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The Effects of Child-Centered Play Therapy on the Behavioral
Performance of Three First Grade Students With ADHD

Audrey Robinson, Chris Simpson, and Brittany L. Hott
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A single-case multiple baseline across-participants design was used to investigate the
effects of child-centered play therapy (CCPT) on hyperactivity/impulsivity and inat-
tention in 3 first grade students. Students were referred to our study by classroom
teachers using a behavior checklist. Parents and teachers filled out the Attention Deficit
Disorders Evaluation Scale (4th ed., McCarney & Arthaud, 2013) to qualify students
for our study. Students who scored in the moderate or severe range from the same
classroom were selected for our study. The Direct Observation Form (DOF; McCo-
naughy & Achenbach, 2009) was used to assess behaviors across baseline, treatment,
and maintenance conditions by trained observers. Students participated in an average 3
CCPT sessions each week for 6 weeks, for a total of 18 sessions. Visual inspection
techniques were used to analyze the effects of CCPT on attention-deficit/hyperactivity
disorder (ADHD) behaviors. Results indicated that there was a small effect size for
CCPT on ADHD behaviors. Analysis of individual subscales revealed moderate or
large effect sizes increasing time on task and decreasing total problems in the class-
room, sluggish cognitive tempo, immature/withdrawn behavior, intrusive behavior, and
oppositional behavior in individual participants. The Behavior Intervention Rating
Scale (BIRS; VonBrock & Elliott, 1987) was completed out by the teacher posttreat-
ment as a measure of social validity. The teacher indicated that CCPT was an
appropriate intervention for students with ADHD, has utility in the school setting, and
would recommend CCPT to other teachers. Limitations, suggestions for future re-
search, clinical implications, and conclusions are presented.
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Attention-deficit/hyperactivity disorder
(ADHD) is one of the most common childhood
diagnoses (DuPaul & Stoner, 2014). Students
with ADHD struggle with academic achieve-
ment and peer relationships, and are at risk for
long-term struggles (Barkley, Fischer, Smallish,
& Fletcher, 2006; Biederman et al., 2006). Ad-
olescents and young adults who were initially
diagnosed with ADHD as children were found
to have several problems, including: higher
dropout rates (32% vs. 0%), higher retention
rates (42% vs. 13%), more comorbid mental
disorders, and more prevalent long-term work
disability than those who were not diagnosed
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with ADHD as children (Barkley et al., 2006;
Biederman et al., 2006). The prevalence of
ADHD, both diagnosed and perceived, coupled
with the rate of referral in the school system and
possibility for long-term negative effects high-
light a need for effective ADHD treatment early
in childhood (Barkley et al., 2006; Biederman et
al., 2006; Fredriksen et al., 2014). School-based
interventions have become increasingly more
commonplace and are appropriate since stu-
dents experience many ADHD related difficul-
ties at school (DuPaul & Stoner, 2014).

Play therapy is a developmentally appropri-
ate treatment, for children age 3 to 11, that
promotes communication in the child’s natural
language, play (Landreth, 2012). Bratton, Ray,
Rhine, and Jones (2005) and Baggerly, Ray, and
Bratton (2010) completed meta-analyses of play
therapy intervention studies. Results support the
efficacy of play therapy with children experi-
encing a variety of emotional and behavioral
disorders. However, only one study included
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children with ADHD. Further, children in rural
or low-income areas may not have access to
counseling and therapy outside the school set-
ting. More recently, Ray, Armstrong, Balkin,
and Jayne (2015) completed a systematic re-
view of 23 studies evaluating the effectiveness
of CCPT in the school settings. Results indi-
cated that CCPT interventions are an empiri-
cally validated intervention for students with
externalizing problems, internalizing problems,
total problems, self-efficacy, academic, and
other behaviors. School counselors are in need
of efficacious counseling interventions to best
meet the needs of all students including those
with ADHD. This need is even more pro-
nounced in low-income, high needs schools.
The purpose of our study is to examine the
effects of CCPT on behavioral performance of
elementary school students with ADHD. The
following research questions are addressed:

1. What effect does CCPT have on identified
ADHD behaviors in three elementary stu-
dents as rated by trained observers?

2. How satisfied was the teacher with CCPT?

Method

A single-case, multiple baseline across-
participants research design was implemented
to investigate if a functional relationship was
evident between CCPT and hyperactivity/
impulsivity and inattention in three elementary
school students who scored in the moderate or
severe range on the Attention Deficit Disorders
Evaluation Scale (4th ed.; ADDES-4). A single-
case design was selected for our study because
of the small sample size, and it is less likely to
have an extensive list of exclusion criteria

(Gast, 2010; Horner et al., 2005; Ray & Schot-
telkorb, 2010; Rizvi & Nock, 2008).

Setting

All sessions took place in the office of the
elementary school counselor at the students’
school. The school counselor’s space is used
both as an office and playroom. The desk was at
one end of the office near the windowless door,
while the area used for play is at the opposite
end of the office. Toys were arranged by type on
shelves that run along the back wall under a
large window. The school counselor acted as
the play therapist, and students were familiar
with the school counselor and her office from
guidance lessons in their classrooms and other
school programs.

Participants

A first grade classroom teacher identified stu-
dents who met six or more of the criteria on the
checklist of behaviors adapted from the
DSM-1V (2000) and shared study information
with parents. After parents provided consent
and students provided assent, teachers and par-
ents filled out the ADDES-4 (McCarney &
Arthaud, 2013) to qualify children for our study.
The items are frequency-referenced quantifiers
on a six-point scale ranging from 0 (not devel-
opmentally appropriate for age) to 5 (one to
several times per hr). Scores in the subscales
and overall can yield scores in the normal (8+),
moderate (5-7), or severe range (1—4). Students
qualified for our study with scores in the mod-
erate and/or severe range. All participants are
referred to through the use of pseudonyms. Ta-
ble 1 includes participant demographics.

Table 1

Student Demographics

Student Age Grade ADDES-4 Ethnicity

Paul 6 1 Inattentive, moderate (4.5); hyperactive, severe (3.5) Hispanic
Total: Severe (4)

Phillip 6, turned 7 1 Inattentive, moderate (4.5) Hispanic
Hyperactive, moderate (6)
Total: Moderate (5.25)

Thomas 6 1 Inattentive, severe (4); hyperactive, moderate (4.5) Hispanic
Total: Severe (4.25)

Note. ADDES-4 = Attention Deficit Disorders Evaluation Scale (4th ed.).
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Dependent Measure

The Direct Observation Form (DOF; Mc-
Conaughy & Achenbach, 2009) was used by
trained observers to track student behavior. The
DOF is a 10-min observation tool for 6- to
11-year-old children in school classrooms and
at recess, which consists of writing a narrative
description during 10-min periods and rating
on-task behavior at ten 1-min intervals. At the
end of the 10-min observation, the trained ob-
server rates 88 problem items on a scale of 0 to
3. The DOF scales for classroom observations
include (a) sluggish cognitive tempo; (b) intru-
sive; (¢) immature/withdrawn;, (d) oppositional;
(e) attention problems; (f) DSM-oriented
ADHD problems, with inattention and hyperac-
tivity-impulsivity subscales; (g) on-task; and (h)
total problems-classroom. It is recommended to
average two to six 10-min observations to ob-
tain a more accurate score for the identified
child. The DOF publisher also recommends
completing observations at different times of
day, morning and afternoon.

Procedures

A multiple baseline design across partici-
pants with randomized phase start-point designs
was implemented to improve internal validity as
outlined by Kratochwill and Levin (2010).
Demonstrating stability of baseline data is im-
portant, and three or more data points are
needed, as recommended by Kennedy (2005).
The randomized multiple baseline design across
participants is among strongest designs for Sin-
gle Case Research Design (SCRD; Kratochwill
& Levin, 2010). The total study time was bro-
ken into time periods based on weekly observa-
tions for each phase. A minimum baseline time
was chosen for the start of the sequence, then
the treatment phase of a standardized length,
followed by a no treatment maintenance phase.
An online randomization calculator was used to
determine the minimum baseline. The baseline
phase included four periods, immediately fol-
lowed by 18 periods for the treatment phase.
The length of the baseline was randomly chosen
from a length of four to eight observation data
points, a minimum of at least two morning and
two afternoon observations. One week after
treatment, an observation was completed for the
no- treatment maintenance phase to assess the

lasting effects of CCPT. The design was created
using the previous components and the partici-
pants’ treatment order was randomly selected.

After internal review board approval and in-
formed consent, classroom teachers and parents
filled out the ADDES-4 to qualify students who
scored in the moderate or severe range. Once
participants were selected, observational data
were obtained for all students using the DOF
across baseline, treatment, and maintenance
phases. All observations were during academic
time. Additionally, during the observation, the
activity and teaching style and method were
noted.

A counseling graduate student trained in ob-
servation collection also observed 36% of ses-
sions during each phase to obtain interrater re-
liability (Kratochwill et al., 2010). Both raters
independently observed the same classroom
scene and compared DOF scores for training
and interrater reliability purposes. Ratings were
checked for accuracy and similarity. Training
continued until the raters reach the minimum
acceptable value of 0.80 for the DOF on five
observations. Interrater reliability was calcu-
lated using percentage agreement (Hartmann,
Barrios, & Wood, 2004).

A schedule was created for observations to
balance morning and afternoon observations.
Observations were performed on Tuesdays,
Wednesdays, and Thursdays. These days were
selected because of the frequency of days where
students were not in school on Mondays and
because district counselor meetings occur on
some Fridays. In some cases, the schedule was
modified because of snow days and student
absences. One participant withdrew from the
school and moved after 2 weeks in our study.

Treatment

CCPT was the method of treatment used for
our study. Once the randomized baseline was
completed, participants received 30-min ses-
sions, 3 times a week, for 6 weeks. The times of
the treatment for each student were scheduled
for one morning, one physical education time,
and one after school time. The therapist provid-
ing CCPT to participants was the principal re-
searcher and school counselor at the elementary
school attended by the students, with whom the
students are familiar. The therapist was a doc-
toral candidate in counselor education, licensed
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professional counselor in the state of Texas, and
registered play therapist. The treatment protocol
used is outlined in Ray’s (2011) CCPT manual,
found in the appendix of her book Advanced
Play Therapy: Essential Conditions, Knowl-
edge, and Skills for Child Practice.

Social Validity

It is important to consider the social signifi-
cance, social acceptability, and social impor-
tance of interventions (Lane & Beebe-Franken-
berger, 2004). A treatment that is too costly,
takes too much time, or does not match up with
treatment goals is likely to have low consumer
satisfaction, and therefore lower success (Lane
& Beebe-Frankenberger, 2004). Teachers are
less likely to refer their students for play ther-
apy, or to send students to sessions with fidelity,
if they view the treatment as ineffective or time
costly. For our study, the Behavior Intervention
Rating Scales (BIRS; VonBrock & Elliott,
1987) was given to the teacher posttreatment to
assess the social acceptability and effectiveness
of CCPT. The BIRS is a 24-item scale using a
6-point Likert-type scale (1 = strongly dis-
agree, 6 = strongly agree). The items are added
up to give the total acceptability score, with
higher scores indicating higher acceptability.

Data Analysis

Participants’ behavioral responses were ex-
amined for effects of the intervention using
visual inspection techniques. Visual inspection,
which involves looking at graphs for differ-
ences, has been used frequently to interpret re-
sults in SCRDs (Gast, 2010; Kennedy, 2005;
Scruggs, Mastropieri, & Regan, 2006). Six fea-
tures were used in visual inspection (a) level,
(b) trend, (c) variability, (d) immediacy of the
effect, (e) overlap, and (f) consistency of data
patterns across similar phases (Kazdin, 2003;
Kennedy, 2005; Morgan & Morgan, 2009).
They were assessed independently and jointly
to ascertain whether the results indicate a rela-
tionship. For the purposes of our study, consis-
tency of data in similar phases means data were
examined within all baseline phases, all play
therapy phases, and all no-treatment mainte-
nance phases. It is more probable the data sup-
port a relationship when there is greater consis-
tency.

Interrater reliability for visual inspection can
be weak, due in part to the subjectivity of its
nature (Park, Marascuilo, & Gaylord-Ross,
1990). Park et al. (1990) recommended using
statistical procedures along with visual inspec-
tion. Percentage of nonoverlapping data (PND)
and percentage of data exceeding the median
(PEM) were used to evaluate overlap and treat-
ment effect. Additionally, Tau-U was used to
evaluate overlap and treatment effect and to
assess the consistency of data in similar phases.
Tau-U is a nonoverlap measure with baseline
trend control (Parker, Vannest, & Davis, 2011).

Results

Overall results for visual inspection tech-
niques were assessed for the two participants
who completed our study and were compared to
the few scores gathered from the participant
who withdrew for the effect of CCPT on iden-
tified ADHD behaviors. Level was assessed by
comparing the mean treatment score as com-
pared with the baseline score, and both partici-
pants showed improvement in 6 out of 10 sub-
scales. In two additional subscales, only one
participant showed improvement. When level
was analyzed for all areas using the line of
best fit, both participants showed improve-
ment in seven out of 10 subscales on the
DOF. Another subscale showed improvement
for one student and no change for the other.
Trend was calculated using the least squares
regression (Horner et al., 2005). The R? effect
size values were interpreted using Cohen’s
guidelines (1988). An R? value of .01 dem-
onstrates a small treatment effect, .09 demon-
strates a medium treatment effect, and .25
demonstrates a large treatment effect. Analy-
sis of the R? values indicated positive change
in 7 out of 10 subscales. Two subscales had a
small effect size; three subscales had a me-
dium effect size; and two subscales had a
large effect size.

Variability was calculated using the standard
deviation from the mean score and was also
used to analyze variability. The amount of vari-
ability was not consistent between participants
for each scale. Total problems classroom and
ADHD problems had higher variability for both
participants. Phillip had higher variability in
sluggish cognitive tempo, intrusive, and inatten-
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tive behavior. Thomas had higher variability in
time on task and oppositional behaviors.

PND, PEM, and Tau-U

The DOF requires a minimum of two obser-
vations, at least one morning and one afternoon,
for score, so each participant’s weekly observa-
tions were scored together to create a total
weekly score. Because only one baseline score
was obtained, the calculation of PND and PEM
the same, although they are interpreted differ-
ently, and Tau-U was not able to be used to
check for control for trend. For PND, scores less
than 50% indicate an unreliable treatment, 50%
to 70% indicates questionable effectiveness,
70% to 90% indicates a fairly effective treat-
ment, and above 90% indicates a highly effec-
tive treatment (Mastropieri et al., 1986). For
PEM, scores less than 0.70 indicate the treat-
ment is not effective, 0.70 to 0.90 indicates
moderate effectiveness; 0.90 to 1 indicates a
highly effective treatment (Ma, 2006). The val-
ues set forth by Cohen (1988) were used to
interpret Tau-U effect sizes: small treatment
effect (0.20), medium treatment effect (0.50),
large treatment effect (0.80).

PND and PEM were calculated for each sub-
scale for the two participants who completed
our study, and then a total study calculation was
obtained. Tau-U was calculated for each sub-
scale for each participant, and then weighted
averages for Tau-U scores were obtained for
each subscale. Two weighted averages were
obtained; one for all 3 participants and one for
2 participants, excluding the participant who did
not complete our study (see Table 2). The first
participant was excluded from the second
weighted average to attempt to control for
skewing of scores. His Tau-U scores were lim-
ited to —1, 1, or O because he had only one
score for baseline and one score for treatment.
These high or low scores could falsely inflate or
deflate weighted averages. Negative scores in-
dicate a decrease in behavior, while positive
scores indicate an increase in behavior. For all
subscales, with the exception of on task, a neg-
ative score or decrease is favorable. A positive
score for on task is favorable, indicating an
increase in time on task. See Table 2.

Overall, CCPT had a large effect size for
decreasing immature/withdrawn behavior.
There was a medium effect size for decreasing

Table 2
PND, PEM, and Tau-U Scores
DOF subscale PND PEM Tau-U

Total problems classroom 66.7% .67 —-.33
Time on task 50% .50 17
Sluggish cognitive tempo 75% 5 —.58
Immature/withdrawn 83.4% .83 —.83
Attention problems 33.3% 33 25
Intrusive 58.3% .58 25
Oppositional 83.4% .83 —.67
Attention-deficit/hyperactivity

disorder 41.7% 42 17
Inattentive 50% .50 —-.33
Hyperactivity/impulsivity 25% 25 46
Overall 56.7% .57 -2

Note. PND = percentage of nonoverlapping data; PEM =
percentage of data exceeding the median; DOF = Direct
Observation Form.

sluggish cognitive tempo, and oppositional be-
havior. A small effect size was found for de-
creasing total problems classroom, intrusive be-
havior, inattentive behavior, and increasing on
task behavior. Unfavorably, a small effect size
was found for increasing attention problems,
ADHD problems, and hyperactivity/impulsivity.

The weighted average for all Tau-U calcula-
tions for the subscales was obtained. Two sub-
scales showed moderate to large treatment ef-
fect and are analyzed subsequently.

Immature/withdrawn. Phillip’s baseline
score for the immature/withdrawn scale fell in
the normal range. Thomas’s baseline score for
the immature/withdrawn scale fell in the normal
range. Figure 1 presents a graphical representa-
tion of Phillip’s and Thomas’s behavior on the
immature/withdrawn subscale of the DOF for
baseline, treatment, and maintenance phases
(see Figure 1).

Oppositional. Phillip’s baseline score for
the oppositional scale fell in the normal range.
Thomas’s baseline score for the oppositional
scale fell in the normal range. Figure 2 presents
a graphical representation of Phillip’s and Tho-
mas’s behavior on the oppositional subscale of
the DOF for baseline, treatment, and mainte-
nance phases (see Figure 2).

Participant 1: Paul

Paul only completed 2 weeks of our study;
however, his results were promising. Out of
the three participants, his behavior was the
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Figure 1. Immature/withdrawn behaviors as measured by

on the Direct Observation Form (DOF) during the baseline,
play therapy, and maintenance phases.

most severe, initially, on the ADDES-4. He
scored in the clinical or borderline range on
six out of 10 baseline subscales. His teacher
also noted in conversation and the social va-
lidity measure that his problems included
some outside of ADHD. She indicated family
problems and changes were present. Even
with an impending move and birth of a
younger sibling, he showed positive change in
six out of 10 subscales after 1 week of treat-
ment. CCPT may have helped Paul cope with
stressors and changes in school and outside of
school, as is supported by the body of re-
search (Baggerly et al., 2010; Bratton et al.,
2005).

Participant 2: Phillip

Phillip qualified for our study with scores in
the moderate range on the ADDES-4. All of
Phillip’s baseline scores, with the exception of
total problems classroom, fell in the normal
range. Tau-U results were analyzed and indi-
cated a large treatment effect for oppositional
behavior, as depicted in Figure 2. A moderate
treatment effect was found for time on task,
sluggish cognitive tempo, and immature/
withdrawn behavior. A small treatment effect
was indicated for inattentive behavior. There
was no effect size (0) indicated for total prob-
lems classroom. Tau-U indicated a small treat-
ment effect for increasing in behaviors for at-

Baseline Treatment Maintenance
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Figure 2. Oppositional behaviors as measured by on the

Direct Observation Form (DOF) during the baseline, play
therapy, and maintenance phases.
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tention problems and ADHD problems and a
moderate treatment effect for increasing hyper-
activity/impulsivity behaviors. Mean scores for
treatment supported these findings, showing no
change or an increase from baseline in these
areas. Although measures of overlap found little
to no effect for total problems classroom, his
DOF scores decreased into the normal range by
the maintenance phase.

Factors external to our study were also ana-
lyzed, including (a) inclement weather days, (b)
student absences, (c) observations completed
with a substitute instead of the regular teacher,
(d) spring break, and (e) changes in medication.
Phillip did not seem to be consistently affected
by the external factors. Phillip’s mom indicated
in the demographic questionnaire that he was
not taking medication; however, after our study,
the teacher reported that he was seeing the
school nurse to take ADHD medication. It is
unclear at what point this changed, or if the
parent marked something in error, which calls
these findings into question. It does, however,
raise the question of how effectively the medi-
cation helps with behaviors. If he was already
taking medication, it seems it was ineffective,
since the teacher referred him to our study for
problems in the classroom, and parent and
teacher scored him in the moderate range on the
ADDES-4.

Participant 3: Thomas

Thomas qualified for our study with scores in
the moderate range just on the cusp of severe on
the ADDES-4. He scored an average of 4.25,
whereas severe scores are 4 or less. All of
Thomas’s baseline scores, with the exception of
total problems, classroom and intrusive, fell in
the normal range.

Tau-U results were analyzed and indicated a
large treatment effect for decreasing immature/
withdrawn behavior and intrusive behavior, as
depicted in Figure 1. A moderate treatment ef-
fect was found for total problems classroom and
sluggish cognitive tempo. A small treatment
effect was indicated for oppositional behavior
and inattentive behavior. There was no treat-
ment effect (0) indicated for ADHD problems.
Although measures of overlap found question-
able effect or no effect for ADHD problems, his
DOF scores showed great variability (SD = 3.4)
and decreased in the maintenance phase. Tau-U

indicated a small effect size for decreasing time
on task and increasing attention problems and
hyperactivity/impulsivity problems. Mean
scores for treatment supported the findings for
attention problems, showing an increase from
baseline in these areas. Time on task was al-
ready in the high end of the normal range, and
treatment scores showed great variability (SD =
9). His maintenance data had a perfect score for
time on task. The mean scores for treatment for
the hyperactivity/impulsivity subscale showed a
slight increase, but decreased in maintenance.

Factors external to our study were also ana-
lyzed, including (a) inclement weather days, (b)
student absences, (c) observations completed
with a substitute instead of the regular teacher,
(d) spring break, (e) changes in medication, and
(f) family changes. Thomas’s mom indicated in
the demographic questionnaire that he was tak-
ing medication, and no changes were reported
during treatment. The medication and CCPT
may have worked in tandem to help reduce
problem behaviors on many subscales, a con-
clusion which is supported by research (MTA
Cooperative Group, 1999). At times, Thomas
would talk directly during the session, rather
than symbolically through play, about his life
during play sessions. He spoke of family
changes, including an absent parent, being re-
moved from one parent, and possible involve-
ment of Child Protective Services; although it
was not clear if these were events that were
currently happening or past events that he was
working through. CCPT may have helped
Thomas cope with stressors and changes out-
side of school, as is supported by the body of
research (Baggerly et al., 2010; Bratton et al.,
2005).

Social Validity

The researchers examined the teacher’s sat-
isfaction with the treatment with a 24 question
Likert scale instrument.). She strongly agreed
with the following statements: (a) Most teachers
would find this intervention suitable for the
behavior problem described, (b) the interven-
tion would not have negative side effects for the
child, and (c) the intervention would be useful
for many children (VonBrock & Elliott, 1987).
She agreed with the following statements: (a)
This would be an acceptable intervention for the
problem behavior; (b) I would suggest the use
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of this intervention to other teachers; (c) I would
be willing to use this intervention in the class-
room setting; (d) the intervention is consistent
with those I have used in the classroom setting;
and (e) overall, the intervention would be ben-
eficial for the child (VonBrock & Elliott, 1987).
The teacher wrote a note to accompany each
copy, explaining her overall feelings about
CCPT. “I thought it was good for two of the
students, and I would recommend other teachers
have their kids do it.” However, she felt CCPT
was not successful for the student who didn’t
complete the study because “his problems were
worse than just ADHD.”

Discussion

The purpose of our study was to examine the
effects of CCPT on behavioral performance of
elementary school students with ADHD. Re-
sults suggest that CCPT may be a viable option
for supporting students with ADHD. The two
behaviors depicted in the above figures: imma-
ture/withdrawn behavior and oppositional be-
havior, an internalizing and externalizing be-
havior, respectively, were the two subsets of
ADHD behaviors that had the greatest change.
Their change supports the findings of previous
research concerning the efficacy of CCPT to
decrease internalizing and externalizing behav-
iors (Baggerly et al., 2010; Bratton et al., 2005;
Ray, Armstrong, Balkin, & Jayne, 2015). Pre-
vious researchers found CCPT to be effective in
the school setting (Ray et al., 2015), another
finding that was supported across several sub-
scales of the DOF in our study.

CCPT was most effective in reducing severe
behaviors, and had a small effect in reducing
mostly normal behaviors. Two students re-
ported having family troubles and changes in
addition to ADHD problems. CCPT may have
helped these two students cope with stressors
and changes in school and outside of school.
These results are consistent with previous re-
search (Baggerly et al., 2010; Bratton et al.,
2005). Additionally, there were several external
factors that may have had an effect, including
(a) inclement weather days, (b) student ab-
sences, (c) observations completed with a sub-
stitute instead of the regular teacher, and (d)
spring break. These factors appeared to affect
Thomas more consistently than Phillip, indicat-

ing a possible difference in reaction to external
factors.

Limitations

Participants were recruited from a conve-
nience sample of first grade students at one Title
I elementary school in North Texas. Although
all 3 students demonstrated attention problems,
the types of problems and severity differed. One
student did not complete our study, limiting the
strength of the multiple baseline design. Gener-
alizability of study results is limited.

ADHD is a behavior that is difficult to oper-
ationally define. It has a broad scope of possible
behaviors from the three different subtypes of
ADHD. The variables were limited to those that
could be assessed using the DOF, which could
limit the scope of understanding how play ther-
apy is helpful to children with ADHD. Addi-
tional research must be compiled to assess the
effects of CCPT on other facets of ADHD.

Another major limitation of our study was the
number of baseline phase points. A minimum of
three to five observation points are recom-
mended, and four to 10 points were set for the
range for randomization (Horner et al., 2005;
Kennedy, 2005). When numbers were randomly
selected, 2 participants were set at five and 1
was set at six. Although the number of points
fits the standard for SCRD, the baseline was
condensed when scored on the DOF because it
requires a minimum of two observations. Base-
line observations were scored to yield a single
baseline point. This eliminated the ability to
examine the trend and stability of baseline. An
extended baseline, with an even number of ob-
servations to be scored as pairs, would have
provided a solid foundation for our study.

Several interruptions were that may threaten
external validity, which in turn affects the gen-
eralizability of results. Although these interrup-
tions threaten external validity, Hott, Limberg,
Ohrt, and Schmit (2015) postulated that such
interruptions occur in a variety of settings, in
some cases mirroring similar controlled set-
tings.

Suggestions for Future Research

The researchers find the results promising for
certain behaviors associated with ADHD. Rep-
lication studies should be done to strengthen
validity and reliability of the results of our
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study. Additionally, research of rigorous design
is needed to further explore the effects of CCPT
on the broad spectrum of ADHD behaviors.
Research that focuses on a variety of ADHD
behaviors at differing severities will help to
broaden the understanding of how CCPT effects
ADHD behaviors. A larger sample of five stu-
dents using the multiple baseline design would
help to strengthen results and generalizability,
and provide a buffer if students withdraw from
our study. This includes multiple-baseline
SCRD across participants with randomized
phase start- point design where independent ob-
servers are used. Increasing the number of base-
line observations and weekly observations
would strengthen the data, as well. All partici-
pants of our study were Hispanic males attend-
ing a low SES school in one geographic region,
and further research is needed to explore find-
ings with more heterogeneous samples. Further
research is needed discover the effects of CCPT
on ADHD in various settings. Research needs to
be done to explore the effects of CCPT on
ADHD and comorbid problems.

Clinical Implications

Several implications are noted for counselors
working with children with ADHD behaviors.
First and foremost, the results indicated play
therapy can be helpful for children with ADHD
behaviors. While not all participants showed the
same effect for all scales, individual participants
showed moderate to large effect with total prob-
lems in the classroom, sluggish cognitive
tempo, immature/withdrawn behavior, intrusive
behavior, oppositional behavior, and time on
task. This finding underscores the idea that not
all children diagnosed with ADHD exhibit the
same behaviors. CCPT was shown to have ef-
fect on behaviors related to both the inattentive
and hyperactive/impulsive subtypes of ADHD.

Report from parents, teachers, and students
indicate that CCPT may also help comorbid
problems, including family changes, a finding
that is supported by the body of research (Bag-
gerly et al., 2010; Bratton et al., 2005;). The
teacher felt that the treatment would not be
helpful for the student she identified as having
problems broader than ADHD. This indicates
that school staff, as well as parents, would ben-
efit from education on the benefits and scope of
CCPT. Teachers and parents might perceive

play as more helpful, if they understand more
about the intervention. Counselors in schools
and other practices can help advocate for the
profession of counseling and children in need of
counseling by educating others on play therapy.
We demonstrated that play therapy can be
performed and effective in a school setting. In a
survey of elementary counselors and behavior
specialists in one district, only six out of 35
(17%) have been trained in play therapy. This
may indicate that a majority of school counsel-
ors are not using play therapy in the school
setting. Play is considered the child’s natural
language (Axline, 1947; Landreth, 2012). Talk
therapy is not developmentally appropriate for
young children and especially inappropriate for
a child who chooses not to talk or is nonverbal
(Landreth, 2012). To best serve children, play
therapy should be more common in school
counseling, which may point to a problem may
have roots in counselor education programs.
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