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Abstract

The play activity of the child is a communication to the therapist of his
subjective self-experience in relation to others which gets reorganized
within the relational play matrix between the therapist and the patient
(Winnicott, 1971; Baranger & Baranger, 2008). The aim of this study is to
investigate the association between the level of social representations
enacted in play and the development of new object relations in time through
an empirical investigation of two single cases with similar demographics
and presenting problems with quantitative methodology and clinical
analysis. For assessing the level of representation and play structures of in
psychotherapy Children's Play Therapy Instrument (CPTI; Kernberg,
Chazan, & Normandin, 1998), and for identifying the pervasiveness of main
interpersonal relationship themes in play Core Conflictual Relationship
Theme Method (CCRT; Luborksy, 1998) were used. Results indicated that
significant linear increase in trend analyses on complex relational capacity
for the case who showed significant clinical improvement in symptoms.
Also, according to partial correlation analysis, for the case who showed
significant clinical improvement, negative correlation was found between
complex relations and the pervasiveness of core conflictual relationship
patterns; whereas for the case who did not showed clinical improvement,
positive correlation was found between the same variables. Implications are

discussed.



Ozet

Oyun aktivitesi, ¢ocugun nesnelerle olan iliskilerinin kendi 6znel
deneyimleri {izerinden terapistle kurdugu iliskiye aktardigi ve bu iliskilerin
terapist ile danisan arasindaki oyun matrisinde yeniden diizenlendigi bir
alandir (Winnicott, 1971; Baranger & Baranger, 2008). Bu ¢alismanin
amacti, oyun icerisindeki zengin sosyal temsil kullanimi ile yeni nesne
iligkilerinin olusumu arasindaki iliskiyi benzer demografik 6zelliklere ve
semptomlara sahip iki vaka iizerinden, niceliksel metodoloji ve klinik
analizler kullanilarak arastirmaktir. Psikoterapi siirecindeki oyun yapilarini
ve temsil seviyesini degerlendirmek i¢in Children Play Therapy Instrument
(CPTI; Kernberg, Chazan, & Normandin, 1998), ve oyun igerisindeki temel
kisilerarasi iliski temalarini belirlemek i¢in Core Conflictual Relationship
Theme Method (CCRT; Luborksy, 1998) kullanildi. Yapilan regresyon
analizleri sonucunda semptomlarinda klinik olarak ilerleme goriilen vakanin
terapi stliresince kompleks iligkisellik kapasitende anlamli bir artis
goriilmiistiir. Bunun yaninda, yapilan korelasyon analizlerine gore klinik
olarak ilerleme gosteren vakada kompleks iliskisellik ve temel ¢atigsmali
iligski temasinin devamliligr arasinda negatif korelasyon goriiliirken, klinik
olarak ilerleme gostermeyen vakada ayn1 degiskenler arasinda pozitif

korelasyon bulunmustur. Cikarimlar tartisilmistir.
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1. INTRODUCTION

Play is the primary way of communication in child psychotherapy.
Through play, conflictual patterns in interpersonal relations are brought into
the room and these patterns are realized, integrated, and accepted into the
patient’s experience of herself or himself (Winnicott, 1968; Frankel, 1998;
Downey 2001). However, this process takes time; it is related with the
patient’s capacity to play (Winnicott, 1969).

In this study, the association between relationship qualities enacted
in play and the development of new object and interpersonal relations in
time is investigated through an empirical investigation of two single case
studies.

To enhance the understanding of why this study is conducted, in the
first part of introduction section, the meaning and function of play will be
reviewed briefly. The evolution of theories in the field of child
psychotherapy from classical theories to new perspectives will be given a
look for observing the changes from one-person theories to relational
understanding. Besides, the question of how play reveals the object and
interpersonal representations will be reviewed.

The second section will be about the assessment of play within
therapy sessions. Although there are several different ways to assess the
notion of play, most of them do not address the specific aspects of play that
emerge in treatment. Children Play Therapy Instruments (CPTI; Kernberg,

Chazan & Normandin, 1998) is a more comprehensive assessment tool that



takes into consideration several facets of play in psychodynamic play
therapy.

In the third section, in order to assess the relational patterns enacted
in play, the focus will be on Core Conflictual Relationship Theme Method
(CCRT; Luborsky & Crits-Christoph, 1998). The CCRT method can
identify certain characteristics of a person's recurrent relational patterns. The
studies that identify and observe the changes in these patterns in just the
beginning of the therapy or throughout the process will be reviewed.

Following these sections, the empirical tendencies regarding the
psychotherapy research will be reviewed and the assumptions of single case

designs will explained. Lastly, the aims and the hypotheses will be stated.

1.1 The Meaning and Function of Play

Winnicott (1968) thought that the notion of psychotherapy takes
place between the patient's and the therapist's overlapping areas. In child
psychotherapy, this overlapping area is play, which is a medium of
communication that represents the child's core object relation patterns,
emotional conflicts and motivations. In other words, play is the area that the
patient displays her or his subjective self-experience in relation to others
(Schaefer & Kaduson, 2007).

In the 1920s, Klein found a way of reaching the child's unconscious
by using a method similar to free association in an adult analysis (Vliegen,
2009). She observed and tried to understand the deep unconscious meaning

of the child's symbolic play content (Alvarez & Phillips, 1998). Klein



(1929) considered play as the area in which sexual and aggressive impulses
and fantasies can securely be explored. In the child's play, conflictual and
impulsive aspects of the inner world are reflected and opportunities are
offered to express and integrate these aspects. Play can be approached as a
source of information about the child's inner world, about the experiences
and internal objects in his familial and social-environment. Also play gives
information about the patient's past and present preoccupations. So, it can be
seen as something like a dramatized projective technique (Alvarez &
Phillips, 1998).

In Playing and Reality, Winnicott (1971) defines psychoanalysis as
"highly specialized form of playing in the service of communication with
oneself and others™ (p.41). This communication enables the child to reveal
his defenses, adaptive mechanisms, subjective perception about external
world, unconscious fantasies and level of relationship (Ornstein, 1984;
Lang, 2007). In child work, the evolution of child's capacity to play and the
process of playing typically yield a valuable set of information about the
individual's psychological and cognitive development, dynamics, diagnosis,

and interpersonal relatedness (Gilmore, 2005).

Frankel (1998) states that play is inherently therapeutic;
renegotiation can take place through play, or if the patient cannot play, it
can help to make play possible. Play in a therapy room is different from the
other plays such as playing alone or playing with other adults or children. In
therapeutic play, the characters that the child brings to play can represent the

aspects of themselves they haven't comfortably been able to own or to bring



out in the world, or the parts that do not seem to mesh well with other
people. Lang (2007) states that after some time child patient gains
awareness about this difference and prepare himself to exhibit their "psychic

experience to modification and mentalization™ (p.938).

So, play provides an intersubjective field where therapist and child
can manipulate external phenomena in the service of child's inner personal
reality and work through core problems (Winnicott, 1968). Winnicott uses
the term transitional space for this area of experiencing that lies between
fantasy and reality. He thinks that transitional space is necessary for
psychological growth and development; because it functions as an area of
unintegrated experiences and defensive functioning for anxiety-provoking
material. In this state of in-between-ness, in other words in play metaphor,
everything is possible. Traumatic and unintegrated aspects of the child's
inner life in various developmental dimensions are now in between the
fantasy and reality. With the support of the therapist, child is ready to
transform, enhance and re-internalize traumatic experiences (Caspary,
1993). With involvement of both action and verbalization, an intersubjective
exchange in mutual state of playing is constituted. In this state of playing,
child's anxieties and defenses can be transformed with the analyst's
clarifications, cooperative engagement and interpretive work (Gilmore,

2005).

In child work where playing is prominent, there are layers of
diagnostic, dynamic, and transference meanings within the play, as well as

in the freedom where the child reveals his personal “state of playing” and in



the manner where the child draws the analyst into the play and allows the
emergence of an intimate dialogue. Originating from Freud's ideas,

playing in the analytic setting establishes a space “without real
consequences” Where communication between the child and the analyst can
occur at the developmental level of the child. Both child patient and analyst
must be willing to engage in the “conceptual world” that the child creates
with the analyst (Gilmore, 2005). Over time, the analyst readily launches
herself into the singular world of her patient's “state of playing,” a world
where rhythms, rules, and rituals as well as opportunities for therapeutic
work are unigue and to some extent idiosyncratic to the particular individual
and the dyad; among these are the pathological adaptations that can be
addressed best by being in that world with the child. This state includes
unconscious communication and intuitive leaps that can result in dramatic

shifts in the child's tolerance for affects and rejected self-representations.

1.2 Play, its Theoretical Situation and Representations in Play

By taking Freud's theories as a baseline, Anna Freud and Melanie
Klein generated their own theories in the area of child psychoanalysis
(Bonovitz, 2004). On the one hand, Anna Freud put her emphasis on
defenses of the ego. Her interventions was originated from educational
psychology and based on the principles that being more supportive towards
the patient. On the other hand, Klein came up with her own theory which

focused mainly on the phantasy life of the baby.



For Klein, reaching the child's unconsciousness is easier than that of
the adult's. The way to the child's inner world is through play which
contains symbolic manifestations of phantasies. Most of the time, these
phantasies represent the internal objects that are mental and emotional
images of an external object. A complex interaction continues throughout
life between the world of internalized objects and the real world via repeated
cycles of projection and introjection. According to Kleinian theory, the state
of internal object is considered as one of the prominent aspects for the
development and mental health of the individual. The introjection and
identification with a stable good object is crucial to the ego's capacity to
integrate experience. Damaged internal objects cause enormous anxiety and
can lead to personality disintegration. On the other hand, objects that
securely internalize promote confidence and well-being (Klein, 1946; Klein,

1958).

From a developmental view point, Klein (1946) suggested two
positions. The more primitive one is paranoid-schizoid position in which
child seeks to introject good objects and project bad objects onto an external
object. In this developmental level, child's ego functions does not have the
ability to tolerate or integrate two opposing aspects. On the other hand the
depressive position is a prominent step in integration of an object with its
both good and bad feature. The shift from paranoid-schizoid position to
depressive position is facilitated by another person who is receptive to this
projections. So, in Kleinian terms, if the aim of the therapy is to reach the

depressive position, therapeutic field is the area where both patient and



therapist try to acknowledge the aggression and anxiety in paranoid-schizoid
position. Newirth (1992) states that, in paranoid position, two different
experiences are contained: one is the passive paranoid position, in which the
aggression is projected outward and individual feels powerless, persecuted
and attacked by the external world; another one is active paranoid position,
in which individual acknowledge and enjoys his aggression. In Notes on
Some Schizoid Mechanisms Klein (1946) used the term projective
identification and explained it as in the paranoid-schizoid episode of
development, where in bad parts of the self are split off and projected into
another person in an effort to rid the self of one's bad objects. Later, Bion
(1962) extended the notion of projective identification in scope of a more

intersubjective conceptualization.

Starting with the Kleinian theory, several psychoanalytic and
cognitive oriented theories also argue that children transform and internalize
interactions with primary caregivers, and these interactions regulate and
direct a wide range of emotion and behavior, especially in interpersonal
relationships (Blatt & Auerbach, 2001). These early interactions also
influence individual's developmental level and prominent aspects of psychic
life such as impulses, affects, drives and fantasies. According to Sandler and
Rosenblatt (1962), representations that are constructed by child enable her
or him to perceive sensations, organize, and structure them in a meaningful
way. The ego functions transform sensory data into meaningful perception
and thus, child creates, within its perceptual and representational world,

images and organizations of his internal as well as his external environment.



Imagination and fantasy, direct and modified action, language and symbols
all stem from this representational world. Last but not least, if these early
experiences are pathological and disturbing, according to the degree of the
damage, primitive and pathological distortions can cause psychopathologies.
With distortions or lack of flexibility in representations, the enactments
rather than balanced psychic experiences will be experienced (Fonagy &

Target, 2000).

With the repetition of the interaction with primary caregivers in
infancy, these patterns are internalized in individual's internal world. They
became the templates that structure how one thinks and feels about oneself
and about others (Blatt & Auerbach, 2001). Daniel Stern (1985) names the
repetitive experiences of self in the presence of a self-regulating other as
Representations of Interactions that have been Generalized (RIGSs). RIGs
can be described as the basic unit for the representation of the core self. The
experience of being with a self-regulating other gradually forms RIGs. They
constitute the several realities and the various perceptual and affective
attributions integrate into a whole. These memories are retrievable whenever
one of the attributes, that recall cues to reactive the lived experience, of the

RIG is present.

1.3 Transformation of Internal Representations in Play

The internalized mental representations continue to develop and
change throughout life. Psychotherapy is a process that enable the patient to

reveal his internal representations and provide a space for transformation.



Patient's earliest experiences are unconsciously available in a psychotherapy

process in the form of unconscious object relations (Ackerman, 2010).

According to Piaget (1962), representations enable children to go
beyond the perceptual field that can distort reality according to their wishes
and subordinate it to the ends they want to achieve. However not all
children seem willing to play with their representational ability to the same
degree (Wolf & Grollman, 1982). Every child's level of functioning is
different from each other, and this differences indicates where the child is
standing in developmental spectrum. According to where child stands on
this spectrum, the child capacity for progression and regression can be
varied. The differences between children can be clearly seen in their level of
representation. If a child cannot exhibit his representations in a complex
level, this may show a lack of differentiation between self and others, lack
of empathy and some disturbances in terms of investment of others (Chazan,

2002).

According to Fonagy and colleagues (1993), three mechanisms of
therapeutic action that create changes in mental representations can be
identified as integration, elaboration and the genesis of new representational
structures. In the first mechanism, the integration of the presented internal
representations need to be improved with repeated activation. The second
mechanism, elaboration, establishes relationships among representations
and creates the kind of network of relations that is fundamental to the
process of understanding. In last mechanism, the genesis of new

representational structures, the psychoanalytical situation enables the patient



to create the new mental representations. So in representational model, as
Fonagy and colleagues named, the process of change is a result of the
modification of unconscious mental representations as part of the
interpretive works as well as the more generalized aspects of the analytic

encounter.

Winnicott's ideas regarding child psychotherapy focus on affective
communication in the mutual space created by the patient and the therapist
(Winnicott, 1971). He stressed that the therapist must survive from the
patient destructive acts in this mutual space, where patient test and try to
find a limit for his aggression (Horne, 1989). For Winnicott, the survival
from destruction requires the therapist to act as a stable object (Winnicott,
1969). Just like a good-enough mother (Winnicott, 1971), therapist allows
and facilitate the regression; so that the child can explore his anxieties. By
this way, the child reach the objective reality from the illusion of
omnipotence. However, the illusion is necessary up to a point because by
the illusion the fantasy world of the child is enriched and external world is
become more meaningful. In Winnicotian terms: “Fantasy is more primary

than reality” (p. 153) (Winnicott, 1945; as cited in Bonovitz, 2004).

For Winnicott (1971), play itself is therapy, because it is in between
the fantasy and reality. Winnicott emphasized the intercommunication
between inner and outer worlds, fantasy and reality, objective and
subjective, real and illusion, in other words; he explore the ideas of linking

and bridging (Bonovitz, 2004). Originating from this interest, he formed the

10
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transitional space concept which is built upon the overlapping areas of

individuals, objects or concepts (Winnicott, 1971).

In Playing: Its Theoretical Status in the Clinical Situation (1968),

Winnicott states this prominent explanation of psychotherapy;

"Psychotherapy takes in the overlap of two areas of
playing, that of the patient and that of the therapist.
Psychotherapy has to do with two people playing together. The
corollary of this is that where playing is not possible then the
work done by the therapist is directed towards bringing the
patient from a state of not being able to play into a state of

being able to play."” (p.591).

In his same paper Winnicott continues: "To control what is outside
one has to do things, not simply to think or to wish, and doing things take
time. Playing is doing." (p.592).

Winnicott (1969) states that the idea of the use of an object is related
to capacity to play. He stresses that the work of the clinician leads to the
reconstruction of patient’s capacity to play and capacity to find and then use
the external world with its own independence and autonomy. Winnicott
explained this process in his paper The Use of an Object (1969) over two
different concepts: object relating and object usage. Object relating is a
more primitive form of interaction in which the other object is not separated
or differentiated. On the other hand object usage is a more advanced form of
interaction in which the other object is used for engagement and

collaboration. This capacity is not inborn nor does it develop naturally, but

11



it is a maturational process that depends on the facilitating environment

(Winnicott, 1969; Bion, 1962; Stern, 1985).

For the improvement towards the more advanced form of interaction,
the patient need to rehearse this kind of communication in a space that
everything can be possible. In 'pretend mode' things that come from inside
will not be threatened, because they lost their equivalence to what is real.
While the worlds of pretend and reality are distinguished, child can bring up
the fantasy representations that may be real or not. Before the pretend and
reality mode of functioning are fully integrated, representations from the
pretend mode may become so intensively and actively stimulated that they
lead to some decrease in reality testing. At this point, the role of the
therapist is to be with child and contain the experiences in play and let child
observe her mental representations in her playing (Fonagy& Target, 1996a).
So, the therapist’s play with the child is prominent both for engagement
with the child's representational system and for the opportunity to enhance
child’s understanding of the mental states. Fonagy and Target (2007) state
that "The dialectical relationship between what is external and internal
emerges in the child's discovery of his own mind." (p.921). Understanding
the nature of mental world cannot be done alone, it requires discovery and
recognition of the self in the eye of other (Fonagy & Target, 1996b). By this
way, the representations of child can be modified and the opportunity for
creating more flexible mode of thought can be gained (Fonagy & Target,

1996h).

12



With the usage of symbols in play activity, the sphere of
representational thought and abstraction capacity progress. Eventually this
progress leads to the modification of past experiences and the innovation of
new relational patterns and coping strategies. Sometimes, the therapist
receives a role in the story that the child directs, and it may happen that the
therapist-actor has to play those facets that the child has split off (Vliegen,
2009). Play can also be used to communicate with relationships that make
one to feel too insecure to convey any aspects of a child's inner world. There
are different ways of making this communication, sometimes even
demanding therapists' absolute silence is a way of expressing the
intrusiveness of the parents and the demand for some space (Weinstein,
2001). By this way, therapist enters the child's play as a real person,
attempting to create and discover new meanings. The scenario then is co-
constructed by both directors in the playroom, the child and the therapist
(Vliegen, 2009). The idea of co-construction is connected with the level of
fantasy play, and using the metaphors and different characters in the play

(Frankel, 1998; Bonovitz, 2004).

While the focus is on co-construction in the play, it is important to
notice the influences of different theories and the differences regarding the
technique in the process with child. Bion's conceptualizations regarding
projective identification process and containment are prominent in review of
child psychoanalysis. In his paper ‘Attacks on Linking’, Bion (1959) takes
the concept of projective identification and the idea of the infant possessing

a capacity for rudimentary thought, and makes the link between the two

13



more explicit. Bion (1962) introduced the term ‘reverie’ to describe the
process whereby the receptive mother takes on board the infant and through
a gradual shifting of the feelings and thoughts she is experiencing, allows
them to “evolve into an understanding of what the baby is experiencing”. In
the interpersonal setting, the person engages in an unconscious phantasy of
carrying an unwanted part in another person. Under optimal circumstances,
the recipient contains or processes the evoked feelings and ideas, and thus
make available for reinternalization by projector, with a more manageable
version of that had been projected (Bion, 1962; Ogden, 1979). So, in
Bionien terms, psychotherapy is the containment of projective
identifications by therapist. In his own words, Bion (1961) explains this
process as "being manipulated so as to be playing a part, no matter how

difficult to recognize in somebody else's phantasy" (p. 149).

Starting from contemporary Klenian child analysts, what is going on
in here and now interactions between the therapist and patient dyad have
started to gain importance apart from the focus on interpretations and
comments regarding the personal history of the patient (Alvarez, 1992).
Alvarez (1998) emphasized the analyst and patient must play together in
order to be exist in the room together. Parallel with this view, containing the
projections of patient and focusing the split off parts of the self have become

more prominent for the treatment process.

According to Chetnik (1989), play is the area that child's internal
conflicts and pathological fantasies originated from the repressed wishes

and materials are externalized. With the therapist welcoming and stable
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stance towards the patient's projected material, patient enables to explore his
internal representations and fantasies. By this way, the pathological or
traumatic experiences reveal in play and patient has an opportunity to
reconstruct these experiences. So, according to ego psychologists, therapist
must focus on underlying conflicts and anxieties of the patient and must

facilitate the patient to symbolize them.

With the development of relational theory, play itself has gained
attention as a therapeutic process where patient improve his or her
awareness and explore more adaptive ways regarding the interpersonal
relationships or expression of affect (Gaines, 1995; Frankel, 1998).
Especially the fantasy play seen as a tool for change (Krimendahl, 1998).
Within the play the therapist represent the internal conflicts and pathological
old objects, and with the therapeutic relationship that was established
between the therapist and the patient, therapist represent the new and more
healthy object in child's internal world (Greenberg, 1986; Altman, 1992).
Therapist involve the child's play and consciously or unconsciously joins the
patient's representational world. So, it can be said that play is the space
between the reality and his or her representational world; and therapist is
there to balance these two concepts. By this way, therapist joins the play by
being both observer and actor. With this joint drama, a space where the
representational conflicts and patterns can be worked through between
patient and therapist. In Gruen and Blatt's (1990) two single case study
paper, they state that in treatment of disturbed patients, a complex set of

interrelationships may present between the cohesive sense of self and the
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capacity for self-reflection on the other. In a long term dynamically oriented

therapy, modification of pathological images of self and other is possible.

Strongly influenced by Bion's notion of projective identification,
analyst's reverie and containment (Ferro, 1992) are prominent concepts for
therapeutic process. According to Civitarse and Ferro (2013), in analytic
field theory, the analyst's reveries and affective and visual transformations
based on the patient's narration, together with any metaphors that stem from
these, are the actual factors of growth. Ferro and Foresti (2008) believe that
"Every analysis session is characterized by the emergence and taking shape
of stories in which ‘characters' of various forms and emotional depth play a
significant role." (p.71). These characters are from within the discourse that
the analytic couple develops. For progress of the analysis process, the
analyst firstly tries to understand the psychic function of these figures, and
secondly intuit how they can be used to develop the couple's interaction and
dialogue. He suggests that if analyst takes patient's point of view as 'true’,
which signals a functioning of the relational field in which we are just as
involved as she is, and within which the interpretation plays a minor role,
the process will proceed. Bezoari and Ferro (1991) scrutinized what is the
true exchange between the analyst and patient. According to them, apart
from verbal communication and linguistic meanings, the true exchange is
reciprocal projective identification in field between the patient and the

therapist.

As a contemporary view, Baranger's field theory provides another

perspective for understanding the therapeutic process. According to
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Baranger and Baranger (2008; Churcher, 2008), the analytic situation is not
only patient who is confronted by therapist who is more indefinite and
neutral. It is a situation between two people who are connected,
complementary and involved in a single dynamic process as long as the
therapy process. Baranger and Baranger (2008) explain in their own words

what happened during this process like this:

"When the placement in the analyst of a given part of the
patient's ‘self” or the internal objects is made conscious, together
with the motivation for this projective identification, this split off
part of the patient is re-introjected, the analyst coming into view
in his or her real function in the basic contract: analyst and patient
are working together and have just taken a step in their

work."(p.818)

Overall, it can be said that level of representation can be improved
and internal representations regarding the relational patterns can be change
in a psychotherapy by the construction of mutual space between the patient

and the therapist via play.

1.4 The Assessment of Play Activity

Child psychotherapists can use play in multiple different
perspectives including psychoanalytical thinking, research and observation
in terms of child's development. Psychotherapists need to be alerted both to
the meaning of play and to the level of the child's capacity to play (Alvarez

& Phillips, 1998).
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During the therapeutic process some changes happen in different
dimensions of the child's play. Later on, changes in the child's play activity
transform his perspective on significant relationships and alter his
adaptation to his surroundings (Chazan, 2002). These alterations happen
with the facilitation of the discovery of meaning in play (Slade, 1994). Since
the meaning of the play is between the therapist and the patient, the
participation of both sides in play activity is needed for the sense-making
process (Chazan, 2002). So, it is prominent to assess child's behavior,
narrative and play in a psychotherapy setting and also the meaning of the

therapeutic actions.

There are several different tools for assessment of children using
play in various aspects such as cognitive, social, emotional etc., however,
most of them are not applicable to psychotherapy process (Gitlin-Weiner et.
al. 2000). It is prominent to use extensive and detailed measures during the
assessment of play; because play has several facets, contents and
dimensions. So, when considering the sufficiency of an instrument, the
availability for application to psychotherapy session and the richness of

content is in the foreground.

Howe and Silvern (1981) conducted a preliminary research on
forming an instrument for measuring children's playroom behavior to assess
areas of functioning relevant to diagnosis, therapy process and outcome.
Play Therapy Observation Instrument is the result of this effort and as a

result of observation and scoring 31 child behaviors in therapy sessions,
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three statistically meaningful subscales were found: emotional discomfort,
use of fantasy play as a coping method, and the quality of the child's

interaction with the therapist.

The Nova Assessment of Psychotherapy (NAP) play therapy scale is
an instrument designed to promote the progress of research and allow the
clinician to monitor therapeutic progress and outcome (Faust & Burns,
1991). The NAP consists of behavioral codes for both the child and the
therapist. Children are coded on positive/negative nonverbal behaviors and

positive/negative verbal behaviors.

Another instrument that assess the development of play activity of
the patient within the session is Child Psychoanalytic Play Interview (CPPI;
Marans et. al., 1991). The focus of the measure is the retain the thematic

differences within a session, analytically. The instrument contain 30 items.

Child Psychotherapy Q-Set (CPQ-Set, Schneider & Jones, 2004)
adapted from Jones's (2000) The Psychotherapy Process Q-Set for
assessment of child psychotherapy process. Even though some alterations
were done for referring the quality of child's play, findings derived from
CPQ-Set generalisable to clinical conditions. With this instrument, the
psychotherapy process can be assessed in three categories by making
session specific statements (Jones, 2000). First one is the patient's attitudes,
behaviors and experience; secondly the therapist's behaviors and attitudes

and lastly, the therapist-patient interaction. So, CPQ-Set is another
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comprehensive measure for assessing the psychotherapy process in several

dimensions.

The Children's Play Therapy Instrument (CPTI) was constructed to
assess the play activity of a child in psychotherapy (Kernberg, Chazan &
Normandin, 1998). Because children have different forms and levels of
play, this instrument intended to investigate change and outcome in child
treatment. The CPTI is a tool for describing and analyzing the child's play
within the session by taking into consideration of child's overall functioning
in different perspectives including descriptive, structural and functional. The
descriptive perspective includes category of play, script of the interaction
between therapist and child, and sphere of play. The structural dimension is
formed by various components: affective, cognitive, dynamic and
developmental. Finally functional perspective is composed of four clusters

of coping and defense mechanisms (Chazan, 2001).

Related with the components of this research, CPTI’s role
representation in cognitive components and level of representation within
the play activity will used as indices to assess the child’s relational and
representational world. Chazan (1998) states that the structure of social
representational world is a crucial dimension of the child's play. From a
cognitive view point, it shows the child's capacity of creating narrative
structures to represent relationships that have different affective and
defensive content. In the more developmentally primitive level of role play,

the child is playing with just one character. During the play the child may be
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pretend like he or she a different person, animal or object. On the other
hand, in plays which are consist of more complex level of role play, child is
made several different characters interact with each other and a rich
affective and cognitive themes can be observed. Once the representational
world of child is in play, another important point to assess is the level of
relationship within these representations. Under the dynamic components,
the level of relationship category gives information about the interaction
patterns between characters in play. Four different level of representations
can be observed during the play activity according to the developmental
level and personality organization of the child: self, dyadic, triadic and

oedipal.

In a series of single case studies, it has shown that the role
representations and relational qualities of play improve as a result of
effective treatment. Specifically when the child develops the capacity for
complex representations and brings to play field several characters that

interact with other and takes on different familial and hierarchical roles.

In Chazan's (2000) study, the CPTI was used for assessing the play
features during the psychotherapy process and therapy outcome of an
autistic girl who was two-year-five-month old. Two sessions was selected,;
one of the sessions was from the beginning and the other one was selected
from the late sessions of the psychotherapy process. These two sessions was
guantitatively analyzed comprehensively by the CPTI. A development from

more developmentally lower level of role play to more complex
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interpersonal role play was observed. In her another study, Chazan (2001)
suggested that categories of CPTI could be used to reveal underlying
meanings of non-verbal expressions of four-year-six-months old child.
Changes in several areas were observed. At the beginning of the process
most of the play activity was simple collaborative activity; however through
the end, complex collaborative play including new representations were
described. In Chazan and Wolf's (2002) study, 5 year old child's, with
reason of referral including suicidal behavior and minor stealing, three
sessions from the beginning, mid and end of the treatment were coded with
CPTIL. In this study, the qualitative analysis of three sessions were done and
concluded that patient discovered his play realm in the presence of another.
Also more time spent in play activity within a session. In another study, for
discussing the benefits and feasibility of play therapy in pediatric oncology,
Chari, Hirisave and Appaji (2012) conducted a single case design. 20 non-
directive play therapy sessions of 4 year old girl diagnosed with leukemia
were coded and results indicated the improvements in developmental level,
social level, affect range and verbal expression. Also, role representation of

patient was improved from solitary role play to complex role play.

1.5 The Assessment of Relational Representations

To decrease patient's suffering, various psychotherapeutic
approaches emphasize the role played by the patients' relationships. In an

effort to help the patient improve her or his capacity to handle relationships,
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therapists focus on the relationship patterns that are expressed by the patient
and eventually are carried to the patient and the therapist relationship

(Downey, 2001).

There are plenty of instruments that investigate relational patterns of
individuals. Most of the instruments collect data by interviewing. For
instance, projective techniques such as Rorschach protocols (Mayman,
1967; Blatt & Lerner, 1983; Berg, Packer &Nunno, 1993; Blatt, Tuber &
Auerbach, 2011) and TAT (Westen, 1991; Kelly, 1996) have been used for
clinical assessment of patients including complexity of representations of

people, affect, and capacity for emotional investment in relationships.

Apart from projective protocols, originating from attachment theory,
story stems are widely used for identifying the relational patterns in
empirical research (Minnis et. al., 2006; Beresford et. al., 2007; Robinson,
2007). Story stem narratives give incomplete scripted events which is
completed by the child by personal experience and inner representations
(Robinson et. al, 2000). For example, The MacArthur Story Stem Battery
(MSSB) works as a psychological signal for subjective attitudes, feelings

and emotions draw from her scripted inner representation of world.

As it is mentioned, these instruments needs structured environment
to be applied to individuals. When this process is thought in clinical frame,
psychotherapy sessions provide several valuable opportunities for
investigating this patterns of individuals both in relation to others and in

relation to therapist. So, Luborsky's The Core Conflictual Relationship
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Theme (CCRT; Luborsky, 1998) is an essential tool for research which
allows for coding the relational scenarios that emerge in the treatment

situation without pre-structured questions.

Luborsky's(1998) concept of The Core Conflictual Relationship
Theme (CCRT) was first conceptualized from specifying the interactional
patterns of patient within the session with therapist and outside with other
people, in patient's perception (Luborsky, 1994). For studying the core
relational patterns that patient exhibit during the therapy, the CCRT has
been applied extensively. As a result of series of observations and studies,
Luborsky specified three components of relationship narratives during the
formulation of core relational patterns of the individuals: what is the wish of
the individual in a relationship (Wish: W), how the others treated the
individual (Responses of Others: RO) and how the patient reacted to their
reactions (Response Self: RS). These three components have become the

framework for the CCRT method.

The formulation of the CCRT from the narratives has two phases
(Luborsky, 1998): locating and identifying the relationship episodes, and
specifying the Core Conflictual Relationship Theme from the relationship
episodes. A relationship episode is the part of the sessions that where the
relational patterns in self-other narratives was clearly seen. In each
relationship episode, the other individual whom the patient was interacting
or building the interpersonal relationships must be obviously identified by

the judges. This method also assesses the pervasiveness of patterns.
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According to Crits-Christoph and Luborsky (1998), pervasiveness is defined
as the degree of repetitiveness of a CCRT component across narratives of

interpersonal interactions.

The reduction of the frequency of patient's conflictual relationship
patterns and increase in flexibility in relational patterns are expected in a
psychodynamic therapy (Tisby et. al., 2007). CCRT is one of the most
reliable measure that investigate this issue by focusing on the patient's
relationship patterns. Research intensifies in adult research, however there

are few studies in child literature, too.

Clinically relevant therapeutic changes have occurred when using
the CCRT method to measure and understand relationship conflicts. Crits-
Christoph and Luborsky (1998) initially discovered that the pervasiveness of
relationship patterns in a sample of depressed adults showed small but
meaningful positive changes over the course of psychotherapy. Kachele,
Dengler, and Scheckenburger (1990) found positive changes in relationship
pattern occurred following brief psychoanalytical psychotherapy. In contrast
however; Wilczek, Wienryb, Barber, Gustavsson, and Asberg (2004) found
that relationship patterns did not change significantly over time. But, the
separate pervasiveness of wishes, negative RO and RS decreased. Also,
even though the changes were not indicate the symptom change, the positive

RO and RS were increased.

When the application of CCRT in child and adolescent samples were

reviewed, it can be seen that the CCRT studies focused on adult samples;
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only few studies was found for child and adolescent samples. According to
Luborsky and his colleagues research (1998), the CCRT clusters remains
relatively constant from age 3 to age 5. In this study, the lists of standard
categories of CCRT were simplified by cluster analysis to only 8 clusters.
According to results, most children had a high pervasiveness within their
top two clusters, with the remaining six clusters having considerably less
pervasiveness. The positive responses were significantly more observed and
the negative responses were significantly less observed in child and

adolescent samples compared with adult samples.

In another study, Waldinger, Toth, and Gerber (2001) investigated
the differences in CCRT among maltreated and non-maltreated children by
using The MacArthur Story Stem Battery. Children's representations of self
and other were extracted from the resulting stories using the CCRT Method.
According to results, both physically abused and neglected children
represented the self as angry and wish for opposing others more frequently.
Neglected children represented others as hurt, sad, or anxious more
frequently than both abused and non-maltreated children. Compared with all
other children, sexually abused children represented others more frequently
as liking them, and compared with physically abused children, expressed
more frequent wishes to be close to others. In the other study of Waldinger
and his colleagues (2002) stated that the CCRT patterns of adolescents were
relatively stable over the years. The research team was first interviewed with

the adolescents when they were 14 to 17 years old, then the interviewed was
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replicated again when they became 20 years old. It was found that the

patterns were similar to each other in two different time points.

Agin and Fodor (1996) compared the CCRT profiles of two
adolescents who had referred to therapy for the symptoms excessive
aggression. The adolescents were treated in different treatment modalities;
Gestalt Therapy and Rational Emotional Behavior Therapy. According to
qualitative analysis, both patients work through and improve some of their

core elements of relationship patterns.

Tishby, Raitchick and Shefler (2007) used the CCRT method for
assessing the change in CCRT patterns throughout psychodynamic therapy
process with 10 adolescents. Two interviews were done by using the
relationship anecdote paradigm interview at the beginning of the
psychotherapy process and just before the termination. It was seen that at
the end of the therapy, the interactional patterns between the adolescents and
their parents were found as more positive. In another study, Atzil-Slonim,
Wiseman and Tishby (2015) compared two groups of clients at sequential
developmental stages regarding their presenting problem, psychological
distress and relationship representations over one year of psychotherapy by
using CCRT method. It was found that there were no differences between
the groups in the levels of representations of parents; however internal
representation of the parents on issues of struggle for autonomy increased in

the adolescent group whereas there was no difference in adult group.
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1.6 Empirical Tendencies

General methodological preference in empirical child psychotherapy
research is large sample size studies, especially randomized clinical trials
(RCTs) (Schmidt & Schimmelmann, 2013). These studies that investigate
the casual relationships, effectiveness of different type of psychotherapies
and differences between the outcomes of psychotherapies can be designed

by large scale studies.

Although RCT design is valid and compelling as a method for
testing causal relationships between therapy and outcome, its validity threats
and methodological limitations have been widely noted (Barker, Pistrang, &
Elliott, 2002; Haaga& Stiles, 2000; Shadish, Cook, & Campbell, 2002).
Hence, especially in research of psychodynamic child therapy research,
some concerns are likely to appear about RCTs (Fonagy, 2002). According
to Slade and Pribe (2001), the conceptual disadvantages in RCTs are stated
as being group-level research designs, generalization and bias in the
evidence base. One of the main difficulties is the diagnosis-based
interventions were lack of focus on individualized formulations and
treatment modalities. In other words, the large-n studies underestimate the
psychic structure in which to elaborate the internal states of individual
which is the main basis of psychodynamic child psychotherapy process
(Rustin, 2003). Secondly, regarding generalizability issue, statistically
Fonagy (2002), stated that most of the studies with large Ns and RCTs are

low in external validity even though they are high in external validity
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(Weisz et. al., 2005). Furthermore, generalizability can be built into case
studies as well through a combination of purposeful case election, use of
standardized measures and theoretical sensitivity (Mcleod, 2010). Finally
regarding the bias in the evidence base, McLeod (2010) argues that
generating bias is valid for all types of research. He identifies four main
strategies that have been developed for dealing with this problem: researcher
reflexivity, making use of independent 'objective’ evidence, making use of

multiple researchers, benchmarking against established interpretive criteria.

So, drawbacks related with the large N and RCTs studies leads
researchers and clinicians to focus on single-case studies in which most of

the disadvantages listed above is overcome by this way.

1.7 Single Case Design

These methodological considerations lead researchers to find
different solutions for obtaining more useful and detailed data from the
psychotherapeutic work without underestimating patients’ individual

background and theoretical conceptualizations.

Single case experimental designs are developed for the aim of both
preventing the underestimation of uniqueness of each case and
insufficiencies in traditional case studies. Single case experimental designs
are empirical study of what actually takes place in psychotherapy treatment.
So, the prominence of this kind of design comes from mainly because it is a

huge opportunity to gain understanding of what takes place during the
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therapeutic change process. It is also means by which we systematically
explore why and how changes take place as the consequence of therapeutic

intervention (Midgley et. al., 2009; Philips, 2009; Elliot, 2010).

According to McLeod (2010) single case studies are based on four

different methodological principles:

1. Reliable and valid measurement of outcome variables: In single case
studies, the measurement of various aspects of participant's behavior,
cognition, physiological functioning or social attitude is prominent,
especially these attitudes are the target of change. Related with this,
the usage of self-report rating scales or questionnaires has been
increasing. These standardized instruments are beneficial in making
it possible to compare a case study participant with a wider
population.

2. Accurate description of the intervention that is being assessed: The
aim in single case designs is to be as precise as possible about what
is caused by what. Therefore, it is usual to find week by week notes
regarding sessions. Also, n=1 studies often describe the therapy in
detail by taking into consideration several different components for
providing readers to find out what therapist would have done to
deliver each intervention (see Play Assessment section for some
examples of process measures).

3. Time-series analysis of patterns of change: Through time-series

analysis the accurate effect of the interventions were detected in a
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more reliable and valid way. A time series analysis involves the
construction of a graph that charts the week by week change in target
behavior. By time series analysis, a baseline can be established in
order evaluate to the effects of the therapy compared.

4. The logic of replication: By taking into consideration several
different dimensions, single case designs provides systematic and
detailed information regarding the therapy process. However,
generalizability is an important and sensitive issue for this kind of
designs. So, only by conducting a series of case studies, the results
can be generalized.

Since the objectives of this research is more suitable for micro
analysis, single case design will be used. Two single cases will be analyzed
and discussed regarding the theoretical conceptualizations and statistical

results.

1.8 Aim and Hypothesis of the Study

Play is a natural way of communication in child's psychotherapy. It
hosts many characters reflective of a child's internal representations of
herself or himself and others as well as his social interpersonal
representations (Winnicott, 1967). However, every child unique level of
functioning is different from each other. If a child is unable to exhibit his
representations in a rich and flexible manner, some problems in

interpersonal relations such as difficulty in differentiation between self and
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others and lack of empathy can be observed (Chazan, 2002). At this point
therapeutic action can be enhanced the richness in representations and
provide a space for the expression of conflictual relational patterns.
Throughout the psychotherapy, child construct a mutual play matrix with
therapist where his subjective self-experience in relation to others were
expressed (Baranger, 2008). The child’s capacity to use the play field in a
way where multiple representations are actualized is also a chance to bring
core conflictual relations to therapy. As these core conflicts are realized in
therapy, the child finds a way to transform them towards more adaptive
ways of relating to herself or himself and others.

So, the aim of this study is to investigate the relationship
between the level of social representations enacted in play and the change in
conflictual relational pattern over the course of psychotherapy process
through an empirical investigation of two single case studies. For this aim,

these specific hypothesis will be tested:

Hypothesis.1 The relational episodes as assessed by CCRT
pervasiveness scores will increase in middle phase of the therapy and

decrease in the end.

Hypothesis.2 If the therapy is working, there will be an increase in
the level of social representations enacted in play as assessed by the

CPTI.

Hypothesis 3. The level of social representation as assessed by CPTI

will positively correlate with the pervasiveness scores of CCRT.
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Hypothesis 4.The play disorganization level as assessed by CPTI

will be positively correlated with the CCRT pervasiveness score.
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2. METHOD

2.1 Data

The data was provided by Istanbul Bilgi University Psychotherapy
Research Laboratory which was founded for studying the psychotherapy
outcome and process studies. The data was collected in Istanbul Bilgi
University Psychological Counseling Center. Psychotherapists in this center
are graduate students in clinical psychology MA program and they are
having their professional clinical training. The center is established to

provide long term psychological services for outpatients.

2.2 Participants

Cases of the study were selected considering the similarity between
their demographics, gender, behavioral problems at the beginning and the

number of sessions they took.

Patient #1.Patient #1 was a six-year-old male. Reason for referral
was difficulty in maintaining his attention accompanied with
aggressive and impulsive behaviors. The patient's lack of attention
and impulsive behaviors intensified after he started first grade. In
the initial interview, his parents reported that Patient#1 had difficulty
in maintaining his attention especially in academic settings. He
refused to do his homework and got distracted easily. Also, parents

mentioned his impulsive behaviors especially when they were
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outside. They got into fights quite frequently about "behaving
properly"” and eventually they start opposing each other in every little
incident. It is important to mention that the mother had two difficult
losses just after the birth of the patient, her father and her
grandfather. She told that after these losses she felt depressed and
used antidepressants during three months, and she probably could
not provide attention to her child during this process. In terms of
general family dynamics, the mother was in the position who
provided affection and love to Patient#1. On the other hand, the
father was the figure that always made speeches about how to
behave properly and how to be “an upright man”; that is to say he is
the prescriptive and rigid figure. The father tried to actualize his
ideals over his child and it created psychological pressure on the
patient. When they behaved stubbornly towards each other,
Patient#1 got punishments such as sitting in his room on his own and
during these punishments, father continuously talked about

responsibilities. Family had a middle socio-economic status.

Regarding play themes of Patient#1, aggression and anxiety are the
main themes in his play. The characters are double-edged; in other
words while one character is more omnipotent and powerful, the

other one is anxious and vulnerable. Especially when he enacts his
conflictual issues in play, the wishes of hurting others for powerful
characters and the reactions of being hurt for vulnerable characters

can be observed frequently. This play theme is meaningful within the
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scope of the family dynamics when considering the oppressive
attitudes of father and passiveness of mother. During the
psychotherapy process, patient had the opportunity to bring his
conflictual patterns to therapy in an understanding and supportive

environment.

The wish of CCRT pattern for Patient#1 was to oppose and hurt
others. The response of self that constituted the CCRT pattern was to
hurt and to be anxious. Lastly the response self-pattern was to hurt

and oppose other.

Patient #2.Patient #2 is a four-year-old male. Reason for referral was
difficulties in self-soiling accompanied with aggressive and
obstinacy behaviors. In the initial interview, parents mentioned that
even though Patient#2 had completed his toilette training; due to
some medical condition in his posterior, he started having difficulty
in defecation. After some medical interventions the problem was
solved, however the patient remained aggressive and persistent.
Especially when he had stomach-ache his aggressive and impulsive
behaviors were increased. Besides this situation, parents mentioned
that from the beginning of his toddlerhood, patient started his
aggressive and persistent behaviors, especially towards his sister
who is 11 years older than him. Mother had had three miscarriages
after their first child and after these incidents, she became pregnant

by in vitro fertilization. After the birth, Patient#2 was seen as "a
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miracle baby". Because both parents were working until late hours,
the patient was raised by his grandmother mostly. It is prominent to
note that the parenting attitudes of the mother and grandmother were
totally different from each other; so that is to say the patient had two
different figures as caregiver. While grandmother was more
compliable towards patient's demands, the mother was more rigid
and stinting. The father figure was passive and not efficient. Family

had a middle socio-economic status.

When the play themes of Patient#2 is observed, conflictual relational
patterns, especially based on aggression and destruction, can be seen
frequently. The characters in play generally have oppositional
tendencies, however after a while, one of the parties becomes
anxious and hurt. On the other hand, the need for feeling comfortable
and accepted is observed starting from the beginning of the
psychotherapy process. Over the course of psychotherapy, the
destructiveness and aggression of the patient was frequently enacted

in room and met with containment of therapist.

The wish of CCRT pattern for Patient#2 was to oppose and hurt
others. The response of self that constituted the CCRT pattern was to
hurt and to be anxious. Lastly the response self-pattern was to hurt

and oppose other.
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2.3 Therapists

Patients had their psychotherapy process with different therapists
who were second year clinical psychology MA students and continued the
same educational program. They were therapists in counseling center of the
University for their internship. Therapists took weekly supervisions from
more experienced child psychotherapists regarding the patients in this
research. Both of therapists' had same degree of experience in child
psychotherapy field and both of them are female with between the ages 25-

217.

2.4 Setting and Psychotherapy Process

During the psychotherapy process, a comprehensive assessment
procedure was conducted for children. The same assessments were repeated
in termination process. In initial session, parents had a semi-structured
intake session for obtaining information about the psychodynamic
background of the child. Also, parents were given the Child Behavior
Checklist (CBCL; Achenbach, 1991) to rate the child's current problematic
behaviors and psychosocial functioning. After having four session with
child, according to the clinical observation of therapist and the information
obtained from the family, the therapist rates the Global Assessment of
Functioning Scale (CGAS; Shaffer, 1983). Informed consent form was

obtained from the parents before videotaping the sessions.
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The psychotherapy process took place in standardized play therapy
rooms in counseling center. In therapy rooms, there were several different
toys and materials that were suitable for play therapy with children. As
treatment, psychodynamic play therapy was applied. In the scope of non-
directional play therapy, therapist's function in the room was to accompany
the child to provide safe and containing environment and facilitate child's

capacity to play.

2.5 Measures

For this research four different measures were used: two outcome
measures, The Child Behavior Checklist (CBCL; Achenbach, 2001) and
Children's Global Assessment Scale (CGAS; Shaffer, 1983), and two
assessment measures, The Children Play Therapy Instrument (CPTI;
Kernberg, Chazan & Normandin, 1998) and Core Conflictual Relationship

Theme Method (CCRT; Luborsky & Crits-Christoph, 1990).

2.5.1 Outcome Measures
2.5.1.1 The Child Behavior Checklist (CBCL)

The Child Behavior Checklist (CBCL) is an extensively used
instrument to assess symptoms and common behaviors of children and
adolescents between the ages 6 to 18 (Achenbach, 1999). The CBCL form is
rated by parents or primary caregivers of the child. Those who fill the form
are expected to grade 113 items on a 3 point likert scale which is designed
as 2 points represent very true or often true, 1 points represent somewhat or
sometimes true and 0 points represent not true. Statements in checklist scan

the academic performance, emotional regulation and social relationships.
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Based on the factor analyses, 8 main areas are identified under the name of
empirically based syndrome scales: Anxious/Depressed,
Withdrawn/Depressed, Somatic Complaints, Social Problems, Thought
Problems, Attention Problems, Rule-Breaking Behavior and Aggressive
Behavior. The Rule Breaking Behavior and Aggressive Behavior are
categorized as externalizing subgroup. Anxious/Depressed,
Withdrawn/Depressed and Somatic Complaints are categorized as
internalizing subgroup. Furthermore, a total score is obtained from all
problem items. Based on t-scores, calculations of clinical population provide

cut-off points for the borderline or clinical levels.

Turkish translation and standardization of the CBCL was conducted
by Erol and Simsek (2000) by bilingual retest method. The test-retest
reliability of the Turkish form is .84 for the Total Problems, and the internal

consistency is .88 (Erol, Arslan, & Akcakin, 1995; Erol & Simsek, 2000).

2.5.1.2. Children's Global Assessment Scale

(CGAS)

Shaffer (1983) developed the Children’s Global Assessment Scale
(CGAS) for assessing the general functioning of children. The rating is done
by the clinicians. After the clinical observation of the clinician, child got a
score which ranges from 1 (the most impaired level) to 100 (superior level
of functioning). The CGAS is separated into 10- point intervals. Each
interval represents a different level of functioning. According to Mufson and

colleagues (2004) CGAS was sensitive in term of catching the change in

40



clinical processes. Also, the level of reliability and validity was high.
According to Shrout (1998), the inter-rater reliability was remarkable and
the intra-class correlation coefficient (ICC) was found as 0.84. Also,
concurrent and discriminant validity was found for the scale (Weissman et.

al. 1990).

2.5.1.3. Reliable Change Index

Reliable Change Index (RCI; Jacobson & Truax, 1991) indicates the
change in patients' symptoms and behaviors reported via CBCL. It is a
standardized score that used for the investigation of whether a change in an
individual score before and after psychotherapy process is statistically
significant or not. It is defined as the change in a patient's score divided by
the standard error of the difference for the test being used. If the RCI is
higher than 1.96, then the change is statistically significant. If the RCI is
lower than 1.96, then the difference is not significant. Point 1.96 equated to

the 95% confidence interval.

Through Reliable Change Index, change in clients' symptoms and
behaviors reported in the Child behavior Checklist during the psychotherapy
process was evaluated. For Patient#1 no change has been reported in
Reliable Change Index Scores of CBCL (Parent) Externalizing Behaviors
(RCI=1, 18), CBCL Internalizing Behaviors (RCI1=0, 92) and CBCL Total
(RCI=1, 39). On the other hand, for patient #2, there is a change according
to Reliable Change Index Scores in CBCL (Parent) Externalizing Behaviors

(RCI=2,25) and CBCL (Parent) Total (RCI1=1,96); and no change reported
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in CBCL (Parent) Internalizing Behaviors (RC1=0,34). This scores indicated
that while Patient#2 clinically significant progress with the reported
symptoms over the course of the psychotherapy process, Patient#1 showed

no clinically significant change in the symptoms (see Table 1).

The intake assessment CGAS score of Patient#1 is 58 which
corresponds to moderate difficulty in social occupational or social
functioning; and the termination GAF score is 70 which corresponded some
difficulty in social, occupational, or school functioning. So, although parents
did not report progress regarding the child, the therapist observed a progress
in psychosocial competencies. The intake assessment CGAS score of
Patient#2 is 68, which means some difficulty in social, occupational or
school functioning; and termination CGAS score is 75 which equals to no
more than slight impairment in social, occupational or school functioning.
So, in this case both parents and the therapist reported change in

psychosocial competencies of Patient#2 (see Table 1).
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Table 1. Calculations of Outcome Scores for Patient#1 and Patient#2

I CBCL CBCL CBCL
Assessment  Termination . .
GAF GAF Externalizing Internalizing  Total
RCI RCI RCI
Patient #1 58 70 1,18 0,34 1,39
Patient #2 68 75 2,25* 0,92 1,96*

* Significant scores according to RCI.

2. 5. 2. Process Measures

2.5. 2. 1. The Children Play Therapy Instrument (CPTI)

The Children Play Therapy Instrument (CPTI; Kernberg,
Chazan&Normandin, 1998) was developed for assessing the child's play in
the psychotherapy process. It can be used as an objective instrument to
measure change and outcome in child treatment using the child’s play

activity as an index of the child’s functioning in treatment.

Segmentation

The first step in the application of CPTI is the categorization and
discrimination of child's behaviors in therapy session. There are four
different types of activity are named as Play, Pre-Play, Non-Play, and Play
Interruption. Non-play is the category which includes a variety of behaviors

or activities that outside the realm of play activity. Pre-Play is the category
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that refer the preparation of play activity. In other words, Chazan (2002)
described this category as 'setting the stage' (p.213) for the play. Play
activity is the state in which child is actually engaging and maintaining the
play. It can be identify by scanning the clues of an expression of intent,
actions indicating initiative, an expression affects, focused attention and
development of a narrative by using toy objects. Play Interruption refers to
the situation when child leaves the room. For example going to bathroom,

leaving the room for seeing own parents can be counted as play interruption.

Dimensional Analysis

After the segmentation, only play segments are coded. According to
Dimensional Analysis, three dimensions are constituted for examination of
play activity: Descriptive Analysis, Structural Analysis and Functional
Analysis (see Table 2). Every category has different subscales and 5-point
Likert scale is used for rating (5: Most Characteristic, 1: No Evidence)

(Chazan, 2000).
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Table 2. Dimensions of CPTI Used For Assessing the Play Activity
Segments within Sessions (Halfon, Cavdar & Akirmak, unpublished
manuscript)

DESCRIPTIVE ANALYSIS

Category of the Play Activity: Gross Motor Activity, Exploratory Activity,
Manipulation, Fantasy, Game Play, Art

Script Description of the Play Activity: Initiation of Play, Facilitation of Play,
Inhibition of Play, Ending of Play

Sphere of the Play Activity: Autosphere, Microsphere, Macrospheres

STRUCTURAL ANALYSIS

Affective Components of the Play Activity

- Child’s Affective Modulation: Hedonic Tone, Spectrum of Affects, Regulation of
Affect, Transition between Affects, Appropriateness of Affect to Content

- Affects Expressed by the Child: Anger, Anxiety, Fear, Boredom, Pleasure,
Sadness, Shame, Guilt

Cognitive Components of the Play Activity
- Level of Representation: Complex Roles, Dyadic Roles, Solitary Roles
- Stability of Representations: Stable/Fluid Transformations,
Voluntary/Involuntary Transformations
- Style of Representation: Realistic, Magical, Bizarre
- Use of Play Object: Realistic, Substitution, Sensory

Narrative Components of the Play Activity

-Play Themes: Aggression, Attachment (Nurture, Separation), Body, Cleaning,
Competition, Construction / Destruction, Danger / Protection , Death, Rules,
Sex / Reproduction and Torture

Relational Components of the Play Activity

- Level of Relationship Portrayed: Self, Dyadic Relations, Triadic Relations,
Oedipal Relations

- Quality of Relationship among Characters: Autonomous, Parallel, Dependent,
Twinning, Malevolent Control, Destruction and Annihilation

Use of Language by the Child: Silence, Sounds, Verbalization of Roles, Talking
about the Play, Talking about Something Other than the Play, Talking about the
Meaning of Play

DEVELOPMENTAL ANALYSIS

Social Level of the Play Activity: Isolated, Play Alone, Parallel Play, Reciprocal
Play, Cooperative Play

FUNCTIONAL ANALYSIS

Coping and Defensive Strategies (Cluster 1: Adaptive, Cluster 2: Conflicted,
Cluster3:Polarized, Cluster 4:Extreme Anxiety)

Awareness of the Child that He is in Play
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Descriptive Analysis

Descriptive analysis is composed of three sub scales: category of

play activity, script description and sphere of play activity.

Category of play activity indicates different types of play that child
exhibits during his play activity. The categories are defined as gross motor
activity, exploration, manipulation, fantasy, game play and art. Two of the

most characteristic activities are selected.

Script description measures the child's capacity to organize and
initiate play. The degree of initiation, facilitation and inhibition by child
during the play activity are assessed. Also, the reason of ending the play

activity is identified in this subscale.

Sphere of the play activity component assesses the spatial features of
the play activity. This subscale consists of three components: If the focus of
the child's play is on his or her body, autosphere; if the focus of the child's
play is on toys and if he or she is playing with these toys in a small settings,
microsphere; and if the focus of the child's plays spread the entire room,

macrosphere.

Structural Analysis

In structural analysis, the affective, cognitive, narrative and

developmental components of the play are measured.
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Affective components consists of the assessment of overall hedonic
tone, spectrum of affects, affect regulation, affective transitions,

appropriateness of the affective tone and range of eight types of emotions.

Cognitive components of the play are measured to see the capacity
of creating narrative structures to exhibit his representations. Cognitive
components of play consists of four subscales. The first one, Level of
Representations, indicates how a child utilizes character roles. Three
different level of representations are identified: If the child creates multiple
characters in his play, Complex; if the child interacts with any other
character and a duality is observed; Dyadic; and if only one character is
depicted; Solitary. The second subscale of cognitive component is stability
of representation which evaluates the amount and quality of transformation
of representations in play. The representations can be stable, fluid, or no
transformation is observed. Also type of transformations are assessed too
under the categories of voluntary, involuntary and mixed types of
transformations. Third subscale in this component is the use of play object.
This subscale includes three options: the realistic use of play object,
substitution of play object and using object as sensory input. Finally last
subscale in this component is the style of representations which are

categorized as realistic, magical and bizarre.

Narrative components consider the theme and topic of the play.
According to the content of play, the absence or presence of the following

themes are marked: Aggression, Attachment (Nurture, Separation, Body,
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Cleaning, Competition, Construction / Destruction, Danger / Protection,
Death, Rules, Sex / Reproduction and Torture. Moreover, the quality of
relationship is stated by coding the autonomous, parallel, dependent,
twinning, malevolent control, destruction and annihilation options. Also, in
this component the level of relationship is assessed. If the child is playing
with one character, self; if there are two characters including the therapist
and the child, dyadic; if there are more than two characters, triadic; and
finally if there is plenty of characters and there is generational difference
such as mother - father - child, oedipal section is coded. Furthermore,
language codes such as silence/utterances, verbalization of roles, talking
about play, talking about the meaning of play and talking about something
other than play are coded according to the usage of language and sounds of

the child.

Even though developmental component consists of more subscales,
due to reliability problems (Chazan, 1998) the sections that compare the
chronological age and gender are not included in this research. Only social
level of play is assessed, which gives the information about the interaction
between the child and the therapist. Isolated play, playing alone, parallel
play, reciprocal play and cooperative play are the dimensions in social level

of play.

Functional Analysis

Finally in functional analysis, the child's observable play behaviors

are classified as manifesting specific coping/defensive strategies grouped
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into four clusters: defense cluster 1 (adaptive strategies), defense cluster 2
(conflicted; neurotic defenses such as avoidance, somatization, obsession
etc.), defense cluster 3 (polarized; borderline defenses such as projection,
introjection, split etc.) and defense cluster 4 (extreme anxiety; psychotic
defenses such as fusion, dispersal etc.). Besides, child's level of awareness

regarding the play is coded.

According to Kernberg, Chazan and Normandin's reliability study
(1998), the agreement for segmentation was found as good (Kappa = 0.72).
Also, the interrater reliability was found as ranged from acceptable to
excellent (ICC = 0.52 - 0.89; x 0.71) for ordinal categories, and for nominal

categories it was acceptable (Kappa = 0.42 - 1.00; x 0.65).

CPTI was translated into Turkish by Istanbul Bilgi University
Psychotherapy Research Laboratory Team. The interrater reliability was
found as ranged from good to excellent (ICC = 0.78 - 0.89) for ordinal
categories, and for nominal categories it was ranged from good to excellent

as well (Kappa =0.84 - 1.00).

An Exploratory Factor Analysis was calculated for CPTI variables
(Halfon, Cavdar & Akirmak, 2015, unpublished manuscript). Factor
analysis deduced 5-factor solutions found to be statistically and theoretically
more meaningful: Isolated Relations in which shows the level of isolation of
child within the play, Complex Relations in which represents more
advanced form of relating and shows the capacity of child to engage in a

play activity with multiple characters; Affect Modulation in which indicate
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the capacity to regulate and modulate the affective dimensions; Play
Disorganization in which the representational style and the lower levels of
defenses are represented, and finally Play Engagement in which the degree
of engagement of the child regarding the play activity is shown. The internal
consistencies for all factors were satisfactory. The details of factor structure

and factor loadings can be seen in Table 3 and 4.

Table 3. Cronbach Alpha Coefficients and Descriptive Statistics for Each
Factor in CPTI.

F1 Isolated Relations 5 87 1,78 0,86
F2 Complex Relations 4 72 1,61 0,72
F3 Affect Modulation 5 74 3,36 0,50
F4 Play Disorganization 6 73 1,56 0,56
F5 Play Engagement 3 ,63 4,02 0,59
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Table 4. Factor Structures of CPTI Variables

Factorl:lsolated Relations

Play Alone
Solitary Roles
Single Character
Silence
Reciprocal Play

Factor2: Complex Relations

Complex Roles
Oedipal Relations
Verbalizations of Roles
Triadic Relations

Factor3: Affect Modulation

Awareness of Being in Play
Defense Clusterl

Affect Transitions

Affect Appropriateness
Affect Regulation

Factor4: Play Disorganization

Magical Representations
Realistic Representations
Defense Cluster 4
Bizarre Representations
Defense Cluster 3
Transformation of Roles

Factor5: Play Engagement

Inhibition of Play
Hedonic Tone
Facilitation of Play
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2.5. 2. 2. The Core Conflictual Relationship Theme

Method (CCRT)

The Core Conflictual Relationship Method (CCRT; Luborsky &
Crits-Christoph, 1998) is identified through the narratives of patients, and
sometimes even enactments, in therapy process. There are two phases for
identification of CCRT from the narratives: The first phase is for specifying
the relationship episodes during the session and the second phase is

designating the CCRT from these relationship episodes.

A relationship episode is specified according to the part of a session
where the patient manifests a clear narrative about relationships with others.
In each relationship episode the interaction between the main other person
or object and patient must be clearly identified. The recognition of these
episodes must include the beginning, middle and ending phase of the
interaction. Narratives are generally formed by the patient's characteristics
regarding the patterns of relationship representations (Luborsky, Popp,

Luborsky & Mark, 1994).

Once the sessions were transcribed and the relationship episodes is
determined, the main relational theme is identified. Three components are to
be identified in each relationship episode: the wishes, needs, or intentions
(W); the responses from others (RO), and the responses of self (RS). In first
place, the identification of central relationship theme is made according to
judge's own clinical observation by using their own words without taking

any standardized categories as a base Later on, an additional method was
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developed to standardize the observations. In this method, there are
common categories and all judges labeled the relational episodes according
to these categories. The standard categories of three components are
clustered by Luborsky and Crits-Christoph (1998). 8 standard categories for
the wishes, 8 standard categories for the response from other, and 8 standard

categories for the responses of self can be seen in Table 5.
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Table 5. Core Conflictual Relationship Theme (CCRT) Standard Category

Clusters (Luborsky & Crits-Christoph, 1990)

Wishes (W) Responses of Others Responses of Self
(RO) (RS)
W1 To Assert Myself & RO1 Strong RS1 Helpful
Be Independent independent, am open,
To have self- happy understand
control, to be my
own person
W2 To Oppose, Hurt & RO2 Controlling RS2  Unreceptive
Control Others Strict Don't
understand,
am not open,
dislike others
W3 To Be Controlled, RO3 Upset RS3 Respected &
Hurt & Not Hurt, dependent, Accepted
Responsible anxious, angry, Feel
not obligated, not out of control comfortable,
helped, to be like happy, loved,
others feel like others
W4  To Be Distant & RO4 Bad RS4  Oppose & Hurt
Avoid Conflicts Not trustworthy Others
to not be hurt
W5 To Be Close & RO5 Rejecting & RS5  Self-
Accepting Opposing Controlled &
To respect others, to Doesn't trust me, Self-
be open, to have doesn't respect Confident
trust, to be opened me, is not Independent,
up to understanding, in control
dislikes me, is
distant, unhelpful,
hurts me
W6 To Be Loved & RO6 Helpful RS6  Helpless
Understood cooperative Out of control,
To be respected, uncertain,
accepted, liked dependent
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W7 To Feel Good RO7 Likes Me RS7 Disappointed

&Comfortable Respects me, & Depressed
To have stability, to loves me, gives Angry,

feel happy, to feel me independence unloved,
good about myself jealous

W8 To Achieve & Help RO8 Understanding RS8 Anxious &

Others Open, accepting Ashamed
To better myself, to Guilty
be good

After coding the data, a pervasiveness score is calculated. The
pervasiveness score gives the pervasiveness of different relationship patterns
across the therapy process. With this score, the percentage of change in
central relationship patterns can be observed. To calculate this score, the
frequency scores of a specified relationship pattern (generally the core
conflictual relationship theme) was derived and these scores were divided

by the total number of relationship episode:

CCRT Pervasiveness

_ Number of REs that include the CCRT component
B Total REs in the segment or session

In this study, transcripts of 13 sessions for Patient#1 and 16 sessions
for Patient#2 were coded with CCRT Method. 76 relationship episodes for
Patient#1 and 146 relationship episodes for Patient#2 were identified to
score each of the three components. For each patient a core conflictual
relationship pattern was identified and the pervasiveness scores of these

patterns were calculated.
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The interrater validity of CCRT Method was found as satisfactory
.68 (p<.01) (Crits-Christoph et. al., 1998). Also, for the identification of
other whom the patient was interacting during the relational episode, the
inter-rater agreement was found as satisfactory. 89% had same other person
identified by both judges. To determine the reliability of standard categories
Cohen's weighted kappa (as cited in Luborsky, 1994) was used. In contrast
to regular kappa, weighted kappa (Cohen, 1968) allows different weights for
different levels of agreement. It means that a higher weight can be given if
agreement between the two judges occur on the most frequent clustered
standard categories. This also means that a lower weight can be given if the
agreement is not provided between the judges. In a review of interrater
reliability coding relationship themes across eight CCRT studies (Luborsky
& Diguer, 1998), mean weighted kappa's were wishes .60, responses of

others .68, and responses of self .71.

For this study, 15 sessions were coded by two independent judges
for reliability. To correct the chance agreement, the weighted kappa (Cohen,
1968; Crits-Christoph et. al, 1998; Sim & Wright, 2005) were calculated for
assessing the interjudge reliability of the three CCRT components. This
calculation was performed separately for wish, responses of other and
responses of self. The strength of agreement was very good, for wish
category .97, for responses of other category .94 and for responses of self-

category .94.
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2. 6. Procedure of the Study

The sessions of the two patient were recorded and transcribed on
weekly basis. During the treatment Patient#1 had 24 sessions and Patient#2
had 22 sessions. Number of the sessions recorded for Patient#1 was 13
sessions and for Patient#2 16 sessions. The distribution of the sessions are
more or less equal between beginning, middle and late sessions. By using
the CPTI, the sessions were segmented and the play segments were coded.
The number of play segments for Patient#1 is 43 and for Patient#2 is 19.
After coding the play segments according to CPTI, the factor scores
calculated for each factor structure (Halfon, Cavdar & Akirmak,
unpublished manuscript). For CCRT coding, first of all, the relational
episodes were extracted in play segments. Then, the relational patterns were
identified according to standard category clusters (Luborsky & Crits-
Christoph, 1998) and the most frequent relational pattern was identified as
core conflictual relationship theme. Later, the pervasiveness scores of core
conflictual relationship theme and the pervasiveness scores of wish,
response of other and responses of self-components of the identified core

conflictual relationship were calculated separately for every segment.
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3. Results

3.1. Data Analysis

For the analysis of the data set both descriptive, quantitative and
qualitative analyses will be done. In the first place, the descriptive analysis
of the data set will be given and hypothesis 1 will be descriptively analyzed.
Secondly, in order to test the hypothesis 2, linear regression analysis will be
conducted. For testing hypothesis 3 and 4 partial correlation tests will be
performed. However, before this analysis, as there are three CPTI factors
and four CCRT related pervasiveness score in data set, it is theoretically
assumed that there will be common variance among these variables.
Following this assumption, the Principal Component Analysis (PCA) is
conducted to determine this common variance (Distefano, Zhu & Mindrila,
2013). Then partial correlation will be conducted by considering the results
of PCA analysis. Finally, psychotherapy process will be qualitatively

analyzed.

3. 2. Descriptive Analysis

Since the data set is complex and there are several variables, it is
important to give the descriptive analysis of the data set in order to have
general opinion. In this section, the categorical data of CPTI and

pervasiveness scores of CCRT are given.
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In table 6, the descriptive analysis for action type as assessed by
CPTI is presented for both patients. There are four different action types:
Non-Play, Pre-Play, Play and Interruption. It can be seen that both patients
had similar percentages in play activity (44,3% for Patient#1, and 43,2% for
Patient#2), even though a difference have been observed in terms of the

total segment number.

Table 6.Descriptive Analysis for Action Type as Assessed by CPTI for
Patient#1 and Patient#2

Action Type Frequency Percentage
Patient #1 Non Play 22 22,7%
Pre Play 23 23,7%
Play 43 44,3%
Interruption 9 9,3%
Total 97 100%
Patient #2 Non Play 18 40,9%
Pre Play 6 13,6%
Play 19 43,2%
Interruption 1 2,3%
Total 44 100%

The descriptive analysis for play category as assessed by CPTI for
both patients is demonstrated in Table 8. There are six different play
categories (for detail see method): Art, Exploration, Fantasy, Game Play,
Gross Motor Activity and Manipulation. According to percentages, it can be
observed that, Patient#1 preferred various different play categories, whereas

Patient#2 preferred dominantly fantasy play in his sessions.
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Table 7.Descriptive Analysis for Play Category as Assessed by CPTI for
Patient#1 and Patient#2

Play Category Frequency Percentage
Patient #1 Art 2 4,7%
Exploration 2 4,7%
Fantasy 12 27,9%
Game Play 6 14%
Gross Motor Activity 10 23,3%
Manipulation 11 25,6%
Total 43 100%
Patient #2 Art 0 0%
Exploration 2 10,5%
Fantasy 16 84,2%
Game Play 0 0%
Gross Motor Activity 1 5,3%
Manipulation 0 0%
Total 19 100%

For both patients, descriptive analysis for play themes as assessed by
CPTI are represented in Table 8. Patients preferred eight different play
theme categories: Aggression, Attachment, Body, Cleaning, Competition,
Construction/Destruction, Death and Rules. Both patients dominantly play
the Aggression theme in their play activity (71,2% for Patient#1, 73,7% for

Patient#2).
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Table 8. Descriptive Analysis for Play Themes as Assessed by CPTI for
Patient#1 and Patient#2

Play Themes Frequency Percentage
Patient #1 Aggression 31 72,1%
Attachment 0 0%
Body 1 2,3%
Cleaning 1 2,3%
Competition 4 9,3%
Construction/Destruction 4 9,3%
Death 1 2,3%
Rules 1 2,3%
Total 43 100%
Patient #2 Aggression 14 73,7%
Attachment 4 21,1%
Body 0 0%
Cleaning 0 0%
Competition 1 5,3%
Construction/Destruction 0 0%
Death 0 0%
Rules 0 0%
Total 19 100%

Hypothesis 1. The relational episodes as assessed by CCRT pervasiveness
scores will be increase in middle phase of the therapy and decrease in the

end.

As previously mentioned in method section, for Patient#1 and
Patient#2, the same CCRT patterns were found. To explore hypothesis 1,

two sessions from the beginning, two sessions from middle sessions and two
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sessions from the late sessions of psychotherapy process were selected. The
pervasiveness scores of CCRT patterns in these sessions were calculated for
both patients. The scores are portrayed in Table 9. For patient#1, in early
sessions the pervasiveness score of CCRT pattern is .17, for mid sessions
.45 and for late sessions .30. For patient#2, in early sessions the
pervasiveness score of CCRT pattern is .50, for mid sessions .45 and for late

sessions .10.

Table 9.CCRT Pervasiveness Scores as Assessed by CCRT Method for
Patient#1 and Patient#2

Early Sessions Mid Sessions Late Sessions
Patient #1 A7 45 .30
Patient #2 50 45 10

3. 3. Quantitative Analysis

Hypothesis 2. If the therapy is effective, there will be an increase in the level

of social representations enacted in play as assessed by the CPTI.

In this hypothesis, an increase is expected in social representations
enacted in play if the therapy is effective. Since there are two patients, one
of them showed significant clinical improvement and the other one did not
show clinical improvement, for testing this hypothesis, the linear regression
test is conducted for both patients. For the patient who did not show

significant clinical improvement (Patient#1), calculations were made for
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predicting the changes in factor 2 (complex relations) based on time. A non-
significant equation was found. For the patient who showed significant
clinical improvement (Patient#2), a significant increase is seen through the

linear equation (F (1, 17) = 17,036, p<.001) with a R? of .501.

So, according to results, hypothesis 2 is given evidence for. In an
effective therapy, the complex representations enacted in play are increased
over the course of psychotherapy. Table 10 portrays the results of linear

regression equations for both patients.

Table 10. Standardized Regression Coefficients for Capacity to Bring
Multiple Representations Scores of Patient #1 and Patient #2

B SE B
Patient #1 -.002 008 -.035
Patient #2 096 023 707**

**n<,001

Principal Component Analysis

Before moving on analysis between variables, the Principal
Component Analysis (O'Rouke & Hatcher, 2013) was conducted in order to
reduce dimensions of the data set. Thinking the correlation matrix as a
multidimensional space, principal component analysis is defined as a linear
combination of optimally weighted observed variables. In most analyses,
only few components are retained, interpreted and used in subsequent
analysis. In other words, the fundamental aim is to maximize validity by

producing factor scores that are highly correlated with a given factor and to
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obtain unbiased estimates of true factor scores. So, by this analysis, the
regression factor scores are created, producing standardized scores similar to
Z-score metric (DiStefano, Zhu & Mindrila, 2009). Regression factor scores
that are obtained as a result of Principal Component Analysis predict the
location of each score on the factor or component. DiStefano and colleagues
(2013) states that "Following regression terminology, with this method,
independent variables in the regression equation are the standardized

observed values of the items in the estimated factors or components.” (p.4).

In terms of this data set, on one hand, there are CPTI factors; these
factors represent a way to categorize what happens within the play segment.
On the other hand, there are CCRT pervasiveness; these scores represent the
relational patterns of patient. Principal Component Analysis focuses on the
correlation structure between the variables. So, it is useful to decide what
component represents the meaningful amount of variance. Following this
assumption, the Principal Component Analysis is conducted to determine
the internal correlations and to clear the noise of the data separately for both

patients.

According to results, for Patient#1, 6 of the 7 items correlated at
minimum .4 with at least one other item. The Kaiser-Meyer-Olkin measure
of sampling adequacy was .65, above the recommended value of .6.
Bartlett's test of sphericity was significant (XZ (21) = 131,359, p < .000). The
initial Eigen values showed that the first regression factor score explained

44% of the variance, the second regression factor score 24% of the variance
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and the third regression factor score explained 12%. In conclusion, Principal
Component Analysis found three main components explain 80% variance of
data. However they are separate by construction. Second and third scores
represent the internal correlations of two different measures. So, it can be
concluded that the first regression factor score describes most of the
variability. No rotation is made for variables, because unrotated solution is
based on the idea that each variable tries to maximize variance explained

(see Table 11).
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Table 11.Unrotated Component Matrix of Principal Component Analysis for
Patient #1

Regression  Regression  Regression

Factor Factor Factor

Score 1 Score 2 Score 3

% of variance explained 44.301 24.253 12.002

Cumulative % 44.301 68.554 80.556
Capacity to Bring_ Multiple 607 495 517

Representations

Affect Regulation .050 .808 .506
Play Disorganization 438 -.805 .051
CCRT Pervasiveness .878 .093 -.146
W?2 Pervasiveness 739 .387 -.060
RO3 Pervasiveness .905 .060 154
RS4 Pervasiveness .636 234 -515

According to results for Patient#2, 4 of the 7 items correlated at least
.3 with at least one other item. The Kaiser-Meyer-Olkin measure of
sampling adequacy was .66, above the recommended value of .6. Bartlett's
test of sphericity was significant (x* (21) = 77,878, p < .000). The initial
Eigen values showed that the first regression factor score explained 50% of
the variance, the second score 27% of the variance and the third one
explained 7%. In conclusion, Principal Component Analysis found three
main components explain 84% variance of data. However, as stated for
Patient#1, the components are separate by construction. Second and third
scores represent the internal correlations of two different measures. Because

of this, the first component describes most of the variability. No rotation is
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made for variables, because unrotated solution is based on the idea that each

variable tries to maximize variance explained (see table 12).
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Table 12.Unrotated Component Matrix of Principal Component Analysis for
Patient #2

Regression  Regression  Regression

Factor Factor Factor

Score 1 Score 2 Score 3

% of variance explained 50.319 27.593 7.761

Cumulative % 50.319 77.912 85.673
e
Affect Regulation .853 .264 .064
Play Disorganization .808 444 -.056
CCRT Pervasiveness 791 218 251
W?2 Pervasiveness -572 .718 .049
RO3 Pervasiveness -.438 712 -472
RS4 Pervasiveness -.470 .696 458

So, taking into consideration the results of the Principal Component
Analysis, the partial correlation is decided to conduct by controlling the
regression factor score 2 and regression factor score 3 for controlling the

internal correlations and the noise of the data.

Hypothesis 3.The level of social representation as assessed by the CPTI will

positively correlate with the pervasiveness scores of CCRT.

According to results, when the regression factor score 2 and
regression factor score 3 are controlled on the relationship between capacity
to bring multiple representations and CCRT pervasiveness score, a positive
correlation is found r = .662, p = .000 for the patient that did not show

clinical improvement (Patient#1). For the patient who showed significant
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clinical improvement (Patient#2), when both regression factor scores are
controlled on the relationship between capacity to bring multiple
representations and CCRT pervasiveness score, a negative correlation is

found r = -.808, p = .000.

Hypothesis 4. The play disorganization level as assessed by CPTI will be

positively correlated with the CCRT pervasiveness score.

When the regression factor score 2 and regression factor score 3 are
controlled on the relationship between play disorganization and CCRT
pervasiveness score, a positive correlation is found r = .560, p = .000 for the
patient that did not show clinical improvement patient (Patient#1). For
clinically improved patient (Patient#2), when the both regression factor
scores are controlled on the relationship between play disorganization and
CCRT pervasiveness score, a negative correlation is found r =-.724, p =

.001

Table 13 and Table 14 portray the correlations between CPT]I variables and
CCRT variables for patient #1 and patient #2.
Tablel3. Partial Correlations between the CPTI Variables and CCRT

Variables by Controlling Regression Factor Score 2 and Regression Factor
Score 3 for Patient #1.

CCRTper W2per RO3per RS4per

Capacity to Bring

Multiple B77** 545%* 612*%*  907**
Representations
Play Disorganization B47** .691** 726%*  .804**
**p<.001
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Tablel14. Partial Correlations Between the CPTI Variables and CCRT
Variables by Controlling Regression Factor Score 2 and Regression Factor
Score 3 for Patient #2.

CCRTper W2per  RO3per RS4per

Capacity to Bring
Multiple -.808 ** -657*  -797**  -658*
Representations

Play

, - - 124** -877**  -877F* -542*
Disorganization

*p<.05
**p<.001

3. 4.Clinical Analysis

Since this study is designed as a comparison of two single case
processes, an additional clinical analysis is done for enhancing the
understanding on descriptive and quantitative analysis and for investigating

the content more in detail.

At the beginning of the qualitative analysis, for providing the
integrity with the quantitative analysis, the values in regression factor score
1 in Principal Component Analysis is graphed for both patients. Because it
explains the 44% of variability in data set for Patient#1 and 50% of
variability for Patient#2 in data set, the graphs will indicate the change in
variability of the main CCRT and CPTI variables throughout the
psychotherapy process. The regression factor scores for factor 1 obtained
via Principal Component Analysis were calculated as z scores and the

progression of factor 1 over the course of psychotherapy process is graphed.
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Time points chosen for the qualitative analysis are around or two standard
deviations above or below the mean. This kind of determination is sensitive
to changes in variability across the phases of single-subject design
(Nourbakhsh & Ottenbacher, 1994). From the selected segments,
representative session vignettes were determined to show examples of

specific patterns and important points during the psychotherapy process.

3. 4. 1. Clinical Analysis for Patient#1

Figure 1 represents the line of regression factor score 1 over the
course of therapy for Patient #1. According to time points that around or

above +2 standard deviations, the qualitative analysis is going to be done.
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Figure 1. Regression Line of Factor Score 1 for Patient #1

According to graph, the 2nd, 13th, 18th and 28th time points on the

graph will be qualitatively analyzed.
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The 2nd time point in the graph (2.session’s 4th segment) is located
two standard deviations above the mean. The variability at this point is very
high when it is compared with the rest of the process, even though this
segment is in the beginning phase of the psychotherapy. This segment is
prominent in the sense that it indicates some prominent cues about
Patient#1's play patterns and his core conflictual relationship theme which is
identified as the wish to oppose and hurt others; and being hurt and anxious
as response of others; and to oppose and hurt others as responses of self.
Important features that make this time point different from other segments is
the expression of the core conflictual relational pattern for the first time and

the high levels of disorganization in play.

At the beginning of the segment, patient played with trains in an
explorative manner. His play was not well-organized and following the flow
of the play activity was difficult. Later on, the weapons suddenly attracted
his attention and play became aggressive and destructive (CPTI Aggression
Affect Type: 4) After this shift, he searched more aggressive toys such as
wild animals. During this search, abrupt transitions was observed between
aggressive and anxious feelings (CPTI Affective Tone Abrupt Transition:
4). Then, he played with two wild animals aggressively by labeling them as

"megapower" and "powerangels".

Patient#1:Megapower! Sio! (Some meaningless voices) Red snake

pink dragon yellow tiger black snake shark. There are two more
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left.(He started to shoot the powerangels characters by saying their

name one by one.)

Therapist: Only two enemies left.

Patient#1: Megapower blue! Now it is time for the shark! (He

continuing to shoot the powerangels characters one by one.)

At this point of the play, when the aggression level of the play
increased, it was observed that patient lost the line between the fantasy and
reality. The characters in play was polarized (CPTI Polarized Defense
Cluster: 4) and this situation leads high levels of anxiety (CPTI Anxiety
Affect Type: 4) and bizarreness in play (CPTI Bizarre Style of
Representation: 3). Therapist was not included as a character in play
activity by patient. Therapist frequently mirrored patient's play, however she
did not regulate his fluctuating emotions. Overall, in this segment, patient
manifested his internal representations in a disorganized play and the

therapist was outside of the play activity by mirroring his intentions.

In 13th time point (13th session, 1st segment), which correspond to
middle sessions of the psychotherapy process, the regression factor score 1
is nearly two standard deviations above the mean. The clinical analysis
shows that this segment is one of the most intense points of psychotherapy
process of Patient#1. From the beginning of the segment, child played with
several animal and human figures and he included the therapist into his
fantasy play (CPTI Complex Level of Representation: 4). Generally, one of

the characters showed aggressive and omnipotent features, while the other
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one was weak and got hurt. He repeated similar scenarios with different
characters several times throughout the segment. The scenarios were parallel
with his CCRT: A human character walks and suddenly gets attacked by an
evil animal character and gets hurt. Patient identified with the evil animal

character during the play.

Therapist: Oh, my friend is lying on the ground! My friend, what

happened to you?

Patient#1: Frog attack!! (Frog is attacking to character that

therapist makes play)

Therapist: Oh, help me! Frog is on me, he is oppressing me! Help

me!

With the inclusion of therapist within the play activity, patient
enacted more complex representations in play. Patient started to specify
each character's intention and reaction clearly and invited therapist to be the
part of it. By this way therapist had more opportunity to involve the internal
world of patient more directly. However, therapist did not make any
comments about the repetition of same play activity by referring his
feelings. Apart from that, she played directly in direction of patient's

projections.

Later on this segment, a considerable difference in play was
observed. Apart from just hurting the human characters, the child

transformed the character that was in victim position into "bad person”.
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Patient#1: (Holds a spider just above the upcoming character.

Slowly comes closer to character and attacks.) Cryuvv! Crv, cv, civ!

Therapist: The spider hurts her with its cobweb!

Patient#1: No, he is not hurting her. He is going to turn her into bad.
(Shifting his tone into a different character) | am turning you into a

bad one!

Therapist: Oh he is going to turn her into bad!

Patient#1: Now she is bad. She was the mother.

In this play, patient's play started to show more idiosyncratic and
bizarre features (CPTI Bizarre Style of Representation: 3). He created a
scene by aiming to victimize the passive character and make him hurt. So,
still the characters in play were polarized (CPTI Polarized Defense Cluster:
4). Also, oedipal relationality was observed slightly in this vignette, which
refers to the awareness of differences in generations and the highest form of
relationship level in CPTI (CPTI Oedipal Relationship Level: 2). However,
it was observed that even though patient wanted therapist to involve the
play, she preferred talking outside the character rather than vocalize it. It can
be interpreted as an unconscious defensive reaction of therapist against the
intensity of play. Another important point was despite of the changes in
content of play, still the relational pattern was parallel with his CCRT.
Overall, in this segment the pervasiveness of CCRT was high (CCRT

Pervasiveness Score: 0,75). All in all, this segment is fruitful for observing
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the increase in level of representations with the involvement of therapist into
the play, the increase in disorganization in play and the increased frequency

of enactment of CCRT.

Towards the end of the psychotherapy process, on 24th time point
(18th sessions' 7th segment), again it can be observed that regression factor
score 1 is two standard deviations above the mean. At the beginning of the
segment, patient gave a sword to therapist and the dyad started to fight with

each other.

Patient#1: | will not fight you again. You have to improve yourself if

you want me to fight you.

Therapist: 1 am not good enough to fight with you.

Patient#1: This time | am really going to ruin you!

Therapist: Oh!

Patient#1: (Suddenly quits the play.) (By mentioning his sword) This
sword becomes really weak when it is like this (Showing the on-off

button of the sword. He turns off the sword.).It is getting scary.

Patient was highly aggressive and omnipotent during this play, and
directly projected his aggression towards the therapist. However, such
aggressiveness and omnipotence affected the patient's awareness that he is
in a state of play (CPTI Level of Awareness: 3). Also, later on this segment
he transformed the weak character into a robot, so it can be seen that the

high levels of aggression and omnipotence made him feel anxious as well
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(CPTI Anxiety Affect Type: 4; CPTI Extreme Anxiety Defense Cluster: 3).
During the segment, it was confusing for the reader to understand with
whom the patient was identified himself because the inside and outside
boundaries meld into each other. When the therapist's stance was observed
during this play, even though she was a character in the play, she seemed
distant and disengaged. She did not make any comments regarding the high
levels of anxiety and disorganization in the play. So, lack of attunement
between the therapist and patient was observed in this highly disorganized

and anxious segment.

The time point (20th session 3rd segment) corresponds to the last
sessions of psychotherapy process. From the beginning of this segment, the
child was exhibiting his core conflictual relationship theme (CCRT
Pervasiveness Score: 0,50), in a disorganized and idiosyncratic manner. At
the beginning of the represented vignette, the therapist was police and the
patient was thief. However, a sudden transformation happened and they

switched the roles.

Patient#1: | am going to stop you. You forgot to kill some people and

now these people stop you. Hair, is this your hair?

Therapist: No, my hair is not black.

Patient#1: (Silence. After a while) Now, | am going to make you

stop.
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Therapist: There is someone who is going to stop me. | cannot kill

everybody.

In the rest of the segment, play became highly disorganized and the
weak character's attitudes were punitive and sadistic in his attitudes towards
the previously aggressive character. It can be observed that stopping or even
trying to stop the aggression was very confusing for him. In between the
lines, he seemed for searching the answer of this question: When I stopped,
will I be punished? This anxiety provoking question made him fluctuate
within his fearful and aggressive feelings (CPTI Affective Tone: 3) and
made him more vulnerable towards the change. Originated from this
vulnerability and anxiety, several attempts for interrupting the play activity
was seen during the segment. At this point, when the therapist's attitude was
observed, it was seen that she did not make any comments regarding his
play or attempts for interruption. Rather, she imitated the patient's
projections without spontaneous and containing attributions and seemed

distant from the play in mutual space.

So, taking into consideration the analysis for Patient#1, it can be
observed that when the segments that made peak on the graph are examined,
the child plays in fantasy category, the complexity of representations and
relationship qualities are increased and the play is highly disorganized. Even
though the patient had attempts for transforming his conflictual patterns

within the play over the course of psychotherapy process, he could not
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actualize it. The reasons for this lack of transformation will be discussed in

discussion section.

3.4. 2. Clinical Analysis for Patient#2

Graph 2 represents the change in regression factor score 1 over the
course of therapy for Patient #2. The qualitative analysis is going to be done

on the points that around or above +2 standard deviations from the mean.
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Figure 2. Regression Line of Regression Factor Score for Patient#2

When the component graph of Patient#2 is examined, various
differences were observed compared with Patient#1. Although they have
approximately equal number of sessions, Patient#2 seemed to play less
segmental. Apart from the three peak/trough points in graph, a prominent

segment from the middle session is also examined.
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The 2nd point (7th session 2nd segment) in the graph is two standard
deviations above the mean. From the beginning of the segment, the child's
play was disorganized and it included several abrupt transitions between
toys and characters (CPTI Affective Tone Transition: 5). Patient's attention
could be captured by different things easily; so it seemed hard to maintain a
structured play activity without any distraction or abrupt transition. He
enacted brief fantasy plays, and these plays represented his equal opposing
wishes such as having an accident and fixing the vehicle immediately (CPTI

Conflicted Defense Cluster: 4).

Patient#2: (He takes ambulance and he is attacking to other
animals.) Dead. The crocodile is dead. They are dead, we got rid of

them!

Therapist: You got rid of them, yey! You got scared from them.

Patient#2: The horses are dead too. The crocodile, dead.

Therapist: This ambulance wants to kill all of the aggressive

animals.

Patient#2: (He points the crocodile that he killed before.) Look, it

stands up.

Even though he exhibited relational representations within the play
(CCRT Pervasiveness Score: 0.66), the regulation of emotion during the
play is rigid (CPTI Affective Tone Regulation: 2) and the play was inhibited

several times (CPTI Script Inhibited by Child: 3) by abrupt transitions. The
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therapist was not included in play as a character, however she was
containing patient's projections in play by making integrative comments and
she was fluctuating in layers of different emotions with the patient in a

supportive manner.

Even though not a remarkable variability is observed, the 7th point
in the data (12th session 2nd segment) will be qualitatively analyzed
because it is prominent to follow the in session themes and play throughout
the psychotherapy process. Patient's play involved destructive, aggressive
(CPTI Affect Type Aggression: 4) and fearful (CPTI Affect Type Fear: 3)
characteristics. During his play, the CCRT of the patient frequently
observed (Pervasiveness Score of CCRT: 0.50). In this relational episodes,
generally one of the characters was strong and punitive and the other
character was fearful and hiding from the punishment to not get hurt. After
the manifestation of severe aggression in relational episodes, suddenly
patient started to play in a more adaptive and insightful way: He decided to

feed the aggressive animals.

Patient#2: Look, they are so hungry.

Therapist: Oh, the cat is hungry too. Who let them starve for so

long?

Patient#2: Look a cake. | bought cake for them. They like eating fish.

Look fish.
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After this play vignette, Patient#2 started to express fear and anxiety.
Also, the abrupt transitions and fluctuating regulations were observed again.
The therapist was not included into the patient's play, however therapist's
stance was nurturing and containing against destructive projections of the
patient. She did not reach aggressively towards his needs, rather she gave
meaning to his anxiety provoking aggressive acts by elaborating and
exploring his play. So, a new and more adaptive relationality was
constructed between the dyad. Towards the end of this segment, the wishes
of feeling comfortable and respected was observed from the patient more

frequently.

In the 14th point (18th session 2nd segment), again the regression
factor score goes high nearly 1, 5 standard deviations above. At the
beginning of the segment, the patient played several brief fantasy plays,
mainly themed around death and aggression. Later, he wanted to play hide
and seek. Starting from the hide and seek game, patient started to include

the therapist in his play as a character.

Patient#2: You are going to be a child. I am going to be a cop. Go

and hide over there, come on!

Therapist: Oh my god! Does this police establish rules by using his

gun? It is scary!

Patient#2: Hide now! (After a while) | found you!

Therapist: Don't shoot me!
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Patient#2: | am going to shoot you!

The theme of the play in rest of the segment was highly aggressive
(CPTI Affect Type Aggression: 5) and anxiety provoking (CPTI Affect
Type Anxiety: 4). With the inclusion of therapist into the play, the
aggression and destruction was directed to therapist. It was possible that
because the direction of the aggression turned into the therapist, the patient
became anxious and frequently switched (CPTI Affective Tone Transition:
4) his emotions and the theme of play, or suddenly stopped the game (Script
Inhibited by Child: 3). However, therapist was containing and attuned

towards the patient in his destructive moments.

In 17th time point (21th session 2nd segment), which corresponds to
the end of the psychotherapy process, the regression factor score 1 shows a
remarkable decrease nearly two standard deviations below the x axis. When
the session is qualitatively analyzed, different patterns of relationships was
observed compared with his core conflictual relationship theme. At the
beginning of the segment, he exhibited frequently wish to oppose and hurt
others, which is also a component of his core conflictual relationship theme.
However, he designated the others' reaction as being rejecting and opposing,
apart from being passive and vulnerable. This pattern was new for
Patient#2. Moreover, it was observed that from the beginning of the
segment, the relational episodes were mainly complex (CPTI Complex
Level of Representation: 4) and started to include oedipal relationality

(CPTI Oedipal Relational Level: 3). After several relational episodes that

83



both characters was aggressive towards each other, for the first time the
CCRT pattern of Patient#2 started to change. At the beginning of this
vignette the scary and strong crocodile kidnapped the children of crocodile

family:

Patient#2: Dare to come closer, you will get what you deserve!

Therapist: But we want our children back!

Patient#2: Ok, come and take them back.

Therapist: But | feel scared a little bit.

Patient#2: Come on, take back them!

Therapist: Get out of our way crocodile! We come here to take our

children back.

Patient#2: No, go away!

Therapist: No, we come here to take our children back!

Patient#2: (silence) Ok, here your children.

Therapist: Oh, thank you very much crocodile!

Patient#2: Not at all.

Therapist: You seem intimidating, but you help us.

Patient#2: | am not bad, | am crocodile. | live in here. Come on, let's

have a cup of tea.
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Therapist: Ok, we would love to.

This relational episode can be addressed as one of the turning points
of the whole psychotherapy process because after this relational episode, the
relational patterns significantly changed. His wishes switched from more
destructive and aggressive manner to more the need of being close and
accepting. At this point, it is important to notice the intervention of
therapist. During play, even though patient's crocodile clearly expressed that
he wanted the therapist's crocodile to leave, therapist insisted on take the
children back. It seemed that the therapist generated her own unique
response spontaneously apart from the child's expectations and projected
response of other. With his complex, rich and integrated representational
world, he started to designate the others reactions as more helpful and
cooperative. Overall, patient generated new and adaptive relational patterns

towards the end of this segment.

So, taking into consideration the analysis for Patient#2, it can be
observed that when the time points that located +2 standard deviations
above or below the mean were examined, the child was playing mostly in
fantasy category. The complexity of representations and relationship
qualities were increased throughout the psychotherapy process, even though
the play seemed to remain disorganized. Towards the end of the
psychotherapy process, less inhibitions were observed and the construction
of new and more adaptive relational patterns were seen. The reasons of

transformation will be discussed on discussion section.
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4. DISCUSSION

The aim of this study is to investigate the relationship between the
level of social representations enacted in play and the change in patient's
conflictual relational patterns over the course of psychotherapy process. The
patient's level of representation is comprised of different enacted roles
during play. If the treatment is working, patient brings his internal world to
play. As the child’s object relational capacity increases, the richness and
complexity of the child’s representations increase, and multiple autonomous
characters in relation with each other emerge. In relational psychoanalytic
perspective, psychotherapy serves to improve patient's repetition of old
maladaptive relational patterns and helps to form new object relationships
that are more adaptive. These old relational patterns usually involve
conflictual schemas that are embedded in the patient’s relational world and
their enactment in psychotherapy provides the opportunity for modification.
So, it is expected that over the course of psychotherapy process the
conflictual relational patterns decrease and new patterns emerge. For this
purpose, the psychotherapy process of two cases, a case who showed a
clinically significant improvement in symptoms and a case that didn’t, were
compared in terms of the change in social representations enacted in play,
the change in relational patterns over time and the relationship between
these two variables. The findings supported that the child’s capacity to use
the play field in a way where multiple representations are actualized is also

a chance to bring core conflictual relations to therapy. As these core
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conflicts are realized in therapy, the child finds a way to transform them

towards more adaptive ways of relating to himself and others.

4.1. CCRT Pervasiveness Scores Over the Course of

Psychotherapy

According to Frankel (1998), play is an essential process for
renegotiation of self-other relationships in psychodynamic child therapy. So,
since one the main purpose of the psychodynamic psychotherapy is the
reduction in pervasiveness of maladaptive and repetitive self-other relational
patterns (Luborsky, 1977, as cited in Crits-Christoph & Luborsky, 1998),
the change in conflictual relational pattern of child throughout the
psychotherapy process was investigated. It is hypothesized that the core
conflictual relational pattern of child will increase in middle phase of the
therapy and decrease in the end. According to descriptive analysis, the
pervasiveness scores in early, middle and late sessions show different
patterns for the case who showed a significant clinical improvement in
symptoms and the case that didn't showed clinical improvement. Improved
patient (Patient#2) showed lower levels of CCRT pervasiveness score in
early sessions. In middle sessions, his pervasiveness scores increased and in
late sessions the pervasiveness score slightly deceased compared with
middle sessions. On the other hand, the case that didn't showed clinical
improvement (Patient#1) exhibited higher levels of CCRT pervasiveness
scores in early sessions. The pervasiveness score in middle sessions showed

a slight decrease; however in late sessions, the pervasiveness score was still
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significantly high. Even though the application of CCRT method is not
widespread in child psychotherapy research, these results were consistent
with the literature. A meaningful change in pervasiveness scores from early
to late in treatment was found with various studies that were done with adult
patients with different symptom profiles (Kachele, Dengler, Eckert
&Scheckenburger, 1990; Crits-Christoph & Luborsky, 1998; Ciaglia, 2010).
Studies with adolescents showed that at the end of the psychotherapy
process, an improvement was observed regarding more positive patterns of
relationship apart from conflictual ones (Agin & Fodor, 1996; Tishby,

Raitchick & Shefler, 2007; Atzil-Slonim, Wiseman & Tishby, 2016).

4.2. Emergence of Rich Social Representations over the Course

of Psychotherapy

According to Shrik and Burwell (2010), the change process in
psychodynamic psychotherapy involves the broadening self-experience of
child by increasing the range, depth and emotional richness of play. One of
the most prominent component of a rich play is the affluence and
complexity in representational world enacted in play. The level
representational world of the child is related with the child's capacity of
creating narrative structures to represent various relationships (Kernberg,
Chazan & Normandin, 1998). To investigate this change, it was
hypothesized that if the therapy is working, an increase in the level of social
representations enacted in play as assessed by the CPTI was expected.

According to results, the clinically improved patient (Patient#2) enacted
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more social representations in his play throughout the psychotherapy
process. On the other hand patient that did not improve clinically
(Patient#1) did not show any patterns regarding the change in his level of
representations. Even though there are few studies regarding the issue of
change in level of social representations, the results of this study is parallel
with the previous findings. In these case studies, it was found that more
complex role representations were enacted to describe many different
characters throughout the psychotherapy process (Chazan, 2000). Moreover,
towards the end of the psychotherapy process, these several characters
started to interact with each other and therapist was included into play
activity as a character by the patients (Chazan, 2001; Chazan & Wolf, 2002;

Chari, Hirisave & Appaji, 2012).

4.3 The Relation between Social Representations and Conflictual

Patterns in Play

Considering the previous findings and discussion, it is thought that
the change in pervasiveness of conflictual relational pattern of child and the
level of representations enacted in play is related with each other. For
assessing the relationship between the level of social representations enacted
in play and pervasiveness of conflictual relational pattern, it was
hypothesized that the level of social representations enacted in play will
positively correlated with the pervasiveness of conflictual relational pattern.
According to results, the profiles of Patient#1 and Patient#2 were different

from each other. For the patient that showed clinical improvement
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(Patient#2), it was found that the level of social representations enacted in
play was negatively correlated with the pervasiveness of conflictual
relational patterns. Moreover it was found that pervasiveness of new and
more adaptive relational patterns were increased. On the other hand, for the
patient that didn't show clinical improvement (Patient#1) the level of social
representations enacted in play was positively correlated with the
pervasiveness of conflictual relational pattern. Besides, no new and adaptive

relational patterns were developed by this patient.

At this point, the majority of the theoretical literature discuss the
alteration in level of representation and relational patterns in relation to the
therapeutic relationship between the therapist and patient dyad. Leowald
(1960) stated that improvement in therapy process is associated with the
establishment of new object relationships. This process is actualized with
the rediscovery of the early paths of the established object-relations.
Rediscovery of new object relations leads patient to a new way of relating to
objects and himself. This reorganization process occur by the encounter
with a 'new object’ which has to possess certain qualifications in order to
promote the process. In psychotherapy process, the 'new object' is the
therapist. Therapist holds himself available to the patient and patient has to
hold on the therapeutic process for this reorganization process. Grunes
(1984) stated that the therapeutic object relationship is provided by the
empathic interaction between the therapist and patient dyad, clarification of

self and other boundaries and the evolution of self and object definition
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within the context of intimate relation with an object, in other words, with

the therapist.

There are some studies for assessing the interaction structures within
the psychotherapy process that can create a change in the relational patterns
of a patient that improved vs. a patient that did not show improvement in
therapy. In Goodman and Athey-Lloyd's research (2011) it was suggested
that the interactional structure can be varied according to patient's unique
needs. Therapist must be empathically attuned to their patient's unique
treatment needs for becoming aware when there is a disengagement or
distant between the patient and the therapist. Also; Schattner, Tishby and
Wiseman(2016) found that when the patient's and therapist's relational
patterns clashed, they influence each other negatively. Moreover, for
overcoming this negative effect, therapist could flexibly adapt to patient's
relational patterns by expressing openly the disagreements and differences
between the dyad, apart from stood defensively out of the play matrix.
Because the scope of his research is not examined the interactional structure,
qualitative analysis was done for enhancing the understanding of the

relationship between these two variables.

4. 4. Discussion of Clinical Analysis

The difference between the results regarding the relationship
between the level of social representations enacted in play and
pervasiveness scores of conflictual relational patterns brought the question

of why such difference took place between the patients. In order to
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understand this, clinical in session analysis was conducted for both patients.
Mainly, two prominent points were observed: the inclusion of the therapist
as a character within the play activity by the patient, and difference between

the stance of the two therapists during the play activity.

The inclusion of therapist as a character within the play activity by
the patient was an important turning point in both patient's psychotherapy
process. However the process after the inclusion of therapist in play was
different from each other for the patient who showed clinical improvement
(Patient#2) and the patient who did not show clinical improvement
(Patient#1). In Patient#2's process, the richness of representations was
facilitated by therapist and the mutuality in play activity increased. On the
other hand, in Patient#1's process, lack of harmony between the patient and
therapist dyad was observed. This finding leads us to the second finding of
the in session analysis: the difference between the stance of the therapists
within the play activity. In Patient#2's therapy process, the therapist was
observed as more open and into the play. On the other side, in Patient#1's
therapy process, the therapist was observed as more rigid and defensive. The
theoretical and empirical explanations of this findings are represented

below.

4. 4. 1. The Inclusion of Therapist within the Play Activity

Winnicott (1969) defined two modes of use of an object: object
relatedness and object usage. Object relatedness is a more primitive form of

interaction in which the other object is not separated or differentiated; but
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only intended for the child's needs and demands. Winnicott called this the
subjectively-perceived object. On the other hand, object usage is a more
advanced form of relatedness in which the object is encountered as a
separate person who can be engaged, taken in, and used for growth. Object
usage allows for full engagement and collaboration with others. In
qualitative analysis for clinically improved patient (Patient#2), at the
beginning of the psychotherapy process it can be observed that the
interaction between patient and therapist was more primitive. Even though
the child acknowledged the therapist and the play was reciprocal, he did not
use the therapist as an object. The therapist's only function was to mirror
and support the patient's play. Starting from the middle phases of therapy, a
gradual transformation was observed towards a more advanced
relatedness.Patient#2 located the therapist inside his play as a character and

the play proceeded cooperatively.

The turning point of this shift was the hide and seek game between
the dyad. Starting from the hide and seek game, it was observed that the
child started to include the therapist inside his game more frequently. In
other words, the play became more cooperative and mutual. Hide and seek
game contains the concepts of differentiation, practice and rapprochement
sub-phases of development (Mahler, 1979; Frankiel, 1993). According to
Bergman (1993), the hide and seek game is a step by the child when a
certain amount of separateness has been achieved. This certain amount of
separateness can only be achieved if the child internalizes the sense of

security from his primary caregiver. This developmental process can be
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applied to the therapeutic relationship between the therapist and the patient
as well. The patient needs to sense the feelings of security and emotional
nurturance from the therapist before seeing the therapist as a separate object
and create a mutual space with inclusion of the therapist into the patients’

representational world.

In qualitative analysis of patient that didn't show clinical
improvement (Patient#1), the inclusion of the therapist to child's play as a
character was partially observed in middle phase of the therapy process as
well. At the beginning of Patient#1's psychotherapy process, therapist was
outside of the child's play; however in middle sessions, the child includes
the therapist inside his play as a character. However, inclusion of therapist
into the play is not enough for the transformation of internal representations.
According to Ferro and Foresti (2008) the internal representations that are
expressed in the patient's narrative within the play must be elaborated, well-
defined and worked through cooperatively by the analyst and patient dyad.
When the interactional pattern between the Patient#1 and his therapist was
analyzed after the inclusion of therapist into the patient's play, it was
observed that the therapist did not elaborate the material that the patient was
represented. Rather than elaborating, therapist made play the characters
merely in the direction with Patient#1's attributions without any spontaneous
and unique contributions. Also, it was observed that therapist was defensive
against the prominent moments in the play that could cause transformations
if these moments were contained, intervened or interpreted. For instance,

when Patient#1 quitted his play suddenly without carrying out his play any
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resolution, therapist moved on with the patient without making any remark
or comment about this sudden shift. In his paper which was built upon the
Winnicott's notion of Use of an Object, Fabozzi (2016) stated that the
gradual transformation from subjective object to objective object is possible
by containment and survival of patient's destructive attacks. However,
Patient#1's case, the destructive attacks of patient towards self and other, in
this case therapist, was not contained or worked though by the therapist.
Rather, she reacted defensively. She did not make any comments about the

dysfunctional patterns in play.

4. 4. 2. The Stance of the Therapist in Therapeutic

Relationship

The first part of the in session analysis of two cases points out the
importance of therapist's stance in therapeutic relationship. According to
Hartmann and Zimberoff (2004) the curative powers of psychotherapy
process originates from the expression of aggressiveness and vulnerability
by patient without being punished and censured by the therapist. In his
article which was based on Leowald ideas regarding the role of
internalization, Silverman (2007) suggested that the therapist had three main
roles in the therapeutic field. Firstly, therapist must allow the patient to
externalize and to project his internal images. Secondly, therapist must
allow the patient to invest his internal images on therapist whether this

investment is realistic or unrealistic. Finally, therapist must be a new object
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and able to present a new model of relationality, in which the therapist must

be herself and spontaneous.

These theoretical assumptions takes us to the second prominent
clinical implication of this research: the stance of the therapist against the
manifestation of destructive and conflictual relational patterns. According to
the clinical analysis of two patients, important differences were observed
regarding the stance of the therapist within the flow of the play activity. In
the psychotherapy process of clinically improved patient (Patient#2), it was
observed that the therapist was more involved in the play activity. She
adjusted herself with the Patient#2's different developmental levels of play
and fluctuated mutually in different levels mutually with the patient. In his
article which is based on the developmental principles of Vygotsky's zone of
proximal development concept and therapeutic relationship, Hartmann
(2007) stated that by making development-oriented comments and
interventions, the mutuality therapeutic relationship constructed more
securely. Moreover, according to Wilson and Weinstein (1996) the process
of zone of proximal development provide the optimal interpersonal context
between the patient and therapist which maximizes the accessibility of
interventions for the patient. So, the adjustment of therapist herself
according to the different developmental levels of play is prominent for both
parties for establishing mutuality in their interaction. On the other hand, in
the psychotherapy process of patient that did not clinically improved

(Patient#1), even though therapist was in patient's play as a character, she
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seemed distant from the patient in terms of attunement and affective

expression. A sense of mutuality in play did not emerge between this dyad.

These findings are important for understanding the prominence of
the relational play matrix between the therapist and the patient. According to
Ferro (1993), the analyst and the patient build a bi-personal field that consist
of the unique characteristics of both. In this field, projective identifications
run back and forth between the analytic couple, more intensely from patient
to therapist. By this way, internal representations of patient and therapist is
expressed in the co-constructed field and a mutual unconscious
communication is established. The internal representations emerged in the
field are shaped in accordance with the discourse that analytic couple
develops. According to Baranger and Baranger (2008), together with the
motivation for gaining insight regarding the projective identifications,
analyst and patient are working together. Even though both patients
accepted their therapists into their representational world with a more
advanced level of relatedness, it can be observed the construction of mutual
field between dyads were different from each other. In clinically improved
patient (Patient#2), more authentic and spontaneous relationality was
established. It was observed that patient was more open to enact his internal
representations within the play and in return therapist facilitated the patient's
play by going with the flow of the play activity and being spontaneous
within the play. It was also observed that therapist was trying to understand
the psychic function of the enactments and using this for the development of

dyad's interaction. On the other hand, towards the end of the psychotherapy
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process, the patient and therapist dyad in clinically did not improved case
(Patient#1), the relationality was more rigid and constrained. When patient
was enacted his internal representations within the play, the therapist

seemed defensively distant from the play.

So, with the construction of bi personal field between the therapist
and the patient dyad will lead to reconstruction of new internal
representations and development of more adaptive relational patterns in this
field. At this point it is important to assess the therapeutic actions that lead
to transformation in these concepts in the therapeutic field. When the
clinically improved patient (Patient#2) clinical analysis is considered,
towards the end of the psychotherapy process, an unusual moment was
observed. In this unusual moment, apart from playing out the projections of
internal representations of the patient, it was observed that therapist reacted
in her own unique way in an affectively intense relational episode that
contained high levels of play disorganization(for more detail see Qualitative
Analysis of Patient#2 section in Results). This kind of reaction was different
from the therapist's previous attitudes within the play. After this
intervention, it was observed that the conflictual relational pattern of the
Patient#2 was broken. Even though he started playing aggressive and
destructive frame, after the therapist spontaneous reaction against his
pattern, he did not continue to play by reacting opposing. On the contrary he
generated a new way of relating to others which was consisted of wishes of

being close and accepting.
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Stern and his colleagues (1998) generated a concept called as
"implicit relational knowing" (p.905) that originated from the
intersubjective moments that take place between the patient and therapist
that can lead to the reorganization of both explicit and implicit interactional
patterns. Regarding this concept, naturalistic and experimental studies show
that infants are interacting with their caregivers on the basis of this implicit
relational knowing. The construction of representations are constituted
based on this interaction in early years of life (Tronick et. al, 1978; Stern,
1985; Bebe & Lachmann, 1988). Stern and his colleagues (1998) proposed
"a moment of meeting™ (p. 906) that can rearrange the implicit relational
knowing in interpersonal relations. At these moments, the change can be
sensed and with the effect of this new context, the past events are
reorganized. So, it can be argued that the construction of field between the
therapist and patient facilitates the development procedural knowledge
between the dyad which is not conscious (Stern et. al, 1998). In this context,
the intervention of Patient#2's therapist can be considered as a spontaneous
reaction rather than a planned and structured one. Also, it is stated that the
change in implicit relational knowing can be experienced as a sudden
qualitative change. However this change is not sudden, it is a consequence
of the mutual play matrix that reciprocally constructed between the therapist
and the patient (Stern et. al, 1998; Ferro & Foresti, 2008). Change in
implicit relational knowing forms by achieving more coherent and inclusive
ways of being together and in coherent ways of being together establishes

through a process of recognition of specificity of mutuality between the

99



dyad (Bruschweiler-Stern et. al., 2002; Bruschweiler-Stern et. al., 2007). So,
the sudden change in Patient#2's relational patterns was a consequence of
elaboration and working through within the mutual space between the
therapist and the patient. Lyons-Ruth and colleagues (1999) proposed that
the changes in representations and relational patterns can be accessed by the
integration of semantic and affective meanings in the space between the
therapist and the patient by implicit relational procedure. Parallel with this
statement, the conflictual relational patterns of Patient#2 decreased and

adaptive patterns increased after this intervention.

On the other hand, when the clinical analysis of clinically did not
improved patient was examined, no such moment was observed between the
dyad. On the contrary, the conflictual patterns were repeated over and over
again without any attempt to break the pattern. Freud (1914) pointed out that
the repetition of past events or early childhood experiences during the
therapy process that shaped the patient's psychopathology was necessary for
reconstruction process. Parallel with this view, Crisp (1988) indicated that
for reconstruction, the repetitions must take place in analytical relationship.
Even though the repetition of conflictual pattern was frequently observed in
Patient#1's psychotherapy process, the reconstruction of new and adaptive
relational pattern did not emerge. At this point it is important to examine the
therapeutic relationship between the patient and the therapist. According to
the clinical analysis of session for Patient#1, it was observed the therapist
was not able to involve the mutual space between the dyad. She did not

elaborate or did not adjust to the patient's different modes of play. Apart
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from that she played solely in accordance with the patient's guidance.
Leowald (1971) indicated that the reconstruction of past experiences take

place in creative act of repetition in psychical field; not in mere imitation.

At this point it is important to think why therapist did not make any
interventions to the repetitive acts in play. The countertransference concept
is prominent for understanding the stance of the therapist during the play
activity. Countertransference is conceptualized as the active participation of
the therapist in the unconscious life of the patient in relation to patient's
projections (Freedman, 1997). In their empirical study, Freedman, Lasky
and Webster (2009) made a distinction between the ordinary transference
which is happening within the therapist's consciousness, and the
extraordinary countertransference which remains outside of the awareness
of the therapist. When the rigidness and distance of Patient#2's therapist is
considered, it is possible that she may be experiencing an extraordinary
countertransference that hindered her to be involved the play activity of the
child spontaneously. Taking into consideration this theoretical and empirical
suggestions, it was observed that the therapist did not dwell on the important
points in play activity that could be counted as turning points if that
moments were worked through by the dyad. At these points, therapist
seemed defensively "unaware" of the intensity and importance of these
moments. This attitude may lead to deterioration regarding the therapeutic
relationship. Safran (1993) defined three kind of rapture. One of them was
conceptualized as the therapists participation in dysfunctional interpersonal

cycle that is characteristic for the patient. He stated that in this kind of
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rapture, therapist engages in dysfunctional patterns of interpersonal relations
of patient and this leads dyad to confirmation of patient's conflictual beliefs.
The disconnectedness of the therapist and lack of mutuality might lead

Patient#1 to become more resistant in exploring different relational patterns.

In their study, Goodman and Athey-Lloyd (2011) defined four
different interactional structure between the therapist and the patient by
examining two case studies by Child Psychotherapy Q-Set (Schneider &
Jones, 2004). One of the interaction structures was labeled as 'judgemental,
misattuned therapist with distant, emotionally disconnected, misunderstood
child'. In this interaction structure, it was observed that when the therapist
was judgemental and misattuned, the child was more resistant to
intervention and more distant from the therapist. The resistance to
countertransference awareness may depend on a variety of individual factors
as well (Imber, 1990). One of the possible explanations regarding the
individual factors is the congruency between the patient's and the therapist's
relational patterns. According to Schattner, Tishby and Wiseman (2016), if
the patient's and therapist's relational patterns overlap, both parties impact
each other negatively. This negativity can cause the projective
identifications not contained by the therapist; and the process between dyad
can be ended up by feeling upset, helpless and angry for both parties (Crisp,

1987).
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4. 5. Clinical Implications

Taking everything into consideration, even though the relation
between the social representations enacted in play and the change in
conflictual relational patterns throughout the psychotherapy process were
not assessed using these measures in previous literature, the results of this
study goes parallel with the theoretical conceptualizations. Overall, it was
found that in an effective therapy, new and adaptive relational patterns are
generated and more complex and rich representations are enacted in play.
the transformation from conflictual patterns to adaptive patterns is possible
through the construction of mutual play matrix which was formed by the
unique and spontaneous characteristics of both patient and therapist dyad,
more advanced relatedness with others and the contained stance of the
therapist in this mutual play matrix (Tishby, Raitchick & Shefler, 2007;
Chazan, 2001; Bruschweiler-Stern et. al., 2002, Freedman, Lasky&

Webster, 2006).

In this study, several important clinical implications are found. First
of all, the intensity of pervasiveness in conflictual relationships was
observed in middle sessions of the psychotherapy process. So, it is
important to elaborate and work though the represented material especially
at this phase of the psychotherapy process. According to the elaboration and
working through in this phase, the pervasiveness scores of conflictual
patterns decreased and more adaptive patterns were developed at the end of

the process.
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Secondly, it was found that the social representations enacted in play
increased over the course of psychotherapy, if the therapy was effective. It
was known that play is an area that facilitates the expression of intrapersonal
and interpersonal representations. So, by this study it was once again
confirmed that the increase in complexity and richness of representations is

prominent for the effectiveness of psychotherapy.

Another important finding indicates that in an effective therapy there
Is negative correlation between the level of social representations enacted in
play and the pervasiveness of core conflictual issues throughout the
psychotherapy process. Besides, new relational patterns were developed
which were more adaptive and positive. For finding out the possible reasons
of this results, in session analysis was conducted. According to qualitative

analysis, two important implications were featured.

In first place, the inclusion of therapist in the patient's play as a
character is an important therapeutic moment for constructing the mutual
play space. With the inclusion of therapist into the play activity, she involve
the representational world of the patient as an object. With the inclusion in
play, therapist and patient met in a mutual space where the patient accepts
therapist as a separate person who can be engaged and used for growth. This
shift leads to complete engagement and collaboration during the play
activity within the dyad, in other words the co-construction of bi personal
field (Ferro, 2003). At this point, it is important to patient feel secure,

contained and emotionally nurtured within the therapeutic relationship.
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With the construction of mutual play matrix between the therapist
and the patient, therapist become an object that facilitate the richness of
representational world of the patient and a new model of relationality
(Silverman, 2007). This statement leads us to the second important clinical
implication of qualitative analysis: the stance of the therapist during the play
activity. The therapist must be herself, authentic and spontaneous in the
mutual play matrix that was constructed by the dyad. Even though repetition
is an prominent concept for mastering and accepting the disowned part for
the patient, just imitating the patients projected representations does not
improve the therapeutic process and outcome. On the other hand, with the
spontaneity of therapist, both parties are more open towards the
intersubjective moments that take place between the dyad. These
intersubjective moments are labeled as implicit relational knowing by Stern
and colleagues (1998), and this procedural knowledge leads to the

rearrangement of intrapersonal and interpersonal relational patterns.

4. 6. Limitations and Recommendations for Further Research

This study has various limitations that must be enhanced in
subsequent studies. Further research recommendations are also given

together with the limitations of the study.

Using single case design had both had advantages and limitations. In
terms of advantages, it allows the researcher to work without
underestimating patients’ individual background and uniqueness. Moreover,

single case designs are more sensitive for enhancing the understanding of
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what is happening during the therapeutic change process by providing
opportunity of making in depth clinical analysis (Midgley, 2009). Also,
single case designs may help developing and evaluating new assessment and
treatment techniques (Photos, Michel & Nock, 2002). However, single case
study comes with some drawbacks too. Firstly, especially statistically the
results cannot be generalized. Secondly, even though the cases in this study
were selected according to the similarity between demographics, reason for
referral and session number, still these differences among the cases could be
found. Poor case selection may lead to overgeneralization or
misunderstandings of the associations between processes or variables
(Bennett & Elman, 2006). Thirdly, especially for qualitative analysis, the
question of researcher subjectivity is an important consideration. Involving
deeply into a case may lead to bias towards preconception (Flyvbjerg,
2006). For avoiding these drawbacks, first of all, various single case studies
must be done to find out if these results are valid for different patients too.
After that, according to results of these studies, if there is a common pattern
across cases, then large N studies can be conducted for modeling the change

process regarding the level of representations and relational patterns.

Measures of the study is another important issue to be considered.
First of all, CPTI provides a detailed description of different levels of play
activity. It is a sensitive measure especially in terms of the assessment of
different levels of social representations. However, the instrument does not
assess the therapist's behaviors within the play activity. Especially when the

findings of this study is considered, it is important to have information on
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both parties for detecting the change statistically as well, apart from
qualitative analysis. So, measures like Child Psychotherapy Q-Set
(Schneider & Jones, 2004) can be used for gathering information from both
parties. Also, even though there is a high inter-rater reliability, it is

prominent to keep in mind the subjective aspect of rating the measure.

For assessing the relational patterns, CCRT was used. CCRT is a
conducive measure for identifying the object relations within the play.
However, this study was pioneer in terms of the application of CCRT in
child psychotherapy. Some alterations were made considering the specific
aspects of child treatment especially in terms of identifying the wish,
responses of other and responses of self within the play activity. Regarding
further research, different adaptations can be generated for the application of

CCRT in child psychotherapy.

An important consideration regarding CCRT was about the
limitations in data analysis. In some sessions, the CCRT was not observed
within the play activity. This situation leads to some problems in data
analysis part. Because statistically these values were counted as zero, the
CCRT pervasiveness scores of segments that was not exhibited CCRT by
the patient was counted as missing values. This leaded reduction in data set;
some statistical analysis like Granger Causality Test or Time Series
Analysis cannot be done because of the inadequate time points. To
overcome this drawback, first of all, all sessions of patients must be

videotaped and coded. In this research, due to technical problems, we could
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not have access to these sessions. Also, a different coding system can be
generated regarding the pervasiveness scores of CCRT. Apart from counting
frequency, to what extent patient present his core conflictual relationship
may be coded with a Likert scale (Tishby & Vered, 2011). By this way, the

missing values will be prevented.

Another important point that has to be considered is the individual
differences between the patients and therapists. More detailed pre-test and
post-test designs can be added for obtaining a baseline of patient's and
therapist's relational patterns for further studies. MacArthur Story Stem
Battery (Bretherton & Oppenheim, 2003) for younger children and The
Relationship Anecdotes Paradigm (RAP; Luborsky & Crits-Christoph,
1998) for older children and adolescent can be applied before, during and
after the psychotherapy process. Also, the therapists narratives about
significant others can be collected. Recently, a body of literature has been
growing about the effect of patient's and therapist's relational patterns to the

psychotherapy process and outcome (Schattner, Tishby & Wiseman, 2016).

It was stated that representations and relational patterns that are
enacted in play were originated from the early childhood interactions with
primary caregivers (Sandler & Rosenblatt, 1962). So, in child
psychotherapy it is important to work with the parents as much as the child
(Dowell & Ogles, 2010). Because these sessions can lead to some
alterations regarding their attitude towards their children and to some extent

the changes and transformations that observe in the psychotherapy process
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may derive from parent sessions. So, for not underestimating the effects of

these sessions, family sessions also taking into consideration.
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5. CONCLUSION

The present study investigates the relationship between the level of
social representations enacted in play and the changes in conflictual
relational patterns over the course of psychotherapy. Through this study, it
is seen that in an effective therapy, with the increase in the level of social
representations enacted in play, the conflictual relational patterns decrease
and more adaptive relational patterns are formed throughout the therapy
process. At this point, play has an important role as being an intersubjective
medium of communication between the patient and the therapist. Through
play, patient reveal his inner world in relation to other. The material that is
brought by the patient to the therapy room, is contained, elaborated and
worked through by the therapist. By this way, a mutual play field is
constructed between the patient and therapist that leads to improvement in
richness and complexity of representations and reorganization of object
relations. The mutual field between the dyad is consisted of both parties
unique and spontaneous characteristics and the intersubjective moments that
take place in this field between the patient and therapist that can lead to the
reorganization of both explicit and implicit interactional patterns. However,
at this point, the therapist's awareness of her feelings is important for both

process and outcome of psychotherapy process.
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6-18 YAS GOCUK VE GENGLER IGIN DAVRANIS DEGERLENDIRME OLGEG

No:

GOCUGUN EV ADRESI ve TEL NO: ANNE BABANIN ISI (Aynintili bigimde yaziniz).
ADI, SOYADI EGITIMI (Toplam kag yil okula gittiginizi yaziniz)

BABANIN I§l:. TELNO .cvnnn EGITIME...ocvves YASktnseseed
CINSIYETI: YASI
[JERKEK (JKiZ ANNENIN ISl TELNO: EGITIMI: YASI

FORMU DOLDURAN:
BUGUNUN TARIHI GOCUBUN DOGUM TARIHI ] ANNE

0 BABA
GON.crr A Yl GON.rrsAY s Yl {7 DIBER....ccouenn GOCUKLA OLAN ILIKISI....occrcvreriersvescn
SINIFl:eeererees Gocugunuzun davranislartyla lgili bu formu litfen gorliglerinizi yansitacak bigimde yanitiayiniz. Her bir

madde fle iigili bilgi verebilir ve 2. sayfadaki bog lara yazabilirsiniz. Litfen bitin maddeleri igaretiemeye

OKULA DEVAM ETMIYOR(J caliginiz. Tegekkir ederiz.

1. Gocugunuzun yapmaktan hoglandig! sporlari &, b, ¢ giklanina yaziniz. Omegin: Yizme, futbol, basketbol, voleybol, atletizm,
tekvando, jimnastik, bisiklete binme. glres, balik tutma gibi.

Gocugunuz her birine ne kadar zaman ayirir ? Gocugunuz her birinde ne kadar bagarilidir?
(7 Hig yok
Normalden 2z Normal Normalden fazla Bilmiyorum Normalden az Normal Normalden fazla Bilmiyorum
P m) a a m) m) a )
b m) m) m) 0 m) 0 ) a
c. m) m) a a m) ) m) i)

Il Gocugunuzun spor digindaki ilgi alanlarini, ugras, oyun ve aktivitelerini a, b, ¢ siklarina yaziniz. Omegin: Bilgisayar, satrang, araba,
akvaryum, el Igi, kitap, mazik aleti aimak, garki sbylemek, resim yapmak gibi (Radyo dinlemeyi ya da televizyon iziemeyi katmayiniz)

Cocugunuz her birine ne kadar zaman ayirir ? Cocugunuz her birinde ne kadar bagaridir?
(7 Hig yok
Normaliden az Normal Iden fazla Bilmiy \den az Normal Normalden fazia Biimiyorum
m) g ad m) ) ) ) m)
—— a g m] g o m) o a
c. m) a o u) u) a a o

111 Gocugunuzun dyesi oldugu kurulus, kulilp ya da takimlari a, b, ¢ siklarina yaziniz. Omegin: Spor, mizik, lzcilik, folkior gibl.
Cocugunuz her birinde ne kadar bagaridir?

(7 Hig yok
Bilmiyorum Az Aktif Normal Cok Aktif
a a a0 o m)
b. m) O 0 m)
c. 0 a a m)

IV. Gocugunuzun evde ya da ev diginda yaptig igleri a, b, ¢ giklarina yaziniz. Omegin: Gazete alma, bakkala gitme, pazara gitme, bahge-
tarla igleri, hayvancilik, elektrik- su faturas! yatirma, gocuk bakimi, sofra kurma-kaldirma, bir dikkanda galigma gibi ddeme yapilan ve

yapiimayan hergeyi katiniz.
Gocugunuz her birinde ne kadar baganlidir?

{7 Hig yok
Bilmiyorum Normalden Az Normal  Normalden Fazia
a. o u) m) o
b. 0 m) m) u)
c. m) 0 0 o

Copyright 2001 T. Achenbach, ASEBA, University of Vermont, www.ASEBA.org
Tarkge Ceviri ve Uyarlamasi Nege Erol tarafindan
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Ankara Universitesi Tip Fakiitesi Cocuk Ruh Saghig: ve Hastaliklar Anabilim Dalt 6-1-01 Baskisi-201

q

134



V. 1- Gocugunuzun yaklagik olarak kag yakin arkadag! vardir?
(Kardeglerini katmayiniz) Hig yok 1 2yada3 4 ya da fazla
< 5.0 0 g
2- Gocugunuz okul digi zamanlarda haftada kag kez
arkadaglariyla birlikte olur? (Kardeglerini katmayiniz) 1denaz 1yada 2 3 ya da daha fazla
d g g

V. Yagitlariyla kargilagtiridi§inda gocugunuzun:

Kétii Normal Sayilir Oldukga lyidir Kardesi Yoktur
a. Kardegleriyle arasi nasildir? 0 m] m} m]
b. Diger gocuklaria aras! nasildir? g a d a
¢. Size karg! davraniglar nasidir? ] 0 0 g
d. Kendi bagina oyun oynamasi ve is yapmasi nasiidir? ] ] u 0
VII. 1- Gocugunuzun okul baganisi nasildir? Gocugunuz okula gitmiyorsa liitfen nedenini belirtiniz:
Bagarisiz Orta Baganil Cok Bagaril

a. Turkee / Tark Dili Edebiyati 0 0 0 0
b. Hayat Bilgisi / Sosyal Bilgiler 0 0 d d
¢. Matematik a a 0 a
d. Fen Bilgisi a a 0 ad
Diger derslerde nasildir? Omegin: Yabanci dil, bilgisayar.
(Beden egitimi, resim ve mizigi katmayiniz)
e. 0 0 0 g
f a o a 0
g a J 0 0

2- Gocugunuz Gzel alt sinif ya da bir dzel egitim kurumunda okuyor mu?

{7 Hayr (77 Evet- Ne tiir bir sinif ya da okul?
3- Gocugunuz hig sinifta kaldi mi?

{7 Hayir (7] Evet- Kaginci sinifta ve nedeni
4- Gocugunuzun okulda ders ya da ders digi sorunlan oldu mu?

(] Hayr (] Evet- agiklayiniz

Bu sorunlar ne zaman bagladi?

Sorunlar bitti mi?

{7 Hayrr (7] Evet- Ne zaman?

Cocugunuzun herhangi bir bedensel hastaligi ya da zihinsel engeli var midir?

{7 Hayrr (7] Evet- agiklayiniz

Gocugunuzun sizi en gok iizen, kaygilandiran ve ofkelendiren dzellikleri nelerdir?

Cocugunuzun en begendiginiz dzellikleri nelerdir?
Liitfen yan sayfaya geginiz
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Asagida gocuk ve gengleri tanimlayan maddelerin bir istesi bulunmaktadir. Her bir madde gocugun gu andaki ya da son 6 ay igindeki durumunu
belitmektedir. Bir madde gocuk igin gok ya da sikiikla dogru ise 2, bazen ya da biraz dogru ise 1, hi¢ dogru degilse 0 sayilarini yuvarlak igine
aliniz. Litfen tim maddeleri isaretlemeye caliginiz. '

0: Dogru Degil (Bildiginiz kadaryla)

0

1

2

1. Yagindan gok daha gocuksu davranir

2. Anne babanin izni olmadan icki icer

3. Gok tartisan bir gocuktur

4. Bagladi§ etkinlikleri (oyunu, dersleri, isler) bitiremez

5. Hoslandigi ya da zevk aldig ok az sey vardir

6. Kakasini tuvaletten baska yerlere yapar

7. Birgeylerle oviinir, bagkalarina hava atar

8. Bir konuya odakianamaz, dikkatini uzun siire toplayamaz

9. Kafasindan atamadigi, onu rahatsiz eden bazi
digtnceler vardir (mikrop bulagma, simetri takintisi,

okul sorunlar, bilgisayar gibi)
(agiklayiniz)

10. Yerinde sakince oturamaz, ok hareketi ve huzursuzdur

11. Gereken gayreti gdstermeden, sirtini tamamen
biyiklere dayayip hergeyi onlardan bekler

12. Yalniziiktan sikayet eder

13. Kafasi karigik, zihni bulaniktir

14. Gok aglar

15. Hayvanlara eziyet eder

16. Bagkalarina eziyet eder, kot davranir, kebadayilik eder
17. Hayal kurar, hayallere dalip gider

18. Kendine bilerek zarar verdigi ya da intihar girigiminde
bulundugju olmugtur

19. Hep dikkat gekmeye caligir

20. Egyalarina zarar verir

21. Allesine ya da bagkalarina ait esyalara zarar verir
22. Evde stz dinlemez

23. Okulda stz dinlemez

24, |gtahsizdir

25. Bagka gocuklarla geginemez

26. Hatal davranigindan dolay! sugluluk duymaz, orall
olmaz, aldirmaz

27. Kolay kiskanir
28, Ev, okul ya da digler yerierde kurallara uymaz, kars! gelir
29, Baz: hayvanlardan, durumlardan (ylksek yerier), ya da
ortamiardan (asansor, karaniik gibi) korkar
(okulu katmayiniz) (agikiayiniz):
30. Okula gitmekten korkar, okul korkusu vardir
31. Kot bir gey dlginebileced ya da yapabileceginden korkar

32, Kusursuz, dort dortilk ve her konuda baganli olmasi
gerektigine inanir.

33, Kimsenin onu sevmediginden yakinir

1

1: Bazen ya da Biraz Dogru

2

2: Cok ya da Siklikia Dogru

34, Bagkalaninin ona karg! oldugu, zarar vermeye, ya da
agigini yakalamaya galigtigi hissine kapilir

35, Kendini degersiz, énemsiz ya da yetersiz hisseder
36. Bir yerlerini kaza ile sik sik incitir

37. Gok kavga gikarir, kavgaya karigir

38, Gok fazla satagilr, dalga gegilir

39. Bag belada olan kisilerle dolagir

40. Olmayan sesler ve konugmalar isitir (agiklayiniz):

41. Diglnmeden hareket eder, akiina eseni yapar

42, Bagkalanyla birikte olmakiansa yainiz oimay terci eder
43, Yalan syler, hile yapar, aldatir

44, Timaklanni yer

45, Sinirli ve gergindir

48

. Kaslan oynar, se§imeleri ve tikier vardir
(agiKiayiniz):

47. Geceleri kabus gorir

48, Bagka gocuklar tarafindan sevimez
49, Kabizlik geker

50. Gok korkak ve kaygihdir

51, Bagi doner, gdzleri kararir

52. Kendini gok suglu hisseder

53, Agin yer

54. Sebepsiz yere gok yorgun hissettigi olur

o

5. Fazla kiloludur

56. Saglik sorunu olmadigi halde ;

a. Agni ve sizilardan yakinir (bag ve karin agns! diginda)
b. Bagagriarindan yakinir (gikayet eder)

¢. Bulanti, kusma duygusu olur

d. Gozle ilgil gikayetleri olur (Gozllk, lens kullanma
diginda) (agiklayiniz):

¢. Dokiintdl, pullanma ya da bagka cilt hastaligi olur
f. Mide- karin agnsindan gikayet eder
g. Kusmalar olur

h. Diger (agiklayiniz):
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Asagida gocuk ve gengleri tanimlayan maddelerin bir istesi bulunmaktadir. Her bir madde gocugun gu andaki ya da son 6 ay igindeki durumunu
belitmektedir. Bir madde gocuk igin gok ya da sikiikla dogru ise 2, bazen ya da biraz dogru ise 1, hi¢ dogru degilse 0 sayilarini yuvarlak igine
aliniz. Litfen tim maddeleri isaretlemeye caliginiz. '

0: Dogru Degil (Bildiginiz kadaryla)

0

1

2

1. Yagindan gok daha gocuksu davranir

2. Anne babanin izni olmadan icki icer

3. Gok tartisan bir gocuktur

4. Bagladi§ etkinlikleri (oyunu, dersleri, isler) bitiremez

5. Hoslandigi ya da zevk aldig ok az sey vardir

6. Kakasini tuvaletten baska yerlere yapar

7. Birgeylerle oviinir, bagkalarina hava atar

8. Bir konuya odakianamaz, dikkatini uzun siire toplayamaz

9. Kafasindan atamadigi, onu rahatsiz eden bazi
digtnceler vardir (mikrop bulagma, simetri takintisi,

okul sorunlar, bilgisayar gibi)
(agiklayiniz)

10. Yerinde sakince oturamaz, ok hareketi ve huzursuzdur

11. Gereken gayreti gdstermeden, sirtini tamamen
biyiklere dayayip hergeyi onlardan bekler

12. Yalniziiktan sikayet eder

13. Kafasi karigik, zihni bulaniktir

14. Gok aglar

15. Hayvanlara eziyet eder

16. Bagkalarina eziyet eder, kot davranir, kebadayilik eder
17. Hayal kurar, hayallere dalip gider

18. Kendine bilerek zarar verdigi ya da intihar girigiminde
bulundugju olmugtur

19. Hep dikkat gekmeye caligir

20. Egyalarina zarar verir

21. Allesine ya da bagkalarina ait esyalara zarar verir
22. Evde stz dinlemez

23. Okulda stz dinlemez

24, |gtahsizdir

25. Bagka gocuklarla geginemez

26. Hatal davranigindan dolay! sugluluk duymaz, orall
olmaz, aldirmaz

27. Kolay kiskanir
28, Ev, okul ya da digler yerierde kurallara uymaz, kars! gelir
29, Baz: hayvanlardan, durumlardan (ylksek yerier), ya da
ortamiardan (asansor, karaniik gibi) korkar
(okulu katmayiniz) (agikiayiniz):
30. Okula gitmekten korkar, okul korkusu vardir
31. Kot bir gey dlginebileced ya da yapabileceginden korkar

32, Kusursuz, dort dortilk ve her konuda baganli olmasi
gerektigine inanir.

33, Kimsenin onu sevmediginden yakinir

1

1: Bazen ya da Biraz Dogru

2

2: Cok ya da Siklikia Dogru

34, Bagkalaninin ona karg! oldugu, zarar vermeye, ya da
agigini yakalamaya galigtigi hissine kapilir

35, Kendini degersiz, énemsiz ya da yetersiz hisseder
36. Bir yerlerini kaza ile sik sik incitir

37. Gok kavga gikarir, kavgaya karigir

38, Gok fazla satagilr, dalga gegilir

39. Bag belada olan kisilerle dolagir

40. Olmayan sesler ve konugmalar isitir (agiklayiniz):

41. Diglnmeden hareket eder, akiina eseni yapar

42, Bagkalanyla birikte olmakiansa yainiz oimay terci eder
43, Yalan syler, hile yapar, aldatir

44, Timaklanni yer

45, Sinirli ve gergindir

48

. Kaslan oynar, se§imeleri ve tikier vardir
(agiKiayiniz):

47. Geceleri kabus gorir

48, Bagka gocuklar tarafindan sevimez
49, Kabizlik geker

50. Gok korkak ve kaygihdir

51, Bagi doner, gdzleri kararir

52. Kendini gok suglu hisseder

53, Agin yer

54. Sebepsiz yere gok yorgun hissettigi olur

o

5. Fazla kiloludur

56. Saglik sorunu olmadigi halde ;

a. Agni ve sizilardan yakinir (bag ve karin agns! diginda)
b. Bagagriarindan yakinir (gikayet eder)

¢. Bulanti, kusma duygusu olur

d. Gozle ilgil gikayetleri olur (Gozllk, lens kullanma
diginda) (agiklayiniz):

¢. Dokiintdl, pullanma ya da bagka cilt hastaligi olur
f. Mide- karin agnsindan gikayet eder
g. Kusmalar olur

h. Diger (agiklayiniz):
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