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FAMILY PLAY THERAPY I1IAS BEEN IN EXISTENCE
FOR MANY YEARS BUT HAS BEEN SUBSUMED UN-
DER THE RUBIC OF EITHER FAMUILY THERAP'Y OR
PLAY THERAPY. PUPPETRY, ART THERAPY, SAND-
PLAY, FAMILY THERAPY. AND PLAY THERAPY
ITAVE ALL BEEN PRACTICED SINCE AT LEAST THF
1920°S WHICH 1S DISCUSSED IN MY BOOK (CO-
EDITED WITH CHARLES SCHAEFER. PI{ D FAMILY
PLAY THERAPY, 1994, THIS BOOK COVERS A
BROAD SPECTRUM  OF FAMILY THEORETICAL
BASES SUCH AS OBIECT RELATIONS, PSYCHODY-
NAMIC, BLEHAVIORAL AND INTEGRATIVE.  SPE-
CIALIZED TECHNIQUES SUCH AS FAMILY ART, FAM-
ILY SANDPLAY, PSYCHODRAMA, AND PUPPETRY
ARE INCLUDED IN THE BOOK.

SANDPLAY, ONE OF THE TECHNIQUES DISCUSSED
THEREIN, CAN BE USED IN MANY WAYS ANID HAS
BEEN EXPANDING  LXPONENTIALLY IN RECENT
YEARS. IT BEGAN WITTH MARGARLET LOWENFELD'S
WORK IN ENGLAND IN THE 20°S AND BEATER WAS
INCORPORATED INTO DORA KALFF'S  JINGIAN
WORK IN SWITZERLAND. THE LIMITATIONS OF THE
JUNGIAN METHOD, HOWEVER, PRECLUDE ANY
EXPERIMENTATION OF OTHER FORMS OF THIS
VALUABLE TRCIINIQUL.

T RATIONALE FOR COMBINING FAMILY TTHER-
APY, PLAY TITERAPY AND SANDPLAY INTO A SIN-
GLE MODALITY, THAT OF FAMILY SANDPLAY
THERAPY, 1§ AS FOLLOWS:

1 THIS TECHNIQUE IS DESIGNED TO INCLUDE
EVEN THE YOUNGEST MFMBER OF A FAMILY
IN THE PROCESS. IN FAR TOO MANY IN-
STANCES IN THE PAST, AN CONTINUING STILL
TODAY, TRADITIONAL FAMILY THERAPY HAS
EXCLUDED CHILDREN 1INDER 10 OR 12 YEARS
OF AGE WITH THE RATIONALE THAT THEY
WOULD BE “DISRUPTIVE”, “WOQULDN'T UN-
DERSTAND” AND WOULD BE EXPOSED TO PA-
RENTAL CONFLICTS.  THIS ATTITUDE SUG-
GESTS THAT THE CHILDREN SPEND FAMILY
LIFE WITH BLINDERS AND EAR MUFFS ON IN-
STEAD OF BEING FULLY ATTUNED TO ALL TITE
STRENGTHS AND  WEAKNESSES IN  THEIR
FAMILIES.

IN FAMILY SANDPLAY THERAPY, ONE SEES
THAT RESISTANCE, 15 LOWERED SINCE ALL THE
ADULTS (INCLUDING THE THERAPIST) DEMON-
STRATE THEIR WILLINGNESS TO MEET THE
CHILD ON HIS/HER LEVEL, THROUGH T1IE ME-
DIUM OF PLAY. THIS IS EXPLICITLY ILLUS-
TRATED BY THE MERE FACT OF HAVING THE
SESSION IN THE SANDPLAY ROOM RATHER
THAN IN A MORE FORMAL OFFICE SETTING.
THIS 1S DISCUSSED BY ORGUN IN_FAMILY
PLAY THERAPY (PP 49-55) IT SEEMS AS TF

EVERYONE IS MORE RELAXED IN THIS ATMOS-
PHERE—PARENTS, CHILDREN, AND THERAPIST.

THE CHILD IS TAKEN OUT OF THE MU(CH-
HATED IDENTIFIED PATIENT ROLE WHEN ONE
FOCUSES ON THE FAMILY INTERACTIONS
RATHER THAN FOCUSING ON THE CHILD'S
PROBLEMS PER SE. MOST CHILDREN ARE THE
SPOKESPERSONS FOR FAMILY DYNAMICS AND
KNOW INTUITIVELY THAT THEIR PROBLEMS
ARE REALLY REFLECTIONS OF SOME DISTURB-
ING THINGS IN THEIR ENVIRONMENT,

PARENTS CAN BE HILPED IMMEASURABLY TO
STAY CONNECTED TO THEIR OWN T“INNER
CHILD™ AND TO RELATE TO THEIR CHILIREN
FROM THAT PLACE RATHER TIHAN FROM A
STRICTLY AUTHORITARIAN POSITION. THIS IS
CIPLINE AND STRUCTURE ARE OMITTED OR
OVERLOOKED. THE THERAPIST, IN THIS SIoT-
TING, CAN ASSIST THE FAMILY TO FIND NEW
METTIODS OF FAMILY COOPERATION SO THAT
SEVERE DISCIPLINARY MEASURES ARE NO
LONGER NEEDED.  HOWEVER, WITH SOMI
OVERLY RIGID, CONSTRICTED FAMILIES THIS
CAN TAKE MUCH LONGER THAN WITH MORE
FLUID FAMILY SYSTEMS.

PARENTS CAN SEE TOR THEMSLELVES WHAT
SANDPLAY TIIERAPY IS ALL ABOUT AND
LEARN TO VALUE THIS MODALITY AS A DIF-
FERENT WAY TO RESOLVE PROBLEMS. THIs
NON-VERBAT . METAPIIORICAL NATURF OF
THE INTERACTIONS CAN OFIEN BE EASIER
FOR TUE ADULTS AND THE CHILDREN TO UN-
DERSTAND THAN WIIEN VERBALIZATION IS
THE MAJOR I'ORM OF COMMUNICATION.

TRANSFERENCE AND COUNTER- TRANS-
FERENCE ISSUES ARE SOMETIMES LESSENED
BECAUSE OF THE ACTUAL PARENTS, OR OTHER
CARETAKERS, BEING PRESENT. THIS CAN, OF
COURSE, BE QUITE COMPLEX DEPENDING ON
THE RELATIVE HEALTH (OR PATHOLOGY) THAT
EXISTS IN THE PARENTAL/CARETAKING SYS-
TEM.

THE THERAPIST ALSO BENEFITS WHEN PLAY

IS INCLUDED AS PART OF THERAPY, Al-
THOUGH 1T DOES REQUIRE STRONG MOTIVA-
TION THAT CAN TAX ONE'S CREATIVITY TO
THE UTMOST. THIS DOES NOT INFER THAT
ONE 1S SIMPLY "PLAYING”, BUT THAT CARE-
FULLY THOUGHT OUT STRATEGIES, BASED ON
SOLID THEORETICAL UNDERSTANDINGS, CAN
ENHANCE AND BROADEN ONE’S REPERTOIRE
IMMEASURABLY.

TIME-LIMITED THERAPY IS A DEFINITE POSSI-
BILITY WITH STRUCTURED FAMILY SANDPLAY
THERAPY GODALS. FOR EXAMPLE, HELEN
LANDGARTEN IN HER REFERENCED BOOK {PP.
221-233) HAS OUTLINED HER WAY OF RAPIDLY
EVALUATING FAMILY DYNAMICS THROUGH
FAMILY ART PSYCHOTHERAPY. MANY
THERAPISTS CAN USE THESE TECHNIQUES



EVEN WITHOUT FORMAL ART THERAPY TRAIN-
ING. HOWEVER, SOME STUDY RELATED TO
ART THERAPY 18 DEFINITELY AN ASSET.

9  ONF CAN LEARN A GREAT DEAL FROM OB-
SERVING TI NON-VURBAL ASPECTS OF FAM-
.Y SANDPLAY THERAPY WHICH IS CLEARLY
RELATED TO MORE TRADITIONAL FAMILY
TIERAPY OBSERVATIONS,  DISTANCE AND
CLOSENESS CAN IMMEDIATELY BE SEEN AS
WEL], AS WHICH SUB-SYSTEMS ARLIL IN EXIS-
TENCE POWER ISSUES ARE OFTEN REVEALED
NON-VERBALLY AS ARE SCRAPEGOATING AND
PARENTIFICATION.  THESE 18SUES WILL, OF
CQOURSE, BE REVEALED IN VERBAL THERAPY,
BUT OFTEN WILI, TAKE MUCH LONGER TO BE
ORBSERVED. BY [LIUSTRATING NON-VERBAIL
MESSAGES TO THE FAMILIES AS THE THERA-
PIST OBSERVES THEM, THIS QUICKLY LEFFECTS
A REAL IGNMENT GF ROLES.

FAMILY SANDPLAY THERAPY INCORPORATES SEV-
ERAL OF THF CREATIVE ARTS MODALITIES SUCH
AS ART, DRAMA AND SANDPFLAY. ALL OF WHICI]
CAN BE INCORPORATED INTO A TAMILY SYSTEMS
FRAMEWORK.

1 PERSONALLY USE A CHILD-CENTERED APPROACT
WHICIH INVOLVES AN OVERALL FAMILY ASSESS-
MENT, FOLLOWED RY AN ASSESSMENT OF THE
IDENTIFIED PATIENT. THEN [ OFFER MY RECOM-
SPAOATIONS TOCTHE FAMULY AR TO WHAT SEFMS
TOYRE T AOS T DRSTR AR
I[1TY. AT TIMES, THE DECISION }S 10 IMPLEMENT
FULL-FAMILY THERAPY RIGHT FROM THE START.
AT OTHER TIMES, THE DECISION IS TO BUILD A
WORKING RELATIONSHIP WITH THE [DENTIFIED
FPATIENT WTITH MOVEMENT TOWARDS INCLUDING
OTHER FAMILY MEMBERS AT APPROPRIATE, WELL-
DUESIGNATED TIMES. FACH CASE 18 UNIQUE AND
EACH RECOMMENDATION IS FULLY ASSESSED BE-
FORE A THERAPEUTIC DECTSION 1S MADE.

AS PART OF MY CONTINUING WORE WUH A FAM-
ILY SANDPLAY THERAPY MODALTTY. 1 ONCE
TREATED A FAMILY WHOSE 15 YEAR OLD [DAUGH-
TER WAS IN A HOSPITAL BICAUSE OF ALCOHOL.
OVERDOSE.  (TI1S CASI 18 FULLY DESCRIBED IN
MY NEW BOOK, SANDPLAY THERAPY WITH

CHILDREN AND FAMILIES. ARONSON, 1999. 1 WAS
ASKED TO SEE THE FAMILY BEFORE THEIR DAUGH-

TER WAS RELEASED FROM THE HOSPITAL. THE
DAUGHTER HAD BEEN TAKEN FROM THE EMER-
GENCY ROOM OF A LOCAL HOSPITAL DIRECTLY TO
AN INPATIENT UNIT THAT SPECIALIZED IN TEEN-
AGE DRUG AND ALCOHOL ABUSE. THE SITUATION
WAS DIAGNOSED BY THE ATTENDING PHYSICIAN
AS A SUICIDE ATTEMPT. PSYCHOLOGICAL TESTING
WAS ADMINISTERED WHILE SHE WAS HOSPITAL-
IZED AND SHE WAS DIAGNOSED WITH CONDUCT
DISORDER (312.8) AND OPPOSITIONAL DISORDER
(313.831). (DSM-1V, 1994, PP. 85-54) THE PARENTS
ALSO LEARNED THAT SHE HAD BEN INDUCING
VOMITING FOR SEVERAL MONTHS.

THE FAMILY CONSISTED OF MOM, DAD, THE HOSPI-
TALIZED GIRL, A BOY OF 11, AND ANOTHER BOQY OF

TREATMENT MODIAL-

9% THE 11 YEAR OLD BOY WAS AN EXTREMELY
ANGRY CHILD. HIS ANGER SPILLED OVER INTO
VIOLENT OUTBURSTS WIHEN HE WOULD ATTACK
ANYTHING AND ANYONE THAT GOT IN HIS WAY
D WAS DESCRIBED) AS "UNBEARABLE” BY HIS
PARENTS AND HE HAD PROBLEMS WITH FRIENDS
AND TEACHERS AS WELL. THE THIRD CHILD, AGED
9 Y, WAS DIAGNOSED WITH ATTENTION DEFICIT
HYPERACTIVE DISORDER (IBILD., PP 78-85), AN HAD
BEEN MEDICATED WITH RITALIN FOR THE PRIECED-
ING TWO YEARS. 1IE WAS IN A SELF-CONTAINIED
CLASSROOM IN HIS SCHOOL. BOTH BOYS HAD BEN
VERY UPSET OVER THEIR SISTER'S HOSPITALIZA-
1TON. IN THIS ARTICLE, 1 WILL EXCLRFT THE FAM-
1LY WORK THAT WAS ACCOMPLISHED WITH ART
AND SANDPLAY.

AT THE TIME OF THE FIRST FAMILY SESSION, Ti.
TEEN-AGER WAS STILL IN 11IE HOSPITAL ANDY HHE
PARENTS HAD NO IDEA HOW LONG SHE MIGHT BI-
THERE. THE BOYS ACCOMPANIED THEIR PARENTS
TO THIS SESSION, BUTT WERY QUTE RESTLESS N
ORDER T LESSEN THE TENSION LEVLEL. T SUG-
GESTED THAT PERHAPS EVERYONE COULD DRAW
A PICTURE GF THE FAMILY DOING SOMETHING
THEY WERE QUITE AGREEABLE  TO THIS SUGGES-
TION, EXCEPT FOR THE YOUNGEST, WHO CLUNG TQ
[0S MOTHER AND REFUSED TO DRAW. AT TiE
LAST MOMENT HE ADDED THE FAMILY CAT 1O
MOM'S DRAWING.  AFITIR EVERYONE HAL COM-
PLETED TIEIR PICTURE. J SAID THAT THEY COULL
SHARE THE PICTURES WITH ONE ANOTHER.

YHE OLDER BOY BECAME ENRAGLED AT THIS SUG-
GESTION AND FURIOUSLY ERASED PART OF HIS
DRAWING (FIG. 1) EARLIER IN THE SESSION HE HAD
ASKED IF WE COULD ALL GO INTO THE SANDPLAY
ROGM, AN 1 TOLD THEM THAT WE COULD TX3
THAT AFTER THE PICTURES HAD BEEN SHARED
PR PICTURE 18 DIFFICUHLT TO DECIPHIK BECAUSE
OF T ERASURES, BUT ONE CUAN SENSE THE
FRENZY ANTY ANXTIETY THAT PERVADES 1)

FIGURE 2 WAS MAIDI BY MOM. 1T IS INTERESTING
TO SEE HOW SHE HAS PLACED THE TGURES. EACH
ONFE 1S SEPARATEDY FROM THE OTHER, AND EACH
CHILD IS INVOLVED IN HISHER OWN INTERESTS.
MOM IS AT TIE BOTTOM OF TIIE PAGE, AS IF SITE
WERLE CARRYING TIE WHOLE LOAD WHILL GOING
OFF TO WORK. AS MENTIONED, THE YOUNGER SON
ADDED THE CAT AT THE LAST MINUTE.

DAD'S PICTURE (FIG. 3) 1S SOMEWHAT UNUSUAL.
EVERYONE HAS AN IDENTICAL GRIN ON THEIR
FACE. NONE OF THE FIGURES HAS HANDS, FEET, OR
CLOTHES, AND ALL  ARE SUSPENDED ABOVE
GROUND. 1 COMMENTED ABOUT HOW THE FAMILY
MEMBERS ALL HAD TQ KEEP SMILES ON THEIR
FACES, NO MATTER HOW SERIQUS THINGS IN THE
FAMILY WERE. | WAS ALLUDING TO THE FACT
THAT ONE OF THEIR MEMBERS WAS IN THE HOSPI-
TAL. MY UNSPOKEN INTERPRETATION OF THIS
PICTURE WAS THAT NO ONE IN THE FAMILY WAS
GROUNDED (BECAUSE OF THE PLACEMENT OF THE
FIGURES ABOVE THE GROUND LINE); ALL WERE





