be touched by children. However, just as we pretend to kill somebody by shooting a doll with the toy gun, you can pretend a doll is your therapist and you may do as you like with it.

In the case example, the therapist responded openly and honestly to Joey’s questions. At the same time, he set limits for Joey by refusing Joey’s request to look at or touch his penis. Joey’s response—“Grandpa told me that he had the biggest in the world”—provided useful information regarding the strategy used to entice the child into sexual behavior; it appeared that the grandfather enticed Joey by exposing himself to the child and then offering to satisfy the child’s curiosity about what “the biggest penis in the world” would grow to look like if Joey complied with the grandfather’s wish that the child touch his penis and masturbate him. The therapist also took the opportunity to tell Joey about appropriate boundaries between adults and children regarding sexual exposure and masturbation. Instead of shutting off Joey’s curiosity and questions, the therapist suggested that Joey interact with a doll and pretend that it is the therapist. If Joey followed this suggestion, it might provide an opportunity to reveal more of his wishes or fears regarding sexual behavior with adult authority figures.

Another example is Robert, a 5-year-old child who was expelled from three different day-care centers because he repeatedly asked other boys to come to the bathroom where he would touch their penises. He also asked them to touch his penis in compulsive play. During the play session, the therapist asked Robert if he knew why he came to see the therapist.

Robert: No, I don’t know why.

Therapist: Robert you came to see me because I want to help you. Children who have problems come to see me. Do you know what your problem is, Robert?

Robert: I don’t have any problem.

Therapist: Robert, have you been expelled from day care three times?

Robert: Yes.

Therapist: Do you know why you were expelled?

Robert: Yes, because I touched them there.

Therapist: Robert, you know that day care does not like you to touch others’ penises in the bathroom. They expelled you because they think that you forced children to touch your penis and you forced them to let you touch theirs. Other kids’ parents do not like that.

Robert: Do you touch children’s penises?

Robert: No, not at all. The only penis that I touch is my penis, and I touch it when I am alone and in the privacy of a room.

Robert: Is my bedroom a private room?

Therapist: Yes, that is a private room.

Robert: Okay.

This time it was the therapist who initiated the discussion regarding sexual behavior. Once again, the therapist reminded the child about appropriate boundaries and limits. Then he reinforced the sexual education principle that masturbation is a private behavior. Robert’s query if his bedroom was a private room was answered affirmatively by the therapist. Thus the limit setting inherent in the explanation that day-care personnel and “other kids’ parents” do not want children to force others to comply with interactive sexual behaviors was followed by communicating implicitly that masturbation was permissible for Robert in the privacy of his bedroom.

At the beginning of the play session, the therapist should explain to the child why he or she is in the therapist’s office. Otherwise the child may manifest preoccupation with the question through play.

Jackie: [putting a car inside a castle in the first therapy session]. This little car is here to be fixed.

Therapist: How does this little car feel being in this castle?

Jackie: The little car is afraid. She’s in a strange place—doesn’t know why she’s here.

The therapist then explained that the little car was there for a purpose just like little children who visit a doctor’s office. Later, the therapist explained that children came to his office to talk and play about the things that were bothering them.

Separation Anxiety from Parents

If the child shows separation anxiety from his or her parent, it is advisable to allow the parent to stay with the child for a short time during the first session. In other cases, the child may be sensitive to the noise of the office door; if it is closed or opened, the child fears that his or her mother may be leaving. Other children may run toward the window frequently to look out to see if their parents’ cars are still there.

It is sometimes possible to allow the parents to be in the playroom until the child becomes less anxious and develops a relationship with the therapist. The therapist can leave the consultation room and the waiting room doors open so that the child sees his or her parent, from a distance. Bringing the parents to the playroom obviously decreases the child’s anxiety, but it may increase the therapist’s anxiety. In any event, the parents’ presence undoubtedly influences (usually in an inhibitory fashion) the child’s capacity to play freely. The parents should be told not to comment or participate in any conversation during the play session, if possible.

Play Therapy Techniques

Structured Play Therapy

In both play diagnosis and play therapy the therapist finds out as much information as possible about the child and the alleged victimization. Structuring the play is very important; it enables the therapist to guide the child directly or indirectly into areas of play that reveal more information about the alleged abuse.

Laura was allegedly abused at day care. The mother was also suspicious of her ex-husband. The child had visited her father every other weekend since her parents’ divorce. In an individual session with the therapist, the mother explained that the child would not talk to anyone—including the mother, the police, or protective services—about the incident.

The therapist, armed with this knowledge, decided to have a structured play session. Three dollhouses were arranged near each other, and the child was invited to play. The therapist asked the child to help him name these three dollhouses. Eventually the therapist directed the child to name one the father’s house, one the mother’s house, and one day care. A few dolls were added, and the therapist used a hand puppet to communicate his thoughts about them. Addressing the dolls, he eventually asked how they felt when they went to day care or to their father’s home. Near the end of the first session, the child brought up a “bad guy” from day care who took off the clothes of the girl doll. Still using the puppet, the therapist said to the child’s doll, “I wish this girl would tell someone about what happened to her in day care.” The child’s doll answered, “It is not time yet.”

In this case, the therapist had obtained enough information about the child’s situation before the first session. He arranged the play material to resemble the child’s environment and structured the play to be centered around the happenings at day care, the father’s home, and the child’s home. The therapist limited the session to making a story about the family of dolls and the three dollhouses. He presented only a few relevant play materials, thereby directing the play around identifying the child’s feelings toward her immediate environment.

Obviously the theme of the child’s play in this kind of play therapy differs from an unstructured one in which the child may prefer to use cowboy and Indian dolls and create a fight between them, while the G.I. Joe doll may eventually enter the battle and side with the cowboys.

Release Therapy

Levy (1938) developed the technique of release therapy used for the treatment of children who have experienced overwhelming traumatic events. Levy provided the child with play materials, directed the child to recreate the traumatic event, and eventually helped the child to ventilate emotions through play. The child was not forced into a set play pattern but indirectly was encouraged to play out the traumatic events that he or she had experienced. Only a few toys were made available to the child, so, again indirectly, the child was encouraged to use those play materials that were connected in some way to his or her trauma. This type of play is based on psychoanalytic philosophy of repetition compulsion. Given the opportunity and the right play materials, a child replays a traumatic incident over and over until he or she is able to digest it and assimilate its associated negative feelings, emotions, and thoughts.

Levy’s release therapy is similar to Solomon’s (1938) technique of active play therapy. Active play therapy, utilized with the impulsive and acting-out child, enables the child to express rage, fear, and other negative emotions through play. Solomon believed that this had an abreactive effect and was beneficial because the child was able to act out negative feelings without experiencing any negative consequences from adults. Eventually the therapist redirected the mental energy that the child used earlier for acting-out behavior and reshaped it to socially appropriate and play-oriented behavior. Although this kind of release therapy has been used with sexually abused children, especially with rape victims, the child needs sufficient ego resources and support to be able to reexperience the traumatic and anxiety-producing memory and events.

Sharon, a 7-year-old victim of rape, was able to remember partially the incident of rape; however, her mounting anxiety and anger prevented her from discussing the traumatic events. In one of the sessions, the therapist arranged to have only clay and two baseball bats and no other play materials available. The therapist made a penis from clay and asked the child what she would like to do with the baseball bat and penis. Sharon did not answer. She became tense and avoided eye contact with the clay. The therapist took the bat and started to hit the penis, until its shaped changed. Any time the shape changed, the therapist took the clay and shaped it back to a penis and continued hitting it. Sharon gradually decreased her anxiety and started to help the therapist by commenting on the shape of the clay and at times handing the bat to the therapist. Eventually the therapist invited her to join the “beating game.” At the end of the session, the therapist became an observer while Sharon actively hit the penis and reshaped the clay into a penis over and over.

Nondirective Play Therapy

In this modality of therapy, an extension of Rogerian psychotherapy, there is total permissiveness. The therapist is a nonparticipant observer who encourages the child to use any play material for as long as desired. The therapist will neither criticize nor approve, and there is no interpretation or confrontation. The therapist merely reflects the child’s feelings.

The philosophy of nondirective therapy is based on the drive for self-realization in human beings, which motivates all behavior in children and adults. Given the opportunity to play freely, any child will play through his or her own emotional conflicts and arrive at a solution.

Axline (1947), who introduced this technique, provides eight basic principles that are guidelines for therapists involved in nondirective play therapy:

 	The therapist must develop a warm, friendly relationship with the child, in which good rapport is established as soon as possible.
 	The therapist accepts the child exactly as he or she is.
 	The therapist establishes a feeling of permissiveness in the relationship so that the child feels free to express feelings completely. 
 	The therapist is alert to recognize the feelings the child is expressing and reflects those feelings back in such a manner that the child gains insight into his or her behavior. 
 	The therapist maintains a deep respect for the child’s ability to solve problems if given the opportunity. The responsibility to make choices and to institute change is the child’s. 
 	The therapist does not attempt to direct the child’s actions or conversation in any manner. The child leads the way; the therapist follows. 
 	The therapist does not attempt to hurry the therapy along. It is a gradual process, recognized as such by the therapist.
 	The therapist establishes only those limitations necessary to anchor the therapy to the world of reality and to make the child aware of his or her responsibility in the relationship. 
 

Axline stressed that it is important to identify and recognize the child’s feelings and reflect these feeling back to the child. She defines reflection as mirroring feeling and affect and as such recognizes that it is restricted within the metaphor the child offers. She thus differentiates between reflection of the feeling and interpretation of the child’s play.

Psychoanalytic Play Therapy

In this kind of play therapy, play is used for more than abreaction, and ventilation may be a very small part of this kind of therapy. Neither is play simply recreation; rather, it is a medium of interpretation and a means of promoting observation and establishing contact. Melanie Klein (1932) explained that children’s play can be considered to be similar to adult free association because play activities are free from the censorship of reality.

Once a relationship has been established, the analyst will try to understand and interpret the symbolism in child psychoanalysis of the child’s play and dreams and will make the unconscious elements conscious. The systematic uncovering of the unconscious material may be the cornerstone of child psychoanalysis. The modality of therapy, which takes 4 to 5 years, is indicated only in some neurotic children and is not appropriate therapy for a child with sexual trauma but no long-standing neurotic conflicts.

Holistic Play Therapy with Sexually Abused Children

Regardless of the type and modality of play therapy used and regardless of the therapist’s school of thought, there is need for a holistic approach to therapy with sexually abused children. I have used a mixture of supportive therapy, release therapy, and structured and nonstructured therapy, all based on the psychoanalytic theory of child development. This eclectic and psychodynamically oriented play therapy has emerged as a desirable form of therapy for sexually abused children.

The following concepts in psychodynamic theory are key:

 	Ego Defense Mechanisms: Displacement, projection, reaction formation, symbolization, and repression, all basic elements in defense mechanisms, are clear in children’s play. Children project their repressed feelings (unconscious and conscious material) onto the dolls and toys without full knowledge of having done so. Fantasy often reveals underlying repressed material, and children are unaware that during play they are disclosing their own wishes and feelings when they are talking about the doll’s wishes and feelings. 
 	The Unconscious: Children who have experienced traumatic, and therefore anxiety-producing, events tend to repress these experiences and the emotions associated with them into their unconscious. It requires a tremendous amount of mental energy to keep this material repressed in the unconscious. One of the goals of child therapy is to establish an appropriate and comfortable milieu in which the patient can discover and bring up the repressed unconscious material in a gradual way. This gradual way is indicated by the child and should proceed at the child’s pace rather than at the therapist’s speed. Recovering the unconscious material in this gradual manner greatly reduces the chance of producing severe anxiety in a child. 
 	Resistance: As introduced by Freud, resistance is a barrier, that is, any defensive behavior that prevents a child from recalling and/or revealing unconscious material. A certain amount of resistance in the beginning of treatment is acceptable and natural; however, once trust has developed between the child and the therapist, the therapist may gradually confront the child’s resistance. 
 	Transference: This is a process whereby a child projects feelings for significant people in his or her past onto the therapist. In play therapy, the child has an option to displace feelings on to the dolls, and the guise of play will protect him or her from discovering forbidden impulses and emotions. Similarly the child may displace hate and love (that he or she feels toward parents) on to the therapist. As Freud (1905) mentioned, transferences are new editions of impulses and fantasies with a special peculiarity: “They replace some earlier person by the person of the physician.” 
 	Countertransference: This concept involves those unresolved conflicts from the therapist’s childhood, which he or she projects onto the patient and their therapeutic relationship. Although the therapist can use transference to help the child gain insight into her or his feelings, countertransference can be a strong barrier to therapy if the therapist is unaware of it. Probably anyone who works with sexually abused children and their families, especially when a family member is the offender, will react emotionally, and the therapist is not immune. Incest may evoke unconscious feelings that are a barrier in dealing with these families and with the sexually abused child. Personal psychoanalysis and psychotherapy or intensive supervision by a qualified therapist may be beneficial. 
 

Play Process

After obtaining sufficient information about the background of the patient and family and the details of the incident of victimization, the therapist arranges for an individual session with the child. Sometimes the parents are at a loss as to how they will explain the need for therapy to the child, and the therapist may be of assistance to them in formulating a plan. Obviously, the child should be told in advance about the meeting with the therapist. The therapist keeps in mind the most important aspect of therapy: establishing a relationship with the child. This relationship has elements of genuineness; it requires the therapist to have the capacity to be aware of his or her own feelings, assets, and liabilities in regard to interpersonal relationships with children. The therapist needs to be aware of the barrier of countertransference. It is necessary for the therapist to have empathy and a genuine desire to understand the child’s feelings. The therapist’s ability to place himself or herself in the child’s world and perceive this world from the child’s prospective is most helpful.

First Stage

In the first stage of play therapy, the child is met in the waiting room and brought into a playroom. An attempt is made to decrease the child’s separation anxiety. During the first session, the therapist may ask the child if she knows why she came to see the therapist. The therapist attempts to clarify any confusion or misperceptions, perhaps by saying, “I am a doctor who sees children who are unhappy at home or school or because something happened to them that is bothering them or something happened to them that their parents are concerned about it. I see them here, I play and talk with them, and I try to understand them and help them.”

There is no general procedure for play with sexually abused children: it should be individualized on the basis of each child’s needs and reactions. There are, however, common points typically indicated in play therapy with sexually abused children. During the first sessions, the therapist may remind the child that he is aware that someone from protective services and from the police department may have talked to her. He should observe the child in regard to her reaction to this statement and also should have prior knowledge about the child’s reaction during previous interviews. The therapist must place himself on the child’s level. His reaction to and behavior toward the child in a play session should be natural so that the child feels the play is spontaneous.

The therapist can begin by sitting on a low stool or on the floor, at the child’s eye level. He may invite the child to explore the playroom and point out the play materials. The therapist should remember that the first stage, especially the first session, of therapy focuses on decreasing the child’s anxiety, decreasing the child’s fear of the therapist and fear of abandonment by her parent, and establishing the relationship. During the first session, the therapist may obtain some diagnostic information in regard to the child’s behavior—for example, the level of her anxiety, her restlessness, her mood, her politeness, her attitude, and her assertiveness.

It is important that the therapist does not promise to child protective services, the parents or anyone else, that he has the capacity or that it is his goal to validate the sexual abuse incident in a short period of time. Our experience reveals that sometimes it may take fifteen to twenty sessions before the child is able to identify and talk about the victimization. The therapist follows the child’s pace rather than his own pace or his desire for finding and validating the sexual abuse complaint. The child should be told about and invited to interact with any toys or dolls she wants. The therapist may say, “You and I get together here, and we play and talk the way that we want. This is your time, and we can play or talk or paint or whatever you wish to do.” If the therapist is aware of a patient’s past history of aggressive and acting-out behavior, he should remind her of the limits, rules, and regulations of the playroom.

Based on the therapist’s choice of treatment approach, he may arrange for structured play therapy or do nondirective play therapy. During nondirective therapy, the therapist follows the child around the playroom. If the child is attracted to the dollhouse, the therapist may introduce the family of dolls and actively participate in play, encouraging the child to project and displace her feelings onto the dolls and toys in order to discover the child’s conflicts. The therapist needs to inform the child that although the purpose of meeting the therapist is to look at elements bothersome to the child, it is up to the child to bring up these things when she feels comfortable.

During this first stage of play, the therapist intensively observes the child’s play. If the child does not want to play but does want to read a book or draw a picture by herself, she should be allowed to do so. The therapist sits near the child and is attentive to her drawing. If the child says that she wants to talk instead of play, the therapist respects the child’s desire, and they talk.

The child may interact with the dolls and dollhouse, use puppets, or play with clay or in the sandbox. The therapist joins the child and at times participates; however, in the beginning, the therapist is somewhat passive, asking the child to give him the role that the child wants him to play. The purpose of this passivity is to decrease contamination of the child’s play. Play in the dollhouse may reveal psychodynamic knowledge and interpersonal relationship information about the child’s family or may show the child’s wishes, fears, and desires in regard to her environment.

Paula, in one of the sessions of play therapy, arranged a family dolls in the dollhouse: a mother and father who slept in one room and two children. One day a snake came, threw the father out of the home, and married the mother. Then every night, the snake came into the girls’ room and kissed them. Later, the kissing changed to biting, and the children were afraid. The children did not dare to tell their mother about it because the snake told them, “If you open your mouth and talk, I will die, and your mother will be unhappy the rest of her life.”

Paula was coming to therapy because of sexual abuse by her stepfather. She projected her family life into her play by portraying how her mother married her stepfather (the snake) and threw her biological father out of the house. In reality, every night the stepfather went to the girls’ bedroom and kissed them goodnight. Gradually the goodnight kiss changed to the sexual molestation of Paula. The stepfather told Paula that if she disclosed “their sweet secret,” he would divorce her mother, and her mother would not be able to survive financially without him.

At this stage, it would be premature for the therapist to consider whatever the child is expressing through play as verification of experiences that the child has gone through. For example, if the girl doll wished to stay in the daddy doll’s bedroom and put the mommy doll in the attic, that play does not indicate that the child has actually gone through this experience and has slept in her father’s bed. As we know, children may project their fears, wishes, and preoccupations onto the dolls and toys.

During diagnostic play, the therapist obtains information about the child’s level of anxiety, her activity, her object relationships, her impression about herself, and her level of aggression, control, and inhibition. He also may obtain some information about the child’s knowledge of sexuality. As the child continues to develop the relationship with her therapist, she creates and explores a situation that allows her to express her unconscious emotions. Eventually the child feels comfortable enough to present through play the traumatic events that she has experienced.

The therapist tries to create a permissive atmosphere for the child to express her feelings, regardless of how negative they are. The therapist is not judgmental nor does he overreact to the child’s statements or to the “doll’s” aggression. The therapist is building an unconditional relationship with the child, which allows the child to be free, and to explore her feelings and express them through the media of play. The therapist may then gradually focus on the child’s feelings as expressed through play by commenting on the doll’s feelings and trying to help the child to understand the doll’s feeling. At this stage, it is desirable for the therapist to avoid giving any advice or making any judgmental statement.

Paula created a scenario during the play session. She arranged for a family dolls to stay in the dollhouse. The father doll woke up and told the mother doll, “You didn’t make breakfast for any of us.” One by one the children woke up and asked the mother doll, “You haven’t made breakfast yet?”

Therapist: These dolls should be very hungry.

Paula: Yes, they are hungry.

Therapist: And not only hungry. Maybe they are also angry.

Paula: You think they are angry?

Therapist, Why not? Many children get angry at their mother when their breakfast is not ready.

Paula: Yes. These dolls are angry at their mom because she doesn’t make anything for them.

Therapist: What do you think is going on in this dollhouse? When there is no food, it seems that there is no mom.

Paula: Yeah.

At this time Paula took the father doll, and he yelled at the mother doll, “No wonder I’m divorcing you. You didn’t make anything for us. Lazy bum!”

The therapist allowed the child to play as she wanted. He did not direct her play nor did he suggest that the dolls represented her own family. He did, however, comment that the “father” doll and the “children” dolls must be hungry and also angry. He helped Paula to understand why the dolls might feel both hungry and angry. Paula could proceed at her own pace, and the therapist’s interpretations and clarifications were directed at the dolls rather than at Paula herself.

If the child avoids playing with dolls or with the scenario the therapist desires, the therapist needs to wait patiently. In the case of a sexually abused child, the therapist is interested in validating the sexual abuse and may be under pressure to do so from the family or from child protective services; however, the child’s desires and needs should be respected. A therapist may indirectly and gently encourage the child toward the subject matter he wishes to explore. A further example of Paula’s case is illustrative.

When the family was fighting in the dollhouse, the therapist took a puppet and asked the girl doll, “Is there anything bothering you in this home?” The therapist then asked the child to take the girl doll in her hand and continue the communication. The child took the girl doll.

Child’s puppet: Yes, a lot of things are bothering me.

Therapist’s puppet: I wish you would tell me about what is bothering you. Many dolls told me that when they talked about their feelings, they feel better.

Child’s doll: I can’t talk, I can’t talk.

Therapist’s puppet: I believe that you have a reason for why you cannot talk. I wish that you would tell me the reason why you cannot talk.

Child’s puppet: I can’t talk. I can’t talk. Don’t ask, don’t ask.

The therapist continued for a few more minutes to encourage the doll to talk and explore the barrier but eventually felt that the “doll” was too afraid to talk. The therapist then brought a doctor doll to the scene and told the child’s doll. “This is a doctor doll. Children go to him and talk to him about what is bothering them. They tell him things that they don’t dare tell their parents.” The child still continued to express her fear through the doll that “I can’t talk. I don’t talk. Don’t ask.” The therapist stopped encouraging the doll to talk and tried to explore other aspects of the family dynamics. Because of the child’s extreme anxiety, the therapist felt that encouraging the child to talk about what was bothering her was not appropriate at this time. The child might need to project more of her feelings through the doll, so the therapist tried to explore the interpersonal relationship of family members with each other, especially the mother-father relationship.

In diagnostic play, the therapist may identify the child’s perception of herself or her environment and the people around her. She may reveal the dynamics of her family relationships in a variety of ways. For example, she may not involve the Father doll in play, or there may be a “secret” in the dollhouse. People may not talk to each other; family members may scapegoat one of the dolls; the girl doll takes care of her mother (role reversal); or the doll is punished because the parents think that she lies.

When children are involved in the justice system, the police sometimes are either represented as princes or monsters when they take the father out of the house and jail him in the dollhouse game. The child may play that the parents are dead and the child alone and abandoned. During sandbox play, the child may bury the offender in the sand, or make a jail and put the offender in, gradually discharging her anger.

If the child did not come willingly to the office, it may show up in the play. This was the case with Jimmy, who during the first play session in the doll house, brought a doll to the doll doctor’s office. The doctor doll immediately sent the doll back home, called the doll’s parents, and told them, “Don’t push him anymore.”

The first stage may be summarized as follows: introduce the therapist, playroom materials, and rules and regulations; decrease the child’s separation anxiety and “stranger anxiety” and do some diagnostic work. The first stage should be primarily devoted to making the child feel comfortable in the therapist’s office, with less priority given to diagnostic information.

Second Stage

By this stage, rapport and a trusting relationship have developed. The child has tested the therapist enough and found him to be a reliable person who is not judgmental and does not punish the child for talking about negative feelings. The therapist does not comment on or overreact to the doll’s feelings of hate and/or murderous wishes and does not ignore the child. The therapist is warm, can show empathy, is reliable, and can be trusted.

The therapist has learned a certain amount of information about the child’s family condition, interpersonal relationships, fears, and perceptions of the traumatic incidents she has experienced. But even at this stage, therapists should not expect to discover that the child’s main trauma is sexual victimization. Unfortunately, this may be a preconceived idea on the part of some therapists. The therapist should be aware that the child knows what hurt her. Possibly she may express that the more significant trauma was separation from a parent or her parents’ divorce. She may suffer from guilt feelings and feel that she caused her parents’ separation or the financial problems brought about by the father’s removal from the home.

The therapist continues to comment on the doll’s feelings and tries to help the child become aware of the doll’s feelings, occasionally shifting from the doll’s to the child’s feelings. For example, the therapist may say, “If I was this doll, I would get angry at my dad also.” Later the therapist might ask the child, “Mary, how about you?” If the child acknowledges some of her feelings, the therapist continues the conversation: “I’m very interested in knowing more about you and your feelings about your dad, especially when he does something that gets you angry at him.” This is an invitation for the child to continue talking about her aggression, and if the child wishes to continue, the therapist listens in a nonjudgmental way. However, if the child changes the subject and returns to play, the therapist may comment and follow the child: “Oh, you prefer to play rather than talk about your anger toward your dad. I can understand how uncomfortable you could feel when you think about your anger toward your dad. We can play now, but whenever you feel comfortable, you may start to talk to me about it.”

The therapist sets therapeutic goals and every few sessions reevaluates the progress. Therapeutic goals may include increasing the child’s ability to verbalize feelings; increasing the child’s capacity for experiencing pleasure and fun; decreasing the child’s parentified behavior; helping the child to become a child again through play sessions; and enabling the child to participate in age-appropriate activity and play.

During this second stage, the child victim of incest may play out a variety of themes with family dolls, such as fear of being punished, fear of abandonment by parents, repetitive play of self-punishment and guilt, repetitive cleaning of the dollhouse by dolls (or the therapist’s office by child), a hostile mother-daughter relationship, fear of losing the family, divided loyalty toward parents, or fear of authority. The therapist should be sensitive to the child’s message and react appropriately:

Seven-year-old Sherry in the second session of play therapy told a story of a girl doll who went to “other lands” and met a lot of people one by one. The doll wished to know if these people liked her, and she asked these questions “thousands of times” any time she met someone. The therapist speculated that the child wanted to know how the therapist felt about her. He appropriately responded to the child’s wishes, and the child confirmed the therapist’s speculation.

A number of stumbling blocks may be encountered in the second stage of play therapy with incest victims. Oversexualized behavior toward the therapist may make the therapist uncomfortable, causing him to suppress the exploration of sexuality with the child. At times, an oversexualized child may attempt to touch the therapist’s genital area, which may cause the therapist to have second thoughts about the offender’s claim (that the child initiated the sexual act). Sometimes the child’s overt sexuality may sexually stimulate the therapist, creating guilt and shame in the therapist. This is especially so in the therapists who consider themselves and the child as non-sexual beings. Oversexualized behavior may touch the repressed sexuality in the therapist and stimulate either excitement or distress.

Second, the child may act out instead of talking and expressing feelings verbally. Acting out occurs when unconscious material is being presented through action rather than words. It may be manifested by aggressive or sexual responses, both within the therapeutic session or outside. Acting out is considered a barrier and a resistance in therapy since it acts as a substitute for words and prevents the patient from gaining insight into feelings and behavior.

The child might present a pseudohealthy attitude expressed by superficial coping skills, pleasant mood, and pretending to feel in control. This may lead the unskilled therapist to believe that the child is not in need of therapy. Or the child may recant the abuse: “It didn’t happen; maybe it was a dream that I had.” Such statements may deceive the therapist and divert attention from incest to other subjects. A therapist who allows diversion is actively participating in the conspiracy of silence with family members. One of the therapist’s tasks is to affirm the incest.

Finally, emergence of other serious psychopathology (such as schizophrenia) may cloud the incest issues. During the session, the child may talk about bizarre and strange events, mixing reality with fantasy, and may even hallucinate or develop delusional thinking and ideas. Therapists might then ignore the issues of incest or sexual abuse and/or consider it part of a delusional system. In this situation, it is appropriate that the child be seen by a psychiatrist for treatment of psychopathology, while the original therapist continues the play sessions for the purpose of validating the alleged sexual abuse. Communication between the two therapists is essential.

In summary, the second stage is mainly a diagnostic stage, although therapy is also a component. The therapist obtains enough information about how the child’s family functions, her interpersonal conflicts, her role in the family, her object relationship, the quality of her relationship with the therapist, the nature of the sexual abuse, and the child’s perception of the abuse. A therapeutic alliance has developed, and the therapist has obtained some idea about the main traumatic events from the child’s point of view. Most important, the therapist has attempted to see the world as the child sees it.

Third Stage

By now the therapist knows enough about the child’s main conflict and has identified information about the child’s feelings and problems. In the third stage, the therapist becomes more active and, if needed, somewhat challenging to the child. The therapist is certain of the child’s trust in him, rapport has been developed, and he is able to direct the child, through persuasion, to bring up anxiety-producing subjects and can request that the child talk about them. As in any other stage of therapy, when the child’s anxiety increases, the therapist should be empathie and try to decrease the child’s anxiety or slow down her speed of exploring the anxiety-producing material. It is important to remember that the goal is therapy without torture.

The therapist may explore the doll’s ambivalent feelings toward parental figures, especially the abusive parent. Then the child and the therapist explore the doll’s wishes and desires in regard to the doll’s family. Positive feelings toward the abusive parent and negative feelings toward the non-abusive parent are also explored. When appropriate, the therapist and the child may discuss the child’s feelings and relationship with the therapist.

Julie came a few minutes late for the session and was very upset. She told the therapist, “This damn car was out of order, and I arrived late.”

Therapist: Julie, it seems that you are very eager to come to your session here, where we talk and play together.

Julie: Yes, I enjoy being here.

Julie later brought up her dream about a man with black hair and black eyes and a mustache who came to their home and rented a room. He later married the mother in that home and lived with the children forever. The therapist, who had developed a close relationship with Julie, asked her, “Do you know anyone in reality who looks like the man in your dream?”

Julie: No I don’t know anyone with black eyes, black hair, and black mustache.

Therapist: Do I have black eyes, black hair, and black mustache?

Julie: (laughing) Oh God, that was you! I knew you would find him for me.

The therapist later commented that some children become close to their therapist, wish that the therapists would marry their mothers and become their fathers or that the therapist would stay in their home. The therapist mentioned that these are the very honest and ordinary feelings that children may have and said, “It is good to talk about it and explore it, even if it may never happen.”

Gradual improvement in a child’s feelings about her victimization could be reflected in any play in this third stage.

A 6-year-old child was playing a scenario wherein a wolf bit and destroyed the children and the rest of the family in the dollhouse. This pattern of play was repeated, and there were definite indications of hopelessness, victimization, and helplessness.

After a few months of therapy, the play gradually changed. This time there were people from the neighborhood who came to help whenever the wolf entered the home. The neighbors knew that this family needed help when a child picked up the telephone and called a neighbor, specifically, a farmer with a gun. The play obviously no longer showed the hopeless and helpless theme that was present at the beginning. Sometimes the wolf ran away and sometimes the family, with the help of the farmer, killed the wolf.

The use of the telephone in this play session was important. At the beginning of therapy, the therapist had given his telephone number to the child and had asked him to call whenever things were seriously bothering him. Although the child had not used the telephone during the few months of therapy, the importance of having the permission to do so was evident in this play. Also, the child was able to work out her lack of trust in adults and was able to seek and ask for help.

In one of the sessions, the therapist brought up a discussion about the wolf, using a puppet to ask the child why the wolf had this tendency to eat and scare children. The child’s puppet answered that she did not know. The therapist’s puppet asked. “Let’s asked the wolf.” After some discussion, it was noticed that the wolf was not a wolf. He was a “nice boy”; however, he had lost his parents and become a wolf. The therapist interpreted that the child’s feeling of abandonment by her parents gave her so much anger and aggression that she felt like a wolf who wanted to destroy her parents. However, her fear of retaliation by her parents and her quilt feelings presented themselves by portraying her as a victim of the wolf in the dollhouse.

During play therapy, the therapist frequently enters into an intense emotional interchange with the child. The child victim manifests feelings and behavior in the playroom similar to those she expressed toward her parents. The therapist encourages the child to talk out her difficulty in her relationship with the therapist. For example, the child in the previous case said, “I am afraid you would touch me there. I am afraid you would hate me one day.”

At the third and fourth stages of therapy, the therapist may interpret the child’s actions, play, and talk. Interpretation of the play is withheld until its symbolic meaning is clear; sometimes it becomes hardly necessary because the child may already comprehend it.

Jerry arranged the family dolls. The son, the main character in the dollhouse, had a special power: he was able to “see everything” and was guarding and protecting the home. He could move the houses around and could fly. Magical fantasy and omnipotent feelings were present during this session. Later the father doll punched the son “without reason.” A monster arrived and took the father and put him on the edge of the roof “to scare him a lot.”

Therapist’s puppet: It seems that the monster is angry at Father. I wonder who else is angry at him in this house.

Jerry: No, no anger. Let’s see the rest.

Therapist’s puppet: I wish someone would tell me what this father did to make the monster angry.

Jerry: The monster’s job is to kill people, scare them.

Therapist’s puppet: But I saw the anger in the monster. It is all right to be angry; even me, a small puppet gets angry. Sometimes I feel my anger may kill someone.

Jerry’s play revealed his main ego defense mechanisms; repression, denial, and avoidance, which made it difficult for him acknowledge his anger. He continued his play by admitting that the monster was “hungry” rather than “angry” and “eats people.” His play revealed a regression toward the oral state, especially as oral aggression connecting anger to the mouth; biting, chewing and swallowing dominated the session. Eventually, he admitted that the monster was angry at the father.

Therapist’s puppet: Let’s remember what Father did before the monster came to eat him.

Jerry: He punched that son, but he deserves it. He is a bad boy.

Therapist’s puppet: How does the son feel?

Jerry: He feels all right.

Therapist’s puppet: Let’s ask his mouth—how his mouth feels, the mouth that was punched.

Jerry: His mouth is painful, his hiney is painful, but he is all right.

Therapist’s puppet: His mouth is painful, his hiney is painful.

Jerry: Oh; the monster is coming.

Therapist’s puppet: Oh; anger is coming. I wonder if the mouth and hiney called the monster to come.

Jerry: Hello mouth, Hello hiney. This is the monster. What can I do for you?

After this exchange in the play, the monster started to fly around the son. At times, Jerry put the monster and the son together; they touched each other, the son held the monster, sat on him and flew. A repetitive play of attachment and detachment between the son and monster occurred. The therapist felt that it was the appropriate time for commenting on the monster’s and son’s connection as Jerry was putting the doll representing the son over the monster doll, making them one entity. The therapist commented, “Now that the monster and son are friends and together, it seems that they are one person: a son who is angry at his father, and he gives his anger to the monster to take care of it.”

In summary, the third stage is mainly a therapy stage, although the gathering of diagnostic information still plays a part. There will be improvement in the child’s feelings and behavior. Ventilation of pent-up emotions, promotion of self-worth, corrective interpersonal experiences, and examination of maladaptive patterns have occurred. The therapist’s trust has been tested by the child. Toys and play material are still important, although the child is able to verbalize some feelings. This stage is a transition state—from dolls to words—and toward the end of this stage, words are the main vehicle of expression, which is the beginning of the fourth stage.

Fourth Stage

Some of the child’s defense mechanisms are gradually broken, and the doll’s life becomes connected to the child’s life or the doll’s feelings and behaviors create a bridge to the child’s feelings and behaviors. During this process, the defense mechanism of attributing negative feelings to dolls is removed, and the child is exposed to her own feelings and the reality of her life situation. The child is encouraged to verbalize extensively her life event’s and to bring up the way that she is coping with her victimization and family problems. The work involves helping the child to accept her limitations, mourn her losses, and eventually get in touch with the reality of her life. Later in this stage there will be the process of termination and separation from the therapist and mourning for the “nice time” that the child had with him. The child needs to be reminded that she had the capacity to develop a close relationship with the therapist and she could build similarly satisfying close relationships with peers, friends, or family members.

The child has found a better solution for her emotional conflict. She has developed an aptitude for problem solving. She has self-confidence in her power to heal and is aware that although she cannot ignore the problems of daily life, she does have coping mechanisms. If needed, she can get help from others. She has explored in detail the incidents of abuse, and she has given the total responsibility for her victimization to the offender. She has explored her guilt feelings and self-blaming attitude and has partially or totally overcome them. She has also overcome her misperception of “self-damage” due to the sexual abuse. She has reconciled her positive feelings toward the offender with her negative feelings about him and has accepted her anger. In the ultimate stage, she forgives the offender for his offense and leaves it behind her.

In the fourth stage, the therapist also experiences separation from the patient. He has developed a close relationship with the child and may also experience a loss of this relationship and mourn it. The therapist may express to the child his difficulty in separating from the child: “It is also difficult for me not to see you anymore.” The therapist may explain that it is natural for attachment to be pleasurable and for detachment to involve some pain. The therapist may explain to the child that he may think about the child from time to time, in the same way the child may think about him, and “that is life.”
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