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Abstract 

In the midst of the current changes in family structure, increasing school violence, and children spending more time socializing with media than with 

people, developing social skills in young children have been a continual challenge.  Additionally, children who have experienced trauma, have ADHD 

or Autism, or have a challenging home environment, also struggle to relate to others in healthy ways. The language of young children is play. Through-

out history, children have learned social norms, roles, as well as social skills through play. This article will review the Play is Hard Work social skills 

group for four to six-year-old children. This group utilizes games and playful interaction to allow children to connect with each other in meaningful 

ways. Children are intentionally given opportunities to dysregulate their emotions so that they may then be taught skills to regulate them. Some of the 

therapeutic interventions drawn upon include: Trust Based Relational Intervention (TBRI), child centered play therapy, Theraplay, and adventure-

based counseling. The ultimate goal of this play group is to help children enter the classroom with the skills needed to be more productive and success-

ful, as well as having the skills they need to become fully integrated into their family life. Children become connected and successful by using the 

learned skills of self-regulation, problem solving, sharing, teamwork, giving and receiving care, perspective taking, negotiation, and showing respect. 

The content and theoretical practices used in the social skills group are discussed. 
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1 Introduction  

Social play should be one of the most intuitive activities for 

children, and yet, countless children have difficulty making friends, get-

ting along with others, waiting their turn, and taking turns. Social skills 

are a key component to satisfying play. According to Lynch and Simpson 

(2010), “Social skills are behaviors that promote positive interaction with 

others and the environment” (p. 3). Some of these skills include: showing 

empathy, communicating with others, participating in group activities, 

generosity, helpfulness, negotiating, and problem solving (Lynch & Simp-

son, 2010). Other examples of social skills include: making eye contact, 

initiating interactions with others, maintaining reciprocal conversation, 

and understanding and using nonverbal communication such as gestures 

and facial expressions (Bohlander, Orlich, & Varley, 2012). Social skills 

help children get along with others, make friends, and develop healthy re-

lationships. They enable individuals to interact appropriately with others 

throughout their lives (Green, 2018). Social skills are considered key 

building blocks in overall adaptation and adjustment (Matson & Fodstad, 

2010). They are developed in children through play and interactions with 

others, observing others, and modeling the behavior of others. Playing al-

lows children the opportunity to develop, improve, and learn a vast array 

of social skills. For children who are socially isolated, play offers im-

portant occasions for social interactions and skill development (Lynch & 

Simpson, 2010). Many children with disorders such as attention-defi-

cit/hyperactivity disorder (ADHD) and autism spectrum disorder (ASD) 

tend to show deficits in these social skills. Additionally, children and ad-

olescence with a diagnosis of oppositional defiant disorder (ODD) also 

experience significant impairments across several domains of social func-

tioning. Children with ODD tend to display more negative play behaviors 
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and less social competence when compared to children without ODD 

(Greene et al., 2002).  

Furthermore, children with these diagnoses, along with those 

who have sensory processing issues often struggle with self-regulation. 

Self-regulation is important, as children rely on self-regulation skills in 

school and in everyday life. Self-regulation and self-control can be easily 

confused. While the two are related, they are not the same thing. Self-

control is primarily a social skill, which children use to keep their behav-

iors, emotions, and impulses in check. Self-regulation is a different type 

of skill (Morin, n.d.). Self-regulation is the ability to manage emotions and 

behavior in accordance with the demands of the situation. It is a set of 

skills that enables children to direct their own behavior towards a goal, 

despite the unpredictability of the world (Child Mind Institute, 2018). 

Self-regulation allows children to manage their emotions, behavior, and 

body movements when they are faced with a situation that is tough to han-

dle and allows them to do so while remaining focused and paying atten-

tion. Children who are able to self-regulate know how to calm themselves 

down when they get upset, resist giving into frustrated outbursts, and be 

flexible when expectations change (Morin, n.d.). Despite its value and im-

portance, children with a diagnosis of ADHD or ASD, or any other disor-

ders that affect executive functioning and sensory processing, have diffi-

culty with self-regulation, along with social skills. For children diagnosed 

with these disorders, play is especially important. 

One of the most commonly used interventions for young chil-

dren with social deficits is social skills training, many of which include 

play therapy techniques (Bohlander et al., 2012). Play is one of the best 

ways for children to learn social skills because children learn best when 

they are having fun. While social skills training may be individual, or 

group based, there are several benefits to using a group format when ap-

plying the intervention to children. In a group format, children can learn 

from each other, encourage each other, solve problems together, and share 

joys and disappointments. Group play interventions offer a dynamic ap-

proach for developing and refining social skills for children (Reddy, 

2012). Group work allows children and adolescents the opportunities to 

maximize their self-control and practice their social skills within the con-

text of a controlled environment (Rose & Anketell, 2009). Group play in-

terventions can create a “teaching social laboratory” for children. The 

group serves as a practice arena in which children can experiment with old 

and new behaviors, identify feelings and behaviors in themselves and oth-

ers, and learn how their behaviors affect others as well as the environment 

(Reddy, 2012).  

 

Attention-Deficit/Hyperactivity Disorder 

Attention-deficit/hyperactivity disorder is a mental disorder 

characterized by three core symptoms: inattention, hyperactivity, and im-

pulsivity. ADHD is one of the most common disorders among children, 

affecting 3-7% of the school population (Kilgus, Maxmen, & Ward, 

2015). Children with a diagnosis of ADHD tend to be physically overac-

tive, distracted, disorganized, impulsive, and forgetful. They tend to 

fidget, talk excessively, take unnecessary risks, and interrupt others. They 

also have difficulty paying attention, waiting their turn, and staying on 

task (Centers for Disease Control and Prevention [CDC], 2017). Due to 

these behaviors, it is often difficult for children with ADHD to make 

friends and have successful social interactions. Attention-deficit/hyperac-

tivity disorder permeates every aspect of a child’s life. For the complete 

diagnostic criteria for ADHD, refer to Table A1.  

 

Autism Spectrum Disorder 

According to the Centers for Disease Control and Prevention 

(CDC, 2018), ASD is a “developmental disability that can cause signifi-

cant social, communication, and behavioral challenges” (para. 1). Prior to 

the fifth edition of the Diagnostic and Statistical Manual of Mental Disor-

ders (DSM-5), conditions such as autistic disorder, pervasive developmen-

tal disorder not otherwise specified (PDD-NOS), and Asperger syndrome 

were diagnosed separately. Now, these conditions are all referred to ASD. 

Individuals with ASD tend to have different ways of learning, paying at-

tention, communicating, behaving, interacting, and reacting to things 

when compared to other people (CDC, 2018). The nature of the symptoms 

of ASD leads to shortfalls in social abilities. In fact, social issues are one 

of the most common symptoms in all types of ASD (CDC, 2015; Cotugno, 

2009). 

Children with ASD present with a range of behaviors including 

an inability to understand and interpret nonverbal behaviors in others, a 

failure to develop age-appropriate peer relationships, a lack of interest or 

enjoyment in social interactions, and a lack of social or emotional reci-

procity (Cotugno, 2009). Children with ASD tend to avoid eye contact, 

have trouble relating to others, have difficulty expressing needs using typ-

ical words or motions, and have unusual reactions to the way things smell, 

taste, feel, or sound. They often repeat actions over and over again, and 

echo words or phrases. They also have trouble adapting to change (CDC, 

2018). Due to these issues, children with ASD often avoid social contacts, 

experience an over-arousal in social situations, and demonstrate an inabil-

ity to understand and follow social rules and expectations. These issues 

create significant problems in engaging in normal and typical peer social 

interactions, which often result in tacit or explicit social rejection 

(Cotugno, 2009). For the complete diagnostic criteria for ASD, refer to 

Table A2. 

The Importance of Play 

According to Landreth (2012), “The natural medium of com-

munication for children is play and activity” (p. 7). The toys are viewed 

as a child’s words and play is considered a child’s language (Landreth & 

Bratton, 1999; Landreth, 2012). Using play, therapists may help children 

learn more adaptive behaviors, especially when emotional or social skill 

deficits are present (Pedro-Carroll & Reddy, 2005). Play allows children 

to use their creativity while developing their imagination, dexterity, and 

physical, emotional, and cognitive strength. It is essential to development 

because it contributes to the cognitive, physical, social, and emotional 

well-being of children (Ginsburg, 2007). For children, play is a medium 

of expressing feelings, exploring relationships, describing experiences, 

and disclosing wishes. Developmentally, children lack the cognitive, ver-

bal facility to express what they feel, and emotionally are unable to focus 

on the intensity of what they feel in a manner that can be adequately ex-

pressed in a verbal exchange. Therefore, children express themselves 

more fully and more directly through self-initiated, spontaneous play. 

Children are able to use toys to say what they are unable to say and do 

things they would feel uncomfortable doing. Feelings and attitudes that 

are too threatening for a child to express directly can be safely projected 
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through self-chosen toys. Play is considered the concrete expression of the 

child and is the child’s way of coping with his or her world (Landreth, 

2012). While there are many different approaches to teach children social 

skills, this article specifically looks at the efficacy of social skills groups 

that use therapeutic techniques that integrate play. 

Play Therapy 

The Association for Play Therapy (1997) defines play therapy 

as “the systematic use of a theoretical model to establish an interpersonal 

process wherein trained play therapists use the therapeutic powers of play 

to help clients prevent or resolve psychosocial difficulties and achieve op-

timal growth and development” (p. 7). Through play therapy, children 

learn to communicate with others, express feelings, modify behavior, and 

develop problem-solving skills, as well as learn a variety of ways of relat-

ing to others. For children, play provides a safe psychological distance 

from their problems, and allows expression of thoughts and feelings that 

are appropriate to their development (Association for Play Therapy, 

2016). Play therapy involves the use of specific directive or non-directive 

techniques to teach children the cognitive and behavioral skills that they 

may be lacking.  

Theraplay 

Theraplay is an “engaging, playful, relationship-focused treat-

ment method that is interactive, physical, personal, and fun” (Booth & 

Jernberg, 2010, p. 3). It is a short-term attachment-based intervention that 

uses elements of play therapy to strengthen parent-child bonds and pro-

mote secure attachments, self-regulation, and communication skills in 

children (Theraplay, 2018). Theraplay interactions focus on four essential 

qualities found in parent-child relationships. These four qualities include: 

structure, engagement, nurture, and challenge (The Theraplay Institute, 

2017). The dimension of structure is especially important for children with 

ASD because it not only provides a sense of safety and predictability for 

the child, but it also allows the counselor to keep the child with them phys-

ically and emotionally. After the safety of structure is established, engage-

ment is the key Theraplay dimension when working with children with a 

diagnosis of ASD. The Theraplay principle of becoming an intriguing 

force that the child notices and takes into account is crucial because chil-

dren with ASD find it difficult to engage with others. Nurturing provides 

comfort and a sense of safety, as it is the most fundamental connection 

between human beings. Because many children with ASD have a discom-

fort with being touched, it is especially important to find nurturing activi-

ties that are truly soothing to the child. The challenge dimension of 

Theraplay is often used in small increments with children with ASD. 

Gradually introducing new activities and new challenges helps expand 

children’s range of abilities to interact with others and helps them tolerate 

a variety of new activities. Instead of overtly teaching the social skills chil-

dren with ASD lack, Theraplay helps children learn these skills in a variety 

of more subtle ways (Booth & Jernberg, 2010).  

Trust-Based Relational Intervention 

Trust-based relational intervention (TBRI) is an, “attachment-

based, trauma-informed intervention that is designed to meet the complex 

needs of vulnerable children” (Karyn Purvis Institute of Child Develop-

ment, 2018, para. 1). TBRI is an intervention grounded in attachment the-

ory. It seeks to improve outcomes for vulnerable children by helping care-

givers see the needs of children who have experienced relational trauma 

and by helping caregivers do what is necessary to meet those needs. It 

consists of three sets of principles that facilitate felt-safety, self-regulation, 

and connection. These three principles include: Empowering Principles, 

Connecting Principles, and Correcting Principles (Purvis et al., 2015). 

TBRI uses Empowering Principles to address physical needs, Connecting 

Principles for attachment needs, and Correcting Principles to disarm fear-

based behaviors and teach self-regulation (Purvis, Cross, Dansereau, & 

Parris, 2013). While the intervention is based on years of attachment, sen-

sory processing, and neuroscience research, the heartbeat of TBRI is con-

nection (Karyn Purvis Institute of Child Development, 2018). Each set of 

principles has two associated sets of strategies. Ecological strategies and 

physiological strategies are associated with Empowering Principles. Eco-

logical strategies include recognizing and managing transitions and estab-

lishing rituals, while physiological strategies include providing physical 

activity and sensory experiences, as well as meeting nutritional and hydra-

tion needs. The basic idea of Empowering Principles is that by attending 

to these principles and strategies, caregivers or adults can enhance a 

child’s capacity for self-regulation, decrease the likelihood of negative or 

disruptive incidents, and increase the likelihood of successful correcting 

and connecting. The sets of strategies associated with Connecting Princi-

ples are mindfulness awareness and engagement strategies. Mindfulness 

awareness involves awareness of the child, self, and environment. Engage-

ment strategies involve things such as valuing eye contact, healthy touch, 

and playful interaction. The Connecting Principles are essential mecha-

nisms for building trusting relationships and help both the Empowering 

and the Correcting principles work in practice. Finally, within Correcting 

Principles, there are two types of strategies: proactive and responsive. Pro-

active strategies are about balancing structure and nurture to build trust. 

They are designed to teach social skills to children during calm times. Re-

sponsive strategies provide caregivers with tools for responding to chal-

lenging behavior, such as using the IDEAL Response technique. The Cor-

recting Principles are used to deliberately shape behavior (Purvis et al., 

2015). 

Integrative Therapy 

Integrative therapy is “a combined approach to psychotherapy 

that brings together different elements of specific therapies” (Counselling 

Directory, 2018). This approach posits that counseling techniques must be 

tailored to each client’s individual needs. When applying this approach to 

therapeutic techniques that integrate play therapy, integrative therapy is 

the use of several methods of play to teach children social skills. These 

methods need to be tailored to the child’s specific needs, using empirically 

supported techniques that will help the child with their specific disorder 

and social deficits.  

 

Literature Review 

Research has shown that social skills curriculum implemented 

in a group therapy format is beneficial and effective in improving social 

skills in children and adolescents with disruptive behavior disorders 

(DBD) and/or ASD (DeRosier, Swick, Davis, McMillen, & Matthews, 

2010; Mathews, Erkfritz-Gay, Knight, Lancaster, & Kupzyk, 2013; Rose 

& Anketell, 2009). Mathews et al., (2013) investigated the effects of a 

social skills group that focused on verbal and nonverbal skills on the social 

functioning of children and adolescents with ASD or DBD. The groups 

were small, limited to a total of eight individuals in each group. When 

comparing pre- and post- test scores, results indicated an increase in all 

five skills being observed. For sharing ideas, complimenting others, offer-
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ing help and encouragement, recommending changes nicely, and exercis-

ing self-control, the mean increase was 28.6%, 20.3%, 30.7%, 29.9%, and 

23.7%, respectively. The results from the study conducted by Mathews et 

al. (2013) suggest that when skills are directly targeted with social skills 

training, participants with ASD and/or DBD perform significantly better 

than when they have not received training on a specific skill. In a study 

conducted by DeRosier et al., (2010), parents in the treatment group re-

ported improvements in children’s social skills and sense of social self-

efficacy, whereas parents in the control group reported a decline. Children 

in the intervention group also exhibited significantly greater mastery of 

social skills. The study conducted by DeRosier et al., (2010) supports the 

efficacy of a social skills group intervention for improving social behav-

iors in children with high functioning autism spectrum disorders. 

Research also recommends applying a high level of structure 

or consistency and using the same or similar routine each session when 

running a social skills group for children with ASD (Cotugno, 2009; Rose 

& Anketell, 2009). The use of a highly structured group resulted in posi-

tive parental ratings, with 60-80% of parents rating that their child found 

every session “useful” or “very useful.” The majority of improvements 

were in areas such as social difficulties, communication difficulties, and 

withdrawal (Rose & Anketell, 2009). Cotugno (2009) also found that im-

plementing a group intervention that maintained a high degree of con-

sistency from session to session, resulted in significant improvements in 

stress and anxiety management, joint attention, and flexibility and transi-

tions in children diagnosed with ASD. It should also be noted, the group 

of younger children (ages 7-8 years old) showed the greatest improvement 

on teacher-preferred and peer-preferred behavior. This group also demon-

strated a greater shift to more positive and effective ways of managing and 

coping (Cotugno, 2009). 

Allen and Barber (2015) investigated the effects of teaching 

play-based social skill strategies on off-task behaviors in young children. 

These researchers found that a focused social skills program that incor-

porated play resulted in a decrease in off-task behaviors in children ages 

five and six years old. The program allowed the students to learn how to 

express themselves and develop interpersonal skills by practicing social 

skills through play activities. The group format helped the boys practice 

their social skills in a safe, non-threatening environment that allowed for 

free expression and understanding among group members (Allen & Bar-

ber 2015).  

In addition to specific approaches, chewing gum is also bene-

ficial for children with ADHD or ASD. There are many therapeutic uses 

of chewing gum. Chewing gum tends to provide the right kind of sensory 

feedback that some children crave. Nearly all children chew gum, and in 

doing so, a child with ASD may avert social stigmatization that may be a 

cause of concern (Stillman, 2007). Additionally, chewing gum can relieve 

stress, increase attentiveness, boost concentration, and aid in accessing 

memory (Allen & Smith, 2012; Johnson, Muneem, & Miles, 2013; Still-

man, 2007). Allen and Smith (2012) investigated the benefits of chewing 

gun on alertness and attention. They found that chewing gun increased 

reported alertness and hedonic tone and improved performance on the cat-

egoric search task. These results suggest that chewing gum has a positive 

effect on selective attention. Additionally, Johnson et al. (2013) examined 

the effects of chewing gum on sustained attention and associated changes 

in subjective alertness. Following the chewing of gum, subjective 

measures of alertness, contentedness, and calmness were all higher. The 

findings indicate that chewing gum was associated with improved atten-

tional task performance. These results support and show the benefits of 

chewing gum.  

Research has also shown that social skills groups and play ther-

apy are effective in addressing behavioral problems and social deficits in 

children with ADHD (Gol & Jarus, 2007; Robinson, Simpson, & Hott, 

2017; Wilkes-Gillan, Bundy, Cordier, Lincoln & Chen, 2016). Wilkes-

Gillan et al. (2016) completed a randomized controlled trial to test the ef-

ficacy of play therapy techniques on developing social skills in 29 children 

with ADHD. Playfulness and social skills were measured using the Test 

of Playfulness (ToP). The study found that all of the participants’ mean 

ToP scores improved significantly following treatment. More specifically 

and relevant to this current study, the social items on the ToP scale showed 

a significant increase. These findings support the use of peer and parent 

mediated play therapy as a means to increase social skills in children with 

ADHD. Robinson et al. (2017) conducted a study on the effects of six 

weeks of child-centered play therapy on the behavior performance of three 

first-grade students with a diagnosis of ADHD. Even though only two par-

ticipants completed the entire six weeks, the results of all participants in 

the study are significant and relevant. One participant only completed two 

weeks of the study, however his results were promising. Out of all three 

participants, his behavior was most severe. Even with an impending move 

and the birth of a younger sibling, he showed positive changes in six out 

of 10 subscales on the Direct Observation Form (DOF) after only one 

week of treatment. This suggests that child-centered play therapy helped 

him cope with stressors and changes in and outside of school. For the two 

participants who completed all six weeks of treatment, results showed im-

provement on seven out of 10 subscales on the DOF. These findings 

demonstrate that child-centered play therapy in most effective in reducing 

severe behaviors in children with ADHD (Robinson et al., 2017).  

Tucker, Schieffer, Wills, Hull, and Murphy (2017) investi-

gated the effects of group-based Theraplay on social-emotional skills in 

at-risk preschool students. Following the intervention, they found that stu-

dents in the play-based groups improved significantly in social-emotional 

skills, behavioral regulation, problem-solving, and fine motor control. 

Tucker et al. (2017) noted that specific improvements occurred in domains 

of managing feelings, cooperation, accepting limits, peer interactions and 

friendships, and solving social problems. Siu (2014) also found a Group 

Theraplay program to be effective in enhancing social skills among chil-

dren with developmental disabilities. Compared to those in the control 

group, children in the intervention group showed significant improve-

ments in social cognition, social awareness, social communication, and 

social motivation. The greatest pre- to postintervention differences were 

found in social motivation and social communication, which included 

skills such as picking up social cues and learning to reciprocate social be-

havior. Results from Siu (2014) and Tucker et al. (2017) show that the 

more positive experience children have in working with others and the 

more comfortable they are in attending to and caring for one another, the 

more successful they are in their social relationships. These studies sup-

port the effectiveness of using Theraplay techniques in a group format as 

a method of improving social skills in children.  

2 Method 
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Participant 

Participants in this study were randomly selected from a rural 

community in Florida. Participants included six boys and six girls (n=12) 

with an age range of 4 to 6 years old. Of these participants, six children 

were diagnosed as having ASD and attachment disorder, four were diag-

nosed as having ADHD, one participant was diagnosed as having ODD, 

and one participant was neurotypical but showed signs of social difficul-

ties. Additionally, it should be noted that five of the participants have a 

significant history of early childhood trauma. All participants attended a 

total of 10 two-hour group sessions every other week.  

Instrument 

The Test of Playfulness (ToP) was utilized to rate participants’ 

level of playfulness and social skills both before and after the social skills 

intervention was held. This 29-item measure uses observational data col-

lected by researchers involved in the group to determine the changes in 

each child’s social behavior during play. The ToP uses a 4-point scale to 

score the extent, intensity, and skillfulness of each area of social skills 

while observing peer-to-peer play interactions. For the purpose of this 

study, only the data gained through the ToP on the nine items that relate 

to the development of social skills will be utilized. These nine items in-

clude: the skill of initiating social interactions, the skill of negotiating, the 

skill of sharing, the skill of supporting another, the extent of time engaged 

in social interactions, the intensity of involvement with another in social 

interactions, the social skill when interacting with another, the skill of giv-

ing verbal and non-verbal cues, and the skill of responding to others’ ver-

bal and non-verbal cues (Wilkes-Gillan et al., 2016). The nine items that 

rate social skills on the ToP can be gauged by their extent, intensity, or 

skill. The ToP does not measure the extent, intensity, and skill for all of 

these nine items, it is dependent on which item is being rated. Extent is 

rated on a scale ranging from: N/A= not applicable, 0= rarely or never, 1= 

some of the time, 2= much of the time, and 3= almost always. Intensity is 

rated by: N/A= not applicable, 0= not, 1= mildly, 2=moderately, and 3= 

highly. Skill is rated by: N/A= not applicable, 0= unskilled, 1= slightly 

skilled, 2= moderately skilled, and 3=highly skilled. For a list of items that 

rate participant social skills and whether extent, intensity, and skill are 

rated for the item, refer to Table 3. This measure was chosen due to its 

empirically supported inter-rater reliability, moderate test-retest reliabil-

ity, and inter-rater reliability coefficients (.50-.89).  

Table 3  

ToP Scoring of Social Items  

ToP Items Measuring Social Skills  

Item  Extent  Intensity  Skill  

1.Incorporates 

objects or other 

people in play  

      

2. Negotiates 

with others to 

have needs/de-

sires met  

      

3. Engages in 

social play  
      

4. Supports 

play of others  
      

5. Enters a 

group already 

engaged in an 

activity  

      

6. Initiates play 

with others  
      

7. Shares (toys, 

equipment, 

friends, ideas)  

      

8. Gives readily 

understandable 

cues (facial, 

verbal, body) 

that say, “This 

is how you 

should act to-

wards me”  

      

9. Responds to 

others’ cues  
      

 

Design  

This study utilized a pretest-posttest design with a random 

sample of children ages four to six years old. The dependent variable was 

the participants’ social skills based on their ToP scores while the inde-

pendent variable was the treatment plan which involved a social skills 

group that utilized an integrative approach to play therapy. The baseline 

was found using the participants’ ToP scores prior to the intervention, 

while the results were found using the posttest ToP scores. The pretest and 

posttest data were then compared to find the significance in the change of 

scores.   

Procedure 

The trials consisted of 10 bi-weekly two-hour sessions led by 

a licensed mental health professional along with assistance from other 

trained mental health professionals. Each session began with an “opening 

circle” in which the three rules were discussed and reviewed. The three 

rules included: no hurts (the children explained what that meant), stick 

together (the children were assigned a partner or team), and have fun 

(above all, it is important for learning to be fun). Following the discussion 

of rules, the children were asked if anyone needed bubble gum. This is 

very important as it is calming for children and requires working strong 

muscles to move it around. Due to its beneficial effects, the children were 

allowed have and chew gum throughout the group sessions. Group leaders 

asked participants to complete a variety of tasks that come from an inte-

grative approach. These sessions utilized techniques from child-centered 
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play therapy, cognitive behavioral therapy (CBT), adventure-based coun-

seling, Theraplay, group therapy, and TBRI. The tasks were meant to im-

prove the social skills and behavioral problems of the children involved in 

the group. There were also various tasks meant to improve the home life 

skills of the children to help integrate them fully into their home life. For 

a complete list of the tasks and their purposes utilized in this group, refer 

to Table 4.  

Activities Utilized in Session and Their Purpose  

Skill Activity/Task Completed 

Self-regulation  Pass the giant water beads; Blow on 

your soup; Silly string outside; Red 

light green light 

Establishment of bound-

aries 

Pass the giant water beads; Discuss 

group rules 

Cooperation Team Giant Jenga; Team builds a 

tower with materials 

Problem Solving Team Giant Jenga; Off the ground 

(walk around without touching 

ground using tools) 

Sensory dysregulation Crash and bump 

Teamwork** Clean up backyard with plastic balls; 

Giant team memory game; Treasure 

hunt puzzle pieces; Off the ground 

Focus Giant team memory game; Red 

handed circle game (child stands in 

center and guesses who has red mar-

ble); Disappearing Act (memorize 

items on table, close eyes, open eyes, 

see what is missing) 

Memory Giant team memory game; Disap-

pearing Act 

Accepting No Silly String outside 

Waiting their turn** Crash and Bump 

Identify Zones  Zones of regulation puppets 

Home living skills Set the table; Refrigerator/cabinet 

game (Where does the food go?) 

Compliance  Red light green light 

Being able to give/re-

ceive care** 

Place band aids on each other 

Socialization** Staring contest with teams of two; 

Name game (sit in a circle, pass ball 

to person and say their name) 

Attunement Staring contest with teams of two; 

Mirroring (facing each other and mir-

roring movements) 

Engaging even when un-

comfortable** 

Staring contest with teams of two 

Perspective Taking** Feelings Charades; Self-portrait (dis-

cuss emotions expressed) 

Self-Esteem  Rock climbing wall; Outside fun day 

Negotiation  Bubble gum/sucker choice as oppor-

tunity to use skill 

Showing Respect Asking permission before touching 

someone else 

* Identifies activities specifically meant for increasing social skills defi-

cits in participants  

3 Results 

When analyzing the data from the pretest and posttest, the re-

sults of this study demonstrate that the ten-week structured social skills 

group using an integrative approach to play therapy increased scores of all 

participants by at least one degree. The extent, intensity, and skill of each 

of the nine items that test social skills on the ToP all showed an increase 

of one degree, where applicable. For a comparison of pretest and posttest 

ToP scores of participants, refer to Table 5. Of special interest, one result 

to note is that one participant that is diagnosed with ASD with selective 

mutism was able to use four words without the assistance of other tradi-

tional therapies, such as ABA therapy or speech therapy, following this 

treatment. 

 

Table 5. 

Pretest and Post Test ToP Scores  

Mean of Pre-Test ToP Scores  Mean of Post Test ToP Scores  

Item  Extent  Inten-

sity  

Skill  Item  Extent  Inten-

sity  

Skill  

Item 1  .8   .6 Item 1  1.6   1.5 

Item 2      .75 Item 2      1.25 

Item 3  1.08 .75 .6 Item 3  2.08 1.75 1.6 

Item 4      .5 Item 4      1.4 

Item 5      .6 Item 5      1.5 

Item 6      .8 Item 6      1.8 

Item 7      .9 Item 7      1.75 

Item 8  .75   .6 Item 8  1.8   1.6 

Item 9      .75 Item 9      1.4 

 

3.1 Discussion 

 

The current study investigated the effects of the Play is Hard 

Work social skills group on children ages four to six years old identified 

as having social deficits or impairments in social functioning. The Play is 

Hard Work social skills group is an integrative approach that utilizes tech-

niques from child-centered play therapy, adventure-based counseling, 

group therapy, TBRI, and Theraplay. The purpose of the group was to help 

children gain or improve social skills and behaviors, which would allow 

them to live more productive and successful lives in a variety of settings. 

The findings of this study show that the Play is Hard Work social skills 

group is successful in improving children’s social skills.. Following the 

group, the children displayed more positive behaviors. All participants 

showed an increase of at least one degree on the ToP. The results indicate 

that following participation in the group, the children showed improve-

ments in skills such as self-regulation, problem-solving, sharing, team-

work, negotiation, showing respect, and giving and receiving care. By 

gaining such skills, children are better able to interact and connect with 

others in meaningful ways. Aside from being able to successfully interact 

with others, the skills gained in the Play is Hard Work social skills group 

allow children to become better integrated into their family life and be 

more productive in the classroom. By learning, understanding, and effec-

tively using skills such as showing respect, self-regulation, accepting no, 
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and being able to give and receive care, children are able to integrate them-

selves into their home life in a more successful and positive manner. Mas-

tering and using skills such as negotiation, socialization, cooperation, 

waiting turns, self-esteem, and engaging even when uncomfortable allow 

children the opportunity to successfully and effectively form meaningful 

relationships with others around them, including peers and adults. The 

findings from this study also align with previous research (Allen & Barber, 

2015; DeRosier et al., 2010; Gol & Jarus, 2007). The results of this study 

demonstrate the importance and effectiveness of using an integrative ap-

proach which specifically included play techniques, as a way to increase 

social skills in children with a diagnosis of ASD, ADHD, or other related 

disorders, as well as those who display or present with social deficits. 

These findings can serve as a guide for future practitioners who wish to 

address and improve young children’s impairments in social functioning.  

 

 

Conflict of Interest: none declared. 

References 

Allen, A. P., & Smith, A. P. (2012). Effects of chewing gum and time-

on-task on alertness and attention. Nutritional Neuroscience, 

15(4), 176-185. doi:10.1179/1476830512Y.0000000009  

Allen, K. B., & Barber, C. R. (2015). Examining the use of play activi-

ties to increase appropriate classroom behaviors. Interna-

tional Journal of Play Therapy, 24(1), 1-12. 

doi:10.1037/a0038466  

American Psychiatric Association. (2013). Desk reference to the diag-

nostic criteria from DSM-5. Arlington, VA: American Psy-

chiatric Publishing. 

Association for Play Therapy. (2016). Play therapy makes a difference. 

Retrieved from https://www.a4pt.org/general/cus-

tom.asp?page=PTMakesADifference 

Association for Play Therapy. (1997). A definition of play therapy. The 

Association for Play Therapy Newsletter, 16(1), 7.  

Booth, P. B., & Jernberg, A. M. (2010). Theraplay: Helping parents and 

children build better relationships through attachment-based 

play (3rd ed.). San Francisco, CA: Jossey-Bass  

Bohlander, A. J., Orlich, F., & Varley, C. K. (2012). Social skills train-

ing for children with autism. Pediatric Clinics of North Amer-

ican, 59(1), 165-174. doi:10.1016/j.pcl.2011.10.001  

Centers for Disease Control and Prevention. (2018, May). Basics about 

ASD. Retrieved May 20, 2018, from 

https://www.cdc.gov/ncbddd/autism/facts.html  

Centers for Disease Control and Prevention. (2017, May). Basic infor-

mation. Retrieved May 24, 2018, from 

https://www.cdc.gov/ncbddd/adhd/facts.html  

Centers for Disease Control and Prevention. (2015, February). Signs and 

symptoms. Retrieved May 20, 2010, from 

https://www.cdc.gov/ncbddd/autism/signs.html 

Child Mind Institute. (2018). How can we help kids with self-regulation? 

Retrieved June 01, 2018, from https://childmind.org/arti-

cle/can-help-kids-self-regulation/  

Cotugno, A. J. (2009). Social competence and social skills training and 

intervention for children with autism spectrum disorders. 

Journal or Autism and Developmental Disorders, 39(9), 

1268-1277. doi:10.1007/s10803-009-0741-4  

Counselling Directory. (2018). Integrative therapy. Retrieved from 

http://www.counsellingdirectory.org.uk/integrative-ther-

apy.html  

DeRosier, M. E., Swick, D. C., Davis, N. O., McMillen, J. S., & Mat-

thews, R. (2010). The efficacy of a social skills group inter-

vention for improving social behaviors in children with high 

functioning autism spectrum disorders. Journal of Autism and 

Developmental Disorders, 41(8), 1033-1043. 

doi:10.1007/s10803-010-1128-2  

Ginsburg, K. R. (2007). The Importance of play in promoting healthy 

child development and maintaining strong parent-child 

bonds. Pediatrics, 119(1), 182-191. doi:10.1542/peds.2006-

2697 

Gol, D., & Jarus, T. (2007). Effect of a social skills training group on 

everyday activities of children with attention-deficit-hyperac-

tivity-disorder. Developmental Medicine & Child Neurology, 

47(8), 539-545. doi:10.1111/j.1469-8749.2005.tb01188.x  

Green, E. (2018). Championships are won at practice, mastering social 

skills is just the same! Retrieved from Boys Town Training 

Website http://www.boystowntraining.org/why-are-social-

skills-important.html  

Greene, R. W., Biederman, J., Zerwas, S., Monuteaux, M. C., Goring, J. 

C., & Faraone, S. V. (2002). Psychiatric comorbidity, family 

dysfunction, and social impairment in referred youth with op-

positional defiant disorder. American Journal of Psychiatry, 

159(7), 1214-1224.  

Johnson, A. J., Muneem, M., & Miles, C. (2013). Chewing gum benefits 

sustained attention in the absence of task degradation. Nutri-

tional Neuroscience, 16(4), 153-159. 

doi:10.1179/1476830512Y.0000000041  

Karyn Purvis Institute of Child Development. (2018). TBRI. Retrieved 

from https://child.tcu.edu/about-us/tbri/#sthash.4JHit-

wbM.dpbs 

Killgus, M. D., Maxmen, J. S., & Ward, N. G. (2015). Essential psycho-

pathology and its treatment (4th ed.). New York: W.W. Nor-

ton & Company. 

Landreth, G. L. (2012). Play therapy: The art of the relationship (3rd 

ed.). New York, NY: Routledge. 

Landreth, G., & Bratton, S. (1999). Play therapy. Greensboro, NC: ERIC 

Clearinghouse on Counseling and Student Services. (ERIC 

Document Reproduction Service No. 430172) 

Lynch, S., & Simpson, C. (2010). Social skills: Laying the foundation 

for success. Dimensions of Early Childhood, 38(2). Retrieved 

from https://southernearlychildhood.org/upload/pdf/So-

cial_Skills_Laying_the_Foundation_for_Success_Sha-

ron_A_Lynch_and_Cynthia_G_Simpson_Volume_38_Is-

sue_2_1.pdf  

Mathews, T. L., Erkfritz-Gay, K. N., Knight, J., Lancaster, B. M., & 

Kupzyk, K. A. (2013). The effects of social skills training on 

children with autism spectrum disorder and disruptive behav-

ior disorders. Children’s Health Care, 42(4), 311-322. 

doi:10.1080/02739615.2013.842458  

https://www.a4pt.org/general/custom.asp?page=PTMakesADifference
https://www.a4pt.org/general/custom.asp?page=PTMakesADifference
https://www.cdc.gov/ncbddd/autism/facts.html
https://www.cdc.gov/ncbddd/adhd/facts.html
https://www.cdc.gov/ncbddd/autism/signs.html
https://childmind.org/article/can-help-kids-self-regulation/
https://childmind.org/article/can-help-kids-self-regulation/
http://www.counsellingdirectory.org.uk/integrative-therapy.html
http://www.counsellingdirectory.org.uk/integrative-therapy.html
http://www.boystowntraining.org/why-are-social-skills-important.html
http://www.boystowntraining.org/why-are-social-skills-important.html
https://child.tcu.edu/about-us/tbri/#sthash.4JHitwbM.dpbs
https://child.tcu.edu/about-us/tbri/#sthash.4JHitwbM.dpbs
https://southernearlychildhood.org/upload/pdf/Social_Skills_Laying_the_Foundation_for_Success_Sharon_A_Lynch_and_Cynthia_G_Simpson_Volume_38_Issue_2_1.pdf
https://southernearlychildhood.org/upload/pdf/Social_Skills_Laying_the_Foundation_for_Success_Sharon_A_Lynch_and_Cynthia_G_Simpson_Volume_38_Issue_2_1.pdf
https://southernearlychildhood.org/upload/pdf/Social_Skills_Laying_the_Foundation_for_Success_Sharon_A_Lynch_and_Cynthia_G_Simpson_Volume_38_Issue_2_1.pdf
https://southernearlychildhood.org/upload/pdf/Social_Skills_Laying_the_Foundation_for_Success_Sharon_A_Lynch_and_Cynthia_G_Simpson_Volume_38_Issue_2_1.pdf


Play is Hard Work 

75 

 

Matson, J. L., & Fodstad, J. C. (2010). Teaching social skills to develop-

mentally delayed preschoolers. Play Therapy for Preschool 

Children, 301-322. doi:10.1037/12060-014  

Morin, A. (n.d.). Trouble with self-regulation: What you need to know. 

Retrieved from https://www.understood.org/en/learning-at-

tention-issues/child-learning-disabilities/sensory-processing-

issues/trouble-with-self-regulation-what-you-need-to-know  

Pedro-Carroll, J., & Reddy, L. (2005). A preventive play intervention to 

foster children's resilience in the aftermath of divorce. In L. 

Reddy, T. Files-Hall, & C. Schaefer (Eds.), Empirically based 

play interventions for children. (pp.51-75). Washington, DC: 

American Psychological Association. 

Purvis, K. B., Razuri, E. B., Howard, A. R., Call, C. D., Deluna, J. H., 

Hall, J. S., & Cross, D. R. (2015). Decrease in behavioral 

problems and trauma symptoms among at-risk adopted chil-

dren following trauma-informed parent training intervention. 

Journal of Child & Adolescent Trauma,8(3), 201-210. 

doi:10.1007/s40653-015-0055-y 

Purvis, K. B., Cross, D. R., Dansereau, D. F., & Parris, S. R. (2013). 

Trust-Based Relational Intervention (TBRI): A systemic ap-

proach to complex developmental trauma. Child & Youth Ser-

vices,34(4), 360-386. doi:10.1080/0145935x.2013.859906   

Reddy, L. A. (2012). Grounding group play interventions for children in 

research. In Group play interventions for children: Strategies 

for teaching prosocial skills (pp. 9-15). Washington, DC, US: 

American Psychological Association. doi:10.1037/13093-001  

Robinson, A., Simpson, C., & Hott, B. L. (2017). The effects of child-

centered play therapy on the behavioral performance of three 

first grade students with ADHD. International Journal of Play 

Therapy, 26(2), 73-83. doi:10.1037/pla0000047 

Rose, R., & Anketell, C. (2009). The benefits of social skills groups for 

young people with autism spectrum disorder: A pilot study. 

Child Care in Practice, 15(2), 127-144. 

doi:10.1080/13575270802685377  

Siu, A. F. (2014). Effectiveness of Group Theraplay on enhancing social 

skills among children with developmental disabilities. Inter-

national Journal of Play Therapy, 23(4), 187-203. 

doi:10.1037/a0038158 

Stillman, W. (2007). The autism answer book: More than 300 of the top 

questions parents ask. Naperville, IL: Sourcebooks.  

Theraplay. (2018). APA dictionary of psychology. Retrieved from 

http://dictionary.apa.org/theraplay 

The Theraplay Institute. (2017). What is Theraplay? Retrieved May 27, 

2018, from https://www.theraplay.org/index.php/what-is-

theraplay-3  

Tucker, C., Schieffer, K., Wills, T. J., Hull, C., & Murphy, Q. (2017). 

Enhancing social-emotional skills in at-risk preschool stu-

dents through Theraplay based groups: The Sunshine Circle 

Model. International Journal of Play Therapy, 26(4), 185-

195. doi:10.1037/pla0000054 

Wilkes-Gillan, S., Bundy, A., Cordier, R., Lincoln, M., & Chen, Y. 

(2016). A randomised controlled trial of a play-based inter-

vention to improve the social play skills of children with at-

tention deficit hyperactivity disorder (ADHD). Plos One, 

11(8), 1-15. doi:10.1371/journal.pone.0160558 

 

Appendix A 

Diagnostic Criteria for ADHD and ASD  

Table A1 

Diagnostic Criteria for ADHD 

Diagnostic Criteria for Attention-Deficit/Hyperactivity Disorder  

A. A persistent pattern or inattention and/or hyperactivity-im-

pulsivity that interferes with functioning or development, as 

characterized by (1) and/or (2):  

1. Inattention: Six (or more) of the following symptoms 

have persisted for at least 6 months to a degree that is incon-

sistent with developmental level and that negatively impacts 

directly on social and academic/occupational activities.  

a. Often fails to give close attention to details 

or makes careless mistakes in schoolwork, at 

work, or during other activities.  

b. Often has difficulty sustaining attention in 

tasks or play activities.  

c. Often does not seem to listen when spoken 

to directly.  

d. Often does not follow through on instruc-

tions and fails to finish schoolwork, chores, or du-

ties in the workplace.  

e. Often has difficulty organizing tasks and ac-

tivities.  

f. Often avoids, dislikes, or is reluctant to en-

gage in tasks that require sustained mental effort.  

g. Often loses things necessary for tasks and 

activities.  

h. If often easily distracted by extraneous stim-

uli.  

i. Is often forgetful in daily activities.  

2. Hyperactivity and impulsivity: Six (or more) of the 

following symptoms have persisted for at least 6 months to 

a degree is inconsistent with developmental level and that 

negatively impacts directly on social and academic/occupa-

tional activities:  

a. Often fidgets with or taps hands or feet or 

squirms in seat.  

b. Often leaves seat in situations where remain-

ing seated is expected.  

c. Often runs about or climbs in situations 

where it is inappropriate.   

d. Often unable to play or engage in leisure ac-

tivities quietly.  

e. If often “on the go,” acting as if “driven by a 

motor).  

f. Often talks excessively.  

g. Often blurts out an answer before a question 

has been completed.  

h. Often has difficulty waiting his or her turn.  

i. Often interrupts or intrudes on others.  

B. Several inattentive or hyperactive-impulsive symptoms 

were present prior to age 12.  

C. Several inattentive or hyperactive-impulsive symptoms are 

present in two or more setting.  

D. There is clear evidence that the symptoms interfere with, 

or reduce the quality of social, academic, or occupational 

functioning.  

E. The symptoms do not occur exclusively during the course 

of schizophrenia or another psychotic disorder and not bet-

ter explained by another mental disorder.   

https://www.understood.org/en/learning-attention-issues/child-learning-disabilities/sensory-processing-issues/trouble-with-self-regulation-what-you-need-to-know
https://www.understood.org/en/learning-attention-issues/child-learning-disabilities/sensory-processing-issues/trouble-with-self-regulation-what-you-need-to-know
https://www.understood.org/en/learning-attention-issues/child-learning-disabilities/sensory-processing-issues/trouble-with-self-regulation-what-you-need-to-know
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https://www.theraplay.org/index.php/what-is-theraplay-3
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Note: Reprinted from American Psychiatric Association. (2013). Desk 

reference to the diagnostic criteria from DSM-5. Arlington, 

VA: American Psychiatric Publishing. 

 

Table A2 

 

Diagnostic Criteria for ASD 

 

Diagnostic Criteria for Autism Spectrum Disorder 

A. Persistent deficits in social communication and social 

interaction across multiple contexts, as manifested by 

the following, currently or by history (examples are il-

lustrative, not exhaustive): 

1. Deficits in social-emotional reciprocity, ranging, 

for example, from abnormal social approach and 

failure of normal back-and-forth conversation; to 

reduced sharing of interests, emotions, or affect; to 

failure to initiate or respond to social interactions. 

2. Deficits in nonverbal communicative behaviors 

used for social interaction, ranging, for example, 

from poorly integrated verbal and nonverbal com-

munication; to abnormalities in eye contact and 

body language or deficits in understanding and use 

of gestures; to a total lack of facial expressions 

and nonverbal communication. 

3. Deficits in developing, maintaining, and under-

standing relationships, ranging, for example, from 

difficulties adjusting behavior to suit various so-

cial contexts; to difficulties in sharing imaginative 

play or in making friends; to absence of interest in 

peers. 

Specify current severity: 

Severity is based on social communication 

impairments and restricted, repetitive pat-

terns of behavior 

B. Restricted, repetitive patterns of behavior, interests, or 

activities, as manifested by at least two of the following, 

currently or by history (examples are illustrative, not ex-

haustive): 

1. Stereotyped or repetitive motor movements, use of 

objects, or speech (e.g., simple motor stereotypies, 

lining up toys or flipping objects, echolalia, idio-

syncratic phrases). 

2. Insistence on sameness, inflexible adherence to 

routines, or ritualized patterns of verbal or nonver-

bal behavior (e.g., extreme distress at small 

changes, difficulties with transitions, rigid think-

ing patterns, greeting rituals, need to take same 

route or eat same food every day). 

3. High restricted, fixated interests that are abnormal 

in intensity and focus (e.g., strong attachment to or 

reoccupation with unusual objects, excessively cir-

cumscribed or preservative interests).  

4. Hyper- or hyporeactivity to sensory input or unu-

sual interest in sensory aspects of the environment 

(e.g., apparent indifference to pain/temperature, 

adverse response to specific sounds or textures, 

excessive smelling or touching of objects, visual 

fascination with lights or movement). 

Specify current severity: 

Severity is based on social communication 

impairments and restricted, repetitive pat-

terns of behavior 

C. Symptoms must be present in the early developmental 

period. 

D. Symptoms cause clinically significant impairment in so-

cial, occupational, or other important areas of current 

functioning.  

E. These disturbances are not better explained by intellec-

tual disability or global developmental delay. 

Note: Individuals with a well-established DSM-IV diagnosis 

of autistic disorder, Asperger’s disorder, or pervasive devel-

opmental disorder not otherwise specified should be given the 

diagnosis of autism spectrum disorder. 

Note: Reprinted from American Psychiatric Association. (2013). Desk 

reference to the diagnostic criteria from DSM-5. Arlington, 

VA: American Psychiatric Publishing. 
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