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Abstract 

Many researchers and clinicians appear to believe that cognitive behavior therapy is the most, or 

only, evidence-based psychological treatment for children and adolescents. However, the 

empirical literature shows that psychodynamic and play therapies are as effective as cognitive 

behavior therapy. Psychodynamic and other play therapies are effective across a range of 

diagnoses and are more developmentally appropriate for youth than is cognitive behavior 

therapy. Psychodynamic treatment is especially effective with general psychopathology and 

offers the unique advantage of continued improvement after termination. Attributes that are more 

central to psychodynamic and play therapies may help account for cognitive behavior therapy’s 

effectiveness among youth. To the extent that theoretical model in and of itself is unrelated to 

treatment outcome, in choosing a treatment for an individual child or adolescent, empirical 

evidence suggests that it is helpful to consider the youth’s developmental level and presenting 

problem and the therapist’s empathy and skill at establishing and maintaining therapeutic 

alliances. 
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 In clinical practice, I have often encountered the supposition that evidence-based 

psychotherapy for children and adolescents is synonymous with cognitive behavior therapy 

(CBT)1.  CBT is commonly thought to be more effective than other forms of treatment for young 

people such as psychodynamic or play therapy 2,3 and is often described as “the treatment of 

choice” for youth,4 with other therapies seen as lacking an evidence base.1 A scientific approach 

to choosing treatment requires that we examine our assumptions and their empirical basis. In the 

present paper, I question the assumption of CBT’s superiority and briefly review the empirical 

data on the efficacy of play therapy and psychodynamic therapy with young people. I then 

address considerations in choosing therapies that are likely to be most helpful. 

The Evidence Base for Psychodynamic Therapy and Play Therapy with Children and 

Adolescents 

Psychotherapies for children and adolescents are based on a wide range of theoretical 

orientations. I focus here on psychodynamic (psychoanalytic), client-centered, and CBT 

approaches. Psychodynamic therapy is distinguished by its exploration of emotions, fantasy, and 

efforts to avoid distressing feelings; identification of patterns of experience; developmental 

focus; and focus on relationships, including the therapeutic alliance.5 In psychodynamic play 

therapy, play is seen as the child’s natural form of communication, and essentially takes the 

place of adult patients’ verbalizations.6 Many play therapists practice from a client-centered 

theoretical perspective, which emphasizes the child’s innate capacity for self-healing, the 

therapist’s warmth and acceptance for the child, creation of conditions of free expression for the 

child, respect for the child’s problem-solving capacities, and nondirectiveness.7 Although 

adolescents often prefer talk therapy (which may have a psychodynamic, client-centered, or other 

theoretical orientation), play therapy can be used with this age group.8,9 CBT is based on the 

assumption that thoughts affect feelings and behavior, and emphasizes directly changing 

cognitions10 through teaching children coping skills, promoting their self-control, and enhancing 

their self-efficacy, with the child’s active participation.11  

Despite CBT’s popularity, for three decades, meta-analyses have demonstrated that play 

therapy is effective for a wide range of childhood mental health problems.12-15 In four meta-

analyses, weighted mean effect sizes for play therapy range from 0.65 to 0.80 over 42 to 94 

studies,12-15 representing moderately large to large effects.16 Fully three-quarters of children 

treated with play therapy are better off than the average untreated child, paralleling findings in 
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adult psychotherapy.17 Likewise, a meta-analysis of 11 studies of short-term (40 visits or less) 

psychodynamic treatment for youth indicates a large effect (weighted mean g  = 1.07),18 

consistent with a qualitative literature review that documents psychodynamic psychotherapy’s 

effectiveness for children and teens,19 as have more recent studies with children20 and 

adolescents.21  

The young people who have been studied presented with diverse diagnoses. Play 

therapy14 and psychodynamic therapy 21 are effective across a wide range of childhood 

psychological problems, including emotional problems, behavioural problems, reactions to 

trauma, family problems, and social problems.14 Psychodynamic therapy is particularly helpful in 

reducing general psychopathology, with a very large mean effect size of 1.26 over 11 studies.18 

This finding is important because people typically present for psychological treatment with 

mixed symptomatology and/or comorbidity.22 Although some research has suggested that 

psychodynamic therapy may be more effective with internalizing disorders (such as anxiety or 

depression) than with externalizing disorders (such as oppositional defiant disorder or conduct 

disorder),19,20 a meta-analysis of 11 studies found moderately large to large effects for both kinds 

of diagnoses.18 Studies have most often used behavioural outcome measures, and meta-analysis 

found no difference among studies using outcome measures of behaviour, anxiety, self-concept, 

personality, social adjustment, or development/adaptive skills.12 

Play therapy is more effective than control conditions across studies of children who have 

been brought to clinics, identified in non-clinical settings (e.g. schools) as having psychological 

problems, or are in settings such as hospitals, prisons, domestic violence shelters, or natural 

disasters.12,13,15 Randomized controlled trials have shown play therapy to be effective in reducing 

internalizing and externalizing problems and symptoms of trauma among children in refugee 

populations23,24 and in reducing anxiety and suicide risk in children who had experienced a 

natural disaster.25 Observational studies showed significant decreases in anxiety, depression, 

aggression, and significant increases in self-esteem, emotional security, and attachment with play 

therapy relative to controls among children who were homeless26,27 or living in a battered 

women’s shelter.28 

Therapeutic improvement typically increases with number of sessions, up to at least 30 to 

45,14,15,21 consistent with findings in adult psychotherapy, which also show greater improvement 

with increasing number of visits 29 or length of treatment.22 A recent adult study found that 
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regardless of whether psychodynamic therapy or CBT was used, three-quarters of patients 

required more than 16 visits in order to reach remission from major depression.30 

Direct meta-analytic comparison of CBT with other bona fide treatments for children and 

adolescents shows no difference in outcomes.31 Likewise, direct meta-analytic comparison of 

psychodynamic therapy for youth to other active treatments finds equivalent outcomes.18 In 

studies in which behavior therapies for children (including CBT) appear to have greater efficacy 

than psychodynamic or client-centered therapies, this is often accounted for by methodological 

artifacts. One quantitative review found that studies of behavior therapy more often used 

outcome measures that were similar to the activities of the therapy, which may or may not 

generalize outside the therapy context; when use of this type of outcome measure was controlled, 

there was no difference in outcomes across types of therapy.13 Indeed, restricted generalization 

of treatment effects has been identified as a limitation of CBT for children.11 Another meta-

analysis suggesting superiority of CBT over other therapies for children found that the apparent 

difference was attributable entirely to greater researcher allegiance to CBT,32 a commonly 

observed phenomenon in psychotherapy research.22,33 Even meta-analytic comparison of so-

called evidence-based treatments (EBTs) with “usual care” found that when characteristics of the 

treatment (e.g. duration), therapist (e.g. training and supervision), patient (e.g. ethnicity), and 

study design (e.g. involvement of the developer of the EBT being tested) were equivalent, EBT 

did not outperform “usual care.”34 All things considered, as one meta-analysis team put it, “the 

evidence simply does not privilege any particular set of techniques over another.”31  

Not only are play and psychodynamic therapies are as effective as CBT for youth, but 

also, they may offer advantages over CBT. In one meta-analysis, although both 

humanistic/nondirective play therapy and behavioral/directive play therapy displayed positive 

effects (with mean effect sizes of 0.93 and 0.73, respectively), humanistic/nondirective play 

therapy was significantly more efficacious.15 

A unique advantage of psychodynamic therapy for youth is that improvement typically 

continues after the termination of therapy,18,19,35 as is seen in adults receiving psychodynamic 

psychotherapy.5 In contrast, relapses are more frequent with brief treatments for youth such as 

CBT.3,11,22 In addition, meta-analysis reveals that after brief CBT (averaging about 12 sessions), 

although improved, children and adolescents continue to have clinically significant behavior 

problems.36 
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An important assumption underlying CBT is that changes in cognitions cause changes in 

behavior; i.e., therapeutic improvement.36 This assumption represents an example of the general 

assumption that the elements of treatment that are described in treatment manuals are causally 

related to treatment outcome.22 However, meta-analysis found no significant association between 

cognitive change and treatment outcome among children treated using CBT,36 a conclusion also 

reached in a qualitative review of CBT more generally (patient age not specified).37 Also, 

another meta-analysis found that full CBT with youth provided no better treatment outcomes 

than its components,31 consistent with findings in studies of adults.38  

Indeed, attributes that are more central to psychodynamic and play therapies may help 

account for the effectiveness of CBT among children and adolescents. For example, although 

CBT was intended originally as a treatment for adults, it has been modified for young children 

by introducing play,11 which is a central attribute of play and psychodynamic child therapies. 

CBT also sometimes includes creative arts,39 which may possibly help to account for its 

effectiveness with youth. These speculations parallel findings from adult psychotherapy, in 

which systematic observation of psychotherapy process demonstrates that therapist behaviors 

that are characteristic of a psychodynamic prototype, but not necessarily those characteristic of a 

cognitive-behavioral prototype, predict positive therapeutic outcomes, even when the therapist is 

conducting CBT.5,22 Likewise, in adults, meta-analysis demonstrates that empathy, which 

receives more theoretical emphasis from psychodynamic theory than from CBT (and of which 

the biological basis has recently become a subject of study within interpersonal 

neuropsychology40), significantly affects outcome, regardless of the therapist’s theoretical 

orientation.41  

Considerations in Choosing Therapies 

 If, as I have demonstrated, the evidence for the efficacy of CBT, psychodynamic, and 

play therapies for youth does not show clear superiority for one method, how are we to choose 

psychotherapies that are most likely to be helpful for the child or adolescent in our office? Over 

and above therapist competence, I offer three sets of considerations to address this question: the 

child’s level of cognitive development, the presenting problem, and the individual attributes of 

child and therapist. 

Developmental considerations. According to a classic saying in social psychology, 

“there is nothing so practical as a good theory.” 42 Psychodynamic and client-centered play 
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therapies for children have the advantage of being grounded in developmental theory.11 

However, children’s normal cognitive development may limit the usefulness of CBT in this age 

group.10,11 Eminent developmental theorist Jean Piaget described children as proceeding through 

three major stages of cognitive functioning: preoperational (roughly ages 2-6), in which thinking 

is prelogical and dominated by perception; concrete operational (roughly ages 7-11), in which 

thinking is logical, but only about concrete concepts; and formal operational (roughly ages 12 

and up), in which the capacity for abstract thinking develops.11 CBT requires strategies such as 

abstract thinking, logical analysis, and hypothesis testing, which children in the preoperational 

and concrete operational stages are not developmentally equipped to do.3,11,43 Furthermore, even 

when the abilities to think logically and abstractly have developed, they may not have 

generalized yet to the social perspective-taking skills needed for CBT, and this developmental 

lag is typical of precisely the children who are in need of psychotherapy.43 Additionally, 

children’s developmentally normal limitations (relative to adults) in memory, attention, and 

mental organizational ability are likely to limit the usefulness of CBT for this age group.11 

Empirical evidence for the theoretically-derived notion that children’s normal cognitive 

development limits their ability to benefit from CBT comes from research suggesting that CBT is 

less effective for children than for adolescents;10 a meta-analytic review of 64 studies found that 

the effect size for CBT was twice as large in adolescents as in younger children.36  

Young children’s limited linguistic sophistication and differentiation, relative to adults, 

may also limit the usefulness of CBT.10 In this age group, therapies that impose less linguistic 

demand are likely to be more helpful.39 Play and expressive arts therapies’ value for young 

children may derive in part from their emphasis on nonverbal components.  

Consider the presenting problem. The importance of nonverbal aspects of treatment is 

heightened when a child has experienced trauma. Childhood trauma is stored in visual, nonverbal 

memory, and, according to recent neuroimaging research, primarily in the right cerebral 

hemisphere.39 Consequently, in treatment of pediatric trauma, activating visual, as well as verbal, 

neural pathways (more characteristic of play and art therapies than CBT) is likely to maximize 

therapeutic potential.44  

Consider therapist attributes. The literature on child and adolescent psychotherapy 

suggests that therapeutic alliance and therapist attributes are important to treatment outcomes 

regardless of the therapist’s theoretical orientation, perhaps more so than the factors specific to 



 8

different therapies.31,34,38 Therapeutic alliances of both youth and caregiver(s) are associated with 

outcome of child and adolescent psychotherapy, in some studies over and above diagnosis and 

treatment modality.34 This finding parallels the literature on therapeutic alliance and outcome 

among adult patients.45 The therapist’s skill in forming treatment alliances is strongly associated 

with positive treatment outcome – more so than are treatment variables.38 This suggests that 

children and teens will be more likely to experience optimal therapeutic outcomes when working 

with therapist who is skilled in establishing and maintaining working alliances.  

There is also evidence that therapist empathy is associated with positive outcomes in 

youth psychotherapy,34 consistent with the strong evidence for this association, which occurs 

regardless of therapist theoretical association, in adult therapy.41 Likewise, meta-analysis 

indicates that a therapist attitude of non-possessive warmth and acceptance is associated with 

therapeutic success in adults.46 It seems possible, then, that warm, empathic therapists, regardless 

of whether they offer CBT, play therapy, or psychodynamic therapy, are likely to provide the 

most effective treatment. 

Conclusions 

Rather than supporting the assertion that CBT is uniquely effective for treating childhood 

or adolescent mental health disorders, the literature documents the efficacy of nondirective 

psychodynamic and client-centered play therapies for young people who have a range of 

diagnoses. Indeed, these therapies may have unique advantages for youth. The children and teens 

in our practices deserve the full range of helpful modalities. 
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