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Introduction

What is PCRI-EI?
Parent Child Relationally Informed Early Intervention is a method for supporting parents’ attunement with their child. It’s based on child development
theories and interventions that focus on developing a well-attuned parent-child relationship, which we know to have a big impact on development, especially
for children with disabilities. A collaborative relationship between families and therapy providers is important to PCRI-EI. It emphasises parent empowerment
and well-being as important for achieving functional “skill-based” outcomes. Additionally, PCRI-EI aims to support providers with the tools and training
necessary to implement this model.

The overarching aim is facilitating the developmental goals of the child as informed by assessment and diagnosis. Developing parent capacities is not done
instead of working on developmental goals. Child development occurs in the context of the parent-child relationship. By activating parents in this way,
there is an opportunity to get greater traction for the clinical goals. Furthermore, there is evidence that an enhanced relationship (through sensitive responding
by the parent) brings developmental changes in language, cognition and social-emotional capacity, including self-regulation.

How is the manual organized?
The manual that follows is organized in phases, beginning with assessment and goal development, and followed by five intervention phases. Each phase
includes a description of what to do, sessions outlines, materials lists, and things to watch for to know when to shift to the next phase.

The phases are as follows:

Focus Description Markers for when to move on

Intake Assessment and
goal setting

The way in which goals are created and approached are central to the
PCRI-EI intervention. Goals are co-created with families with a
long-term view in mind, beginning with the question “what are your
hopes for your child when they are 25?” From there, the therapist and
caregiver discuss how to orient their short term goals towards those
hopes in light of what was learned during the assessment process.
This sets up therapy as working towards a desired outcome, rather
than trying to avoid a negative one. Guidance for how to navigate this
discussion is included.
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Phase 1 Setting the
foundations

This includes observation, narration, waiting, and following the child’s
ideas. The first objective is to help parents first observe and notice
what their child is interested in and doing without rushing in to help.
Help the parents take the perspective of the child and what it might
feel like to them if the parent is taking control or jumping in to help too
quickly.

● Descriptions of what the child is doing predominate over
silence or questions

● Caregivers follow the child’s play idea mostly, when they do
offer assistance it is supportive and not taking over

● Notable increase in ability to wait for the child’s ideas to
develop rather than pre- emptively helping/adding to the
play.

Phase 2 Reflective
capacity, cue
reading, and
active imitation

This includes encouraging parents to read and respond to all of the
different ways that their children provide cues. Video review is used
here. A major question for caregivers in this phase is “What do you
think they are telling us right now? What might be underneath that?”
We are working on imagining the internal motivation of the child’s
behavior.

● Caregivers note cues and respond to them
● Caregivers begin to be able to imagine the internal

motivation of the observed behavior.
● Caregivers also begin to reflect their own experiences in

parenting their child.

Phase 3 Affect regulation
of parent and
child

This involves helping parents help their child manage a range of
emotions they may experience in different contexts (e.g. frustration
with a task or interaction), and also helping parents tune in to their
own emotional responses to their child’s behaviors (which may include
grief, loss, and confusion. This may look like having parents say
observations of the child’s feelings as they come up (positive and
negative).

● Caregivers frequently respond to affective cues whether
they are positive or negative

● Caregivers are able to notice and articulate their own
worries/affective responses in context e.g., they more
frequently make use of phrases like “I am a bit worried
about….and you can” rather than, for example saying “be
careful."

Phase 4 Reframing
behavior and
appreciating
contextual
issues

In this phase, we are helping parents shift from thinking about a child’s
behavior (or things they say) from a “why are they doing this?”
perspective to “what are they telling me about their experience right
now?” Additionally, we are helping parents think in terms of what is
“helpful” and “unhelpful” or “worked” and “didn’t work” in a given
context, rather than “right or wrong” responses. This helps parents
think about behavior in context, rather than as a result of the child’s
disposition or diagnosis.

● Caregivers more frequently describe their child’s behavior
in a context rather than being a function of the child’s
disposition or diagnosis.

● Caregivers often talk about things that work or didn’t work
when engaging with their child.

● There are fewer self-critical remarks

Phase 5 Integration,
relapse
prevention, and
generalization

In the final phases we work on integrating everything they’ve learned
so that they rely more on what they know about their child and their
experiences rather than worries about diagnostic descriptors or
potential challenges.
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What is the structure and purpose of the phases?
This manual provides a program for building parent skills in the early phases of therapy to facilitate their active involvement in their child’s particular
developmental needs. Specifically it is meant to expand the parenting repertoire to allow them to:

● better read their child’s cues,
● wonder about the meaning behind behaviour and what their child might be telling them in that context,
● consider their own internal responses in these difficult circumstances,
● and think about how they might impact their child’s learning and growing.

It also introduces notions of workability and meaning-making for a child who is struggling to make sense of their world with the purpose of providing a platform
for longer-term developmental treatment imperatives.

This expanded repertoire is hoped to provide parents with a sense of competence so they will bring their learning to a wider range of contexts outside the
therapy setting including not only the family home but also a variety of community settings. They will also become experts and advocates in an ongoing
and practical sense as their children become involved in school, play, and the extended community.

How do you know when to move to the next phase?
The PCRI-EI is structured in phases because “progress” is informed by changed parent competencies rather than specific session objectives. Each
phase includes a section titled “Observable Markers for Shift to Next Phase.” These markers are intended to guide the therapist in making the decision to
progress to the next phase.

The therapist and the parent are best equipped to decide when to move to the next phase and the observable markers will inform that process. Parents
will vary in their ability to integrate the skills and ideas outlined in these summarized “phases.” It may be several appointments are spent at each phase; it may
be there is only one. As difficult as that might seem, these skills continue to develop and build throughout the entire therapeutic relationship, so staying at one
phase too long is equally problematic as moving too quickly. We would expect the skills described in these phases to be integrated (in a “good enough” sense)
between 5 and 10 sessions.

If there has been little movement during that time, the family may require more targeted psychological interventions. That decision should be taken in
consultation with the wider team and include considerations by a clinical supervisor where possible. Further, fluctuations in parent skill levels may be
precipitated by changed context, e.g., from the child being unwell or a younger sibling surpassing the client developmentally. When such a regression is
noticed it can be confusing to the therapist. This should be explored in supervision or, if appropriate, by noticing the changes with the parent and trying to
establish the context that has shaped the changes in response style.
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What if you work in a setting structured differently from the one described?
PCRI-EI was designed and studied within a specific service delivery model. This model is transdisciplinary, clinic-based, and meant to be implemented by a
“Key Worker” or Primary Service Provider. Additionally, therapy is separated into “terms,” each of which is three months long. You may work in a setting that
differs in one or more ways. This means that you may need to adapt what you read in the manual in order to use it in your setting. You can use your best
clinical judgement to do this, with the awareness that it may affect the outcomes of the intervention.
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Assessment Visits
Description
In this particular service model the first face-to-face contact with the family occurs at the initial assessment/intake
session. The family is informed of the time and date of the following sessions (in this model we follow the arena
approach to assessment that is integral to the transdisciplinary philosophy) as well as who will be attending prior to it
occurring.

Assessment Session One (Intake)
Outline/Structure

● Welcome the family and pay attention to all members of the family, invite the parent(s) to play with their child
for a few minutes to help settle them. Observe these interactions to help inform formulation.

● Introduce the service and outline what is going to take place – the formal assessment, the behavioural
observation, and feedback. Families are often apprehensive and anxious. Take time to allow them to settle,
including noting concerned looks or any other cues. Normalise the natural apprehension, for example you
might say:

○ “I imagine you might be feeling a bit apprehensive being here today, wondering what is going to
happen and what we might be thinking about your child, what you are going to find out or even what
you are here for? Most of the families who come here have those feelings or some a lot like them. We
will try to make you as comfortable as possible, and will explain what we are doing and we will also
give you feedback at the end. And you are welcome to ask us questions at any time, especially if we
have not explained things well enough”

● Introduce the other professionals in the room. Explain their roles in this phase of the assessment. Remind
the parents that this getting to know the family and developing a comprehensive developmental profile of their
child will occur over three sessions and include taking a developmental and family history.

● Clarify parent’s/carer’s understanding of why they have been referred and their expectations of the service
and of the appointment. They may have been told many different things by the referrer; it will be helpful to
verify or clarify early in this session. This will provide some insight into explanatory models, levels of
acceptance as well as hopes and worries both immediate and longer term. If both parents are at the
appointment, ask each about worries and hopes. Often this will be different between father and mother.

● Establish and have caregivers talk through their most pressing concern at this time - what they are most
worried about. When responding, take the opportunity to talk about function – either of the behaviour or the
hoped-for changes. For example, if the parents are most concerned about “communication,” rather than just
accept that you could ask, “What would communicating bring for you, for them. For the family, what would be
different to the way things happen now?” The answer to this question is often about reading and interpreting
cues to be able to better understand their child or their child’s frustrations rather than the acquisition of
language and can be helpful in explaining the way this model works.

● Explain service capabilities – multi-disciplinary team, transdisciplinary approach – in simple terms e.g.,
○ “Let me explain how we work. You might have been expecting you would see different therapists for

example a physio, a speech pathologist or an occupational therapist at different times. While we do
have all of those disciplines in our team we take a bit of a different approach that we think is a little
more helpful. You will be allocated a key worker who will be the person you see most in your therapy.
They will be one of the disciplines I mentioned and they will be allocated based on your child’s
predominant needs and your goals. However, rather than rotating through the therapists automatically,
we tend to have the different specialists working with the key worker behind the scenes, seeing what
might be helpful developmentally at a particular time and how your key worker might be able to bring
that to the work you are doing. At other times your key therapist may decide that specific input is
needed and the specialist will join you to provide therapy, information, or input. We do this because it
means you have one contact who mainly works with you; it makes things less confusing and allows us
to make the best use of the different skills we have here.”

● Explain the format and purpose of the sessions so that parents feel fully informed about what is
entailed. Explain the way the therapy sessions will work, pay particular attention to the role of the parents, talk
of increasing their skills/response repertoire, the rationale behind that and of the challenges that might present
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– what it might be like to have us beside them, what it might “bring up." Check their understanding. It is also
useful to note that these strategies have been developed from current research. For example you might say:

○ “I also wanted to talk to you about how a session here will work. It might be a bit different to what you
expected or have experienced in the past. It is based on research that suggests that a child’s
development occurs in the context of a relationship. Instead of you bringing your child to therapy and
sort of handing them over to us to work with, we work with you and add to your existing skills for you to
be able to help your child. It might sound daunting at times and we will do the best we can to make
sense of what we are suggesting and working out how you might best do it at home or when you are
out and about. Doing it this way means your child can get a lot more experience of the things that will
help them in different settings. So instead of coming here for an hour a fortnight they get many
opportunities where you can work on a particular point that will help with their development or their
ability to be out and about and feel reasonably comfortable in lots of different settings.

○ I should point out that sometimes parents think they have to do “it” 24/7. In other words “more is
better." That will drive you nuts – too hard to maintain. The things we are going to introduce involve
changing some pretty well learned habits so we recommend you spend some time each day doing the
work with your child – developmental playtime we call it. As little as 10 minutes working on the points
we will give you at the end of each session may make a difference. It will also mean that you feel more
confident and comfortable getting out into the world so to speak.

○ The thing about this way of working is that it can get a bit tricky for you. Having someone sitting beside
you suggesting what might help or commenting that what you are doing might not be helpful can bring
up lots of thoughts and feelings. It might feel like we are judging you, you might have thoughts that you
are somehow part of the problem or not good enough or you might think you just can’t do it. At times
you will likely get annoyed with us as we chatter on about what might be helpful or what might work a
little better.

○ We get that and understand. All the parents who have come to our service have that experience, to
some extent. The thing we see is that once you get used to this way of interacting it brings lots of gains
not just here but at home or when you are out and about. What is really important right now is that you
know what you are signing up for so when you actually start it won’t come as a surprise when we say
‘OK your turn’. So I’m wondering about your reaction to that or if you have any questions about what I
said?”

● Transition to formal aspects of the assessment explaining how it will look and what it will tell us – again in
terms that the parents can understand. It could also be useful to let them know that sometimes the
assessment does not get completed for various reasons. If that does happen let the parents know that the
assessor will likely revert to “playing,” which still allows us to get an understanding of their child. Let them
know we are doing this to get information to inform, not just to see how the child plays with us.

● Undertake the assessment. If you are following a multi-session assessment process (arena) you will need to
bring the first two sessions to conclusion. That conclusion should include a brief reflection/summary of what
has transpired as well as providing the parents with an opportunity to ask any questions they may have.

● Note: In each of the assessment sessions, provide feedback to parents in a way that it makes sense to them
and check for understanding as you do this. This process may bring more difficult feelings if the results do
indicate delays, particularly when those delays are quite different from the parent's perspective or anticipated
outcome. At this stage if you do notice changes in affect, it is important to set the scene for future contact with
feelings in sessions. When you notice you might say:

○ “I am wondering what reaction you have to that. I noticed you looked upset at what this might mean?”
○ It is important now to wait for a response. It is unlikely anyone has asked such a question of the

parents to this point. Be ready also for questions about the future – including whether the child will
“catch up” or “be normal.” It’s important to be transparent and avoid “saving the parent” at this point.
You might say:

■ “I understand that would be on your mind. And of course that would be what you would
hope for. As much as I would like to be able to say what might happen, we can’t really
know that right now. What we do know is that by getting involved with the work, you are
doing the best possible thing for your little one. I guess what I would also say is, and this
might seem a little strange, bring your hope to the work you do and the efforts you make
here. That will bring the best outcome, even if right now we don’t know what they might
be.”
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● Provide them with the Tip Sheet. Discuss contents and, if possible, have them play with their child using the
tips. This is something to say when introducing the tip sheet:

○ “I am going to give you a tip sheet to take home. It really captures the first part of the work we do with
you. Changing the way you talk to your child. You might have noticed we did that in session. It looks
simple but it’s quite difficult because it involves you changing the habits of a lifetime – since you could
talk.

○ For example the first step is to reduce the questions you ask and instead tell your child what they are
doing when they play, when they make requests – like take you to the fridge for a drink. If we think
about their experience of questions, it might be they feel pressure or confused – they don’t have the
words to answer. I guess you know that though. But we live in a world where questions flourish and
seem completely OK. They work for us but they may not work for your child right now. We think of it
like there is a word bank, like a real bank. And like a bank you need money in the bank to withdraw it.
The word bank is a bit like that, your little one doesn’t have a big deposit of words so asking the
questions puts pressure on and they sometimes just don’t have the words to answer. By telling them
what they are doing you are making deposits. In addition you are sort of relieving them of pressure to
respond, which can create stress and then they are not at their best to learn. By telling them what they
are doing they are more likely to be in what we call a “calm, alert state” which is where they can learn
best. This is something we will be working on a lot in your first few sessions. How about you have a go
now as we finish up.”

○ As you are talking about this, keep it light and if possible, fun. Also include the feelings (regulation)
aspect of the tip sheet. It is particularly effective if you are able to bring it to the parent’s experiences.
For example you could say to the mother:

■ “And we do the same things with feelings. We let them know we see the distress whether it
is worry, frustration or sadness for example. As parents of course you don’t want them to
have those sorts of feelings so you might try to fix them or distract them. You might think
that by letting them know they are worried about something it will get worse. That isn’t
necessarily the case. Often your child needs your help to make sense of their experience
and by telling them what you think they might be feeling, you do that. Over time they get to
be able to do that themselves and that is really helpful, especially when they get to school.
We will talk lots about this over time. So take this home, put it on the fridge and spend a
few minutes just trying it out and see what happens.”

● Summarize and let them know the next steps.
● Transition out of the room. Finally, the transition from the room usually provides an opportunity to have the

first experience of the work. Most children are reluctant to leave; they have had a positive experience.
Following is something you might say to do this:

○ “OK we have finished now. How does your child do with leaving places? (Wait for a response). What
we find is that because they have had a pretty fun time here, leaving is difficult. So we can now take
that opportunity to have a bit of a practice of this slightly different way to talk to them. The first thing is
to let them know things are about to finish, most times they just find out it's finished as you either pick
them up or begin to leave – what we find helpful is to give them a bit of time to prepare to leave, not
long – just one more play. You can do it now, just tell them, “you can have one more play and then it is
time to go."

○ Get the parent to say this and coach them through the child's response, which may be “no” or no
comment. Note that we must make sure they get their one play. Then coach the parent to say:

■ “It’s time to go.”
○ If the child gets cranky (and they usually do), you can get the parent to note that and say something

like:
■ “I know it’s hard to leave and it’s time for us to go.”

○ Most folks in this first instance come up with their own strategies – usually distractors like “we will
come back,” “lets go and get an ice-cream,” or other variations (this gives you an idea of the degree to
which negative reinforcement might be part of the relationship too) – just notice them and suggest they
stick with the above. If it is really difficult for the child to leave, introduce the “take charge” and say to
the parent:
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■ “It is time to take charge gently, let them know you are going to pick them up and that it's
time to go – all the while letting the child know you see their difficulty leaving and the
feelings they are displaying.”

Assessment Session Two
Outline/Structure

● Welcome family
● Introduce new therapists
● Remind them this is the second assessment

○ “Before we get into that” – How have things been since we last saw you?” Have you had the chance to
practice any of the ideas on the tip sheet? Have there been any changes/issues we should know
about?

● Follow process in session one without tip sheet
● Transition management

Assessment Session Three (Feedback/Family Meeting)
Description
This is the culmination of the assessments (depending on your service’s process for that) and should take
somewhere between 30 and 60 minutes. It includes the key therapist(s) but not the child if at all possible. In some
cases it might also include other clinicians depending on the complexity of the child’s presentation and outcomes of
the intake discussion. Prior to attending, parents are forwarded the Goal Setting Worksheet with a letter explaining
what they have to do and what to expect in this meeting.
The purpose of this meeting is to provide feedback from the assessments, set the scene for the work, and change the
context in which the work will take place. The goal is to move from an aversive to an appetitive control
perspective. This involves shifting the parents from the perspective of “If I don’t do this therapy, things will be really
awful for my child (aversive)” to “I am doing this work because it is what I believe is the best thing I can do as a parent
(appetitive).”
We start the goal component with a relatively long term view of the child in their early 20s in order to make
meaning of the work for the parents. It is done in the service of some bigger issue, whether that be functioning today,
leading up to school, or setting in place the foundations for the longer term hopes for the child. These goals will include
the functional, developmental imperatives (e.g. communication, mobility, relationships, play, school- readiness) as well
as psychosocial (e.g. resilience, a sense of agency, self regulation and independence), to name a few. It also allows
therapists to more finely tune the sense of the level of acceptance the parents have which is key in movement toward
the insightfulness that underpins much of the work.

Goals
● Introduce Key Worker
● Provide feedback from assessment
● Complete Goal Setting Worksheet, including role of parents. Set 3-4 term goals
● Deepen understanding of contextual issues – explanatory model, acceptance, short and longer term worries
● Reiterate service model and further clarify any questions
● Explain Arc of Session
● Introduce Session Rating Scale and Goal Tracking Form

Outline/Structure
● Introduce Key Worker and others who may be involved – reiterate transdisciplinary approach and the

multi-disciplinary construct of the team and how they interact when it comes to therapy.
● Provide feedback from the assessment.
● Restate service philosophy (development occurring in the context of relationship) with particular emphasis

on increasing parent’s response repertoire (skills), the reasoning/evidence behind the model, and the
challenges it can present.

● Clarify any questions that might have occurred since the assessment. It is very important in this phase that
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the key worker’s comments reflect the developmental agenda (developed in the intake review meeting) as well
as the development of the relationship.

● Revisit the parent’s perspective on their child’s diagnosis (or assessment results) and their explanatory
model around that information. This may provide the opportunity to bring out any cultural or broader family
interpretations that may be generating stress or inhibiting insight for the parents. Discussions provide the
opportunity to sensitively consider issues of grief and loss that are often associated with having a child with
special needs.

● Clarify what the diagnosis or results means from a therapy perspective. There may also be an
opportunity for some early education on what to expect or what might be useful to understand about their
child’s early experiences of the difficulties they have. When doing these things it is probable that the parents
have not been prompted or considered what their child’s experience thus far might be. Give them time to think.
They may say: “I can’t, or I don’t know.” If that is the case, respond with “If you took a guess what might you
guess.” To have them beginning to guess their child’s experience at this early point will be very helpful in later
parts of the work as they begin to develop their reflective capacity around themselves and their child.

● Revisit (from initial meeting) parents’ most pressing concern at this point. This might include specific
functional issues about the diagnosis, worries about how it will affect the entire family, wonderings about
prognosis, or questions about cure or catching up or hopes for normality.

● Note: These questions and this process can be anxiety provoking for therapists and the draw to “make things
better” or to “fix things” may present itself. Those imperatives can exert a strong influence and are important to
acknowledge and resist acting on. A useful response to those direct questions about cure and normality is to
redirect that hope to the work. The therapist might say something like:

○ “These questions you are asking are completely understandable. They are reflecting the hopes that
you have for your child and their future. I wish I could give you an answer, but we can’t know those
things yet. What I do know is that the best place to bring your hope is to the work we are going to ask
you to do because that is how we will get to know what might or might not be possible for your child.”

○ While those words may be useful, it is also important to be honest about what the evidence tells us
about certain diagnoses and to not leave families with the impression that for example their child will
somehow “grow out of” ASD. These early sessions require therapists to be transparent and reflect on
their own discomfort when these questions are asked. That will allow the formation of truthful,
compassionate, and still hopeful responses which are presented in the context of the child’s difficulties.

● Introduce the Goal Setting Worksheet they were sent and begin to work through it as follows:
○ Briefly cover elements in the form, including the bottom half, which incorporates the clinical

reasoning of the service in the development of treatment priorities. This is particularly important as it
will set the ongoing development tasks for the child.

○ Establish parents longer term hopes and what they see as their role in achieving that with/for their
child. This is the first step in moving parents from a position that might be characterised as aversive
control (I am doing this to mitigate risks) to one of appetitive control (I am doing this because I want to
be the best parent I can be for my child). This step can present some challenges for both parties as it
is asking parents to take a much longer-term view of their child’s life. For the therapist it can raise
discomfort at the possible disquiet that will bring. It does however create the opportunity to put the
early work we will be doing into perspective – we are doing this not just for today but also for the longer
term. Reminding the parents of that in session can help them move through a difficult feeling of their
own and still work on the particular developmental goal for the child. To introduce this step the
therapist might say something like:

■ “I am going to ask you a question now that might seem a little out of place, and it might not
be something you have thought about or you may actually have thought about it a lot. So
what I would like to ask you to do is imagine your child when they are a young adult, say
20 years old. What do you hope they will have in their life then?”

■ The therapist will need to wait to see what comes. This is also a time to guide the parent
with broader questions if they get stuck and it is important to restate/paraphrase as you go.
Some examples of prompts might be:

● “What sort of work would you like them to have? And friends, what about their
friendships?

● And their relationship with you?
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● What else would you like them to be doing?
● How would you hope they might see themselves?”

■ Once you have answers and have summarized them (they do go into the formulation form),
it is a natural next step to ask the parent(s) something like:

● “And what do you see as your role or job if you like in getting them to this place in
their life?”

■ This question is also one the parent may not have been asked before so give them time to
think and again, paraphrase their responses.

○ Elicit parent’s goals for therapy. Introducing functional thinking around goals e.g. communication will
bring changed circumstances to the family/child/parents, not just having a goal of language. To
illustrate, when asked this question parents might say:

■ “We want them to talk, to communicate."
■ The therapist would respond with something like:

● “And if they did do that what would it mean for you and the wider family?”
■ Experience suggests the parents will likely respond with a contextually bound hoped for

change, including such things as:
● “They could tell us when they are hurt, or sick or when they want something to eat

or drink.”
■ This discussion is to help with understanding the functional change and allows us to

consider other ways the child might let us know – or, more importantly, might already be
letting us know through their own curing/communication system.

○ Introduce and explain rationale behind the Goal Setting Worksheet (referencing assessment
findings and diagnostic considerations) and how that has informed the (stated) treatment goals of the
service. This is the clinical formulation and will contain the developmental imperatives as indicated by
the assessment. It will also likely include parent repertoire extending skills like cue reading,
understanding what their child’s “language is.”

■ Note: This gives the opportunity to briefly talk about how language can take many forms,
including with the body and eyes. However, this service model is developmental and the
relationship is a vehicle to help facilitate that developmental agenda and where evidence
supports it, also facilitate developmental capacities. e.g., communication, cognitive
capacity and psychsocial skills.

○ Compare/contrast and show the similarities to the parents goals where appropriate. Where there
are gaps, talk through with parents. It may be that the gaps reflect parents’ hopes that are beyond
what may be possible over the next 6 months. This discussion will further inform the level of
acceptance the parents have of their child’s difficulties.

○ Establish agreed joint therapy goals for the next 6 months (two terms).
● Complete the Goal Tracking Form covering the next term.
● Clarify/explain service delivery parameters, including outcome measures and when they will be collected

as well as why they are being collected, term orientation, reason for fortnightly sessions. Where appropriate,
provide details of current evidence supporting this approach (in lay terms).

● Explain next steps – first session and that they will be given a completed version of the therapy plan at that
session.

● Give the family their workbook/folder explaining its purpose (collect worksheets) as a reference for them
to use.

Materials needed
● Goal Setting Worksheet – with the clinical formulation (bottom half) completed
● Copy of the report
● Workbook/Folder for session plans.
● Arc of Session
● Session Rating Scale
● Goal Tracking Form
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First Phase
Setting the foundations – Observation, narration, waiting and following the
child’s ideas – Beginning Therapy

Goals
● Return the completed therapy plan
● Introduce the context of the therapy – the room.
● Introduce the therapy process – including the worksheet
● Revisit agreed goals for the term – both parent and child’s
● Introduce the summary of session form with today’s goals
● Have parents “do the work”
● Review worksheet, set homework and revisit developmental play time (discussed at intake and likely

forgotten)
● Transition as a learning experience as required.

Session Outline/Structure
● Provide reminder of the service model
● Revisit Arc of Session
● Explain the room, the developmental imperatives incorporated in the room setup, and the function of play in

therapy and in a child’s learning.
● Reiterate parent/carer role and challenges that can present (e.g. feeling like they are being

assessed/judged, a sense of incompetence, the “I should have known this” factor).
● Describe the therapist’s responsibility, with specific reference to increasing the parent’s repertoire (adding

to existing skills).
● Review goals from family meetings.
● Introduce the Session Summary, reminding parent/carer of its purpose.
● Begin the work – primarily on the parent’s skills and always with the child.

○ Note: While the way we work has been covered in other sessions, the reality is a vastly different
proposition for the parents. They are likely to be apprehensive in this first session, as will the child.
Whilst the difficulties these families face are challenging and require the therapist to be mindful of
those issues, it is sometimes easy to be caught in the parent difficulties and as a result fall into a fixing
mode that might have the therapist “take-over” in this first session by fixing, taking over the play, or
saving the parent prematurely. Bringing a lightness and transparency to the actual work can help both
parties manage. For example, the therapist might introduce the session by saying:

■ I know we have talked a few times about the way we work, about you doing more in a
session than you might have expected. That still doesn’t make it easy when you walk in
here. Just to let you know it might feel uncomfortable at times, you may find yourself stuck
and maybe frustrated. I also know you want the best possible outcomes for your child. I
guess it boils down to the fact that you can feel a bit uncomfortable and still do what will
help them. I’m here to help and add to what you know, not judge you. And what I also know
is the longer we wait for you to get involved the harder it can be so we will be getting into
the work quite quickly.

○ In the first instance, ask the parent to play with the child as they would normally. This will give
the therapist a sense of strengths, skills and insightfulness.

○ Generate the narrative through observation. Have the parent describe, without questions, what the
child is doing as they explore the room and toys. It is best to approach this by initially sitting beside the
parent as they begin to do the work. You can then offer prompts, support and ideas. Limit the time they
do the work and alternate with them. Model the process and ask what they notice about the child’s
behavior/engagement. Be aware this is a time when the parent’s internal dialogue may become
unhelpful. To bring this out for discussion the therapist might say:
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■ My experience doing this with other parents tells me that it is about now that you are
possibly thinking about what we are doing. I’d reckon they may include ‘I’m never going to
be able to do this; This is crazy; How does this help my child developmentally; I’ve been
doing the wrong thing or some other things; I don’t want to appear a bad parent in front of
this so-called expert." Is anything like that happening?

■ Important to wait to allow them time to say. Experience suggests there will be some
variation on the themes above. When they do tell you, remind them that is what we talked
about initially and it is to be expected. We are introducing skills to them that they had not
thought of or had experience of.

■ Note: It is very important that this process is linked to the child’s experience and the
developmental agenda. Specifically, that these early sessions put in a platform so we can
work most effectively with the child.

○ Practice waiting for the child’s ideas to evolve, then joining with them rather than initiating and
taking over. Explain the reasoning behind this and introduce what the child’s experience might be.
Additionally, explain the importance of him or her having an idea, working out how to implement it, and
then having someone join him or her.

■ Note: Waiting and following the child’s ideas is a particularly hard skill to integrate for both
therapist and parent. The motivation to teach and help is very strong and likely to be the
way the parent believes they are doing the best for the child. This experience of waiting
allows the first consideration of what the child might experience in both circumstances. The
therapist can “be the child’s voice” when explaining that. Again lightness is key. For
example, you might illustrate the point by saying:

● So let's imagine your child’s experience when you help too soon. I’ll be them for a
second. “I’ve got this idea, now let me think how I might make it happen….(parent
helps)…OMG something magic just happened it was done by someone else.' If
you (the parent) wait and see how they progress it might go more like this. I’ve got
this idea, now let me think how I might make it happen……ok I got it, I can move it
over there…wow that was really good fun! I want to do that again!”

● I know I am exaggerating it all a bit, however when you wait you give them (and
their brain) the opportunity to have the beginning of an idea, the middle thinking bit,
and then the joy and satisfaction in completing it - a wonderful and very important
skill. If you move too quickly to help, they don’t get the full 3D experience and may
always look for help instead of putting their own effort in. I know it can sometimes
feel like it is your job to help, you can help by waiting and seeing what they might
do. Sure then they may need a little help and you can tell them you are helping
and then after that prompt let the child return. How about we see what happens
when we help by waiting…

■ At all times, explain the purpose of the activity with specific reference to the developmental
agenda for the child.

● Bring the session to a close – again letting the child know. In the first session, the therapist will need to plan
a few minutes to review. This can be tricky as the child is still playing. Do it as best you can.

● Ask parents to reflect on their experience of the session and the work they did. Also ask them to comment
on what they think it may have been like for their child (incorporates insightfulness).

● Give the parent the Session Summary worksheet. Highlight the things that went well. Frame them in terms
that link to the child’s behavior or developmental objectives for example:

○ “When you did…I noticed (child) did this. It was very helpful when you noticed this because your child
was able to play for a bit longer.”

● Introduce the work point for the session. Remind them of developmental playtime (i.e. to do this at home in
10 minute focused play activity), its purpose and value. At each appointment, complete worksheet, noting
strengths, and work points.

● Provide them with the Session Rating Scale.
● Manage transition as a learning opportunity for the caregiver and the child.
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Materials Needed
● Completed and current Goal Setting Worksheet – term goals.
● Session Summary (partially completed) – specifically the goals component. Keep a copy for review

before next session (they can also be helpful when writing notes)
● Tip Sheet – optional, may be useful
● Session Rating Scale

Observable Markers for Shift to Next Phase
Note: This particular structure will likely continue for a number of sessions as parents consolidate skills. Therapists
need to note progress in their records to allow the next phase to be introduced. Reflecting on parent changes each
session will guide the therapist’s decision on when to progress.

● Descriptions of what the child is doing predominate over silence or questions
● Parents follow the child’s play idea mostly, when they do offer assistance it is supportive and not taking over
● Notable increase in ability to wait for the child’s ideas to develop rather than pre-emptively helping or adding to

the play.
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Second Phase
Setting the foundations – Reflective Capacity, Cue Reading and Active
Imitation

Description
This session represents a progression of skills that require some consolidation of those presented above. It is unlikely
to be the second therapy session. Nor should it be left too long before introducing this next set of ideas. This phase is
also when the use of video may be helpful. It will allow for much easier integration of cue reading in particular. It may
be challenging for parents, as it may add to their sense of being assessed. Let them know that the purpose of the
video is to help them “see” their child without the pressure to “do” the work.

Goals
● Develop parent’s cue reading – whole of body as well as more subtle cues
● Introduce active imitation – explain rationale
● Introduce reflective functioning – specifically the “capacity to wonder about motivation” (including affective

states) behind the behaviour

Session Outline/Structure
Note: Apart from the first therapy session, the following steps are suggested as the way to begin each subsequent
session.

● Review previous Session Summary
● Collect the Session Rating Scale and any other measures the parent completed.
● Ask about the work point set from the last session and how it went. The responses here will likely vary

depending on individual parents. At times they will have done it, and you can check on their experience and in
this time their interpretation. If they were unable to do it, you need to probe to see if this is a function of not
explaining well enough, revisit developmental play time if parents talk about not having the time and also try to
ascertain other possible barriers and briefly talk them through. Remind the parent of the purpose. The
imperative here is to find how it will work for them.

● State the goals for today, even if they involve consolidation, and explain any room changes. Note specific
developmental goals/tasks. Let the parent know when they will be introduced in the session.

● Explain that there will be a couple of new ideas for the parents today. Let them know we are starting to work
on developing an understanding of how the child communicates what they want (cue-reading) and that we are
going to be wondering about what might be “underneath” the behaviour we see. In other words, what they are
telling us through their behaviour.

● Begin the session, inviting the parent to take the lead. Initially allow time for both parent and child to settle in.
Make observations around previously introduced skills such as reduced questions, the quality of the narrative,
following the child’s idea and waiting to see how they develop.

● Reflect the changes you observe and their impact in a developmental context and against the goals where
appropriate.

● Continue to monitor narrating and observing skills. Provide tips and positive comments.
● Introduce cue-reading:

○ Initially bring the parents attention to possible cues, those the therapist has observed
○ Ask the parent what they think the child is “telling” them. It’s unlikely parents will have done this often,

except perhaps when the child is engaging in unhelpful behaviours. You might simply say:
■ “What do you think (child) is telling you right now? If the parent can’t answer: “what would you

guess if you had to?” If still stuck you might say: “When I saw (name the cue) I thought they
were letting us know they wanted, were feeling, had the idea to…” Next time we see it, how
about you let them know you think that is what they are telling you.

● Introduce active imitation:
○ Do this simply initially and make sure the purpose is explained. For example you might say:

■ Now you have started to see that your child “talks” using their body, it can also really be
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helpful for them if we talk to them (respond) in that language. Let me try to illustrate, when we
talk to each other, conversation is “created in our brains - so to speak." These communicating
gestures your child is using are also created in their brain. By copying them we are in a sense
bringing their attention to us and this form of conversation. And their brain recognises that. It
is a way to get some sharing of attention and also helpfully connect. It will feel a little weird at
first. Lets try and see what responses we get.

○ It might be valuable to demonstrate this initially. It will also be useful to combine with the cue-reading
and reflective functioning to bring words to the copying. See Caldwell (2006) for help with the
subtleties.

● Introduce reflective functioning. This is slightly different from cue reading in that not only are we asking the
parent to guess what the cue is, we are now asking them to guess the underlying motivation for the intended
action the cue has allowed them to see. In other words, we are asking them to imagine the internal world of
their child and these motivations, which might be affective or cognitive in nature – including just to have fun!

○ When opportune, have the parent watch without speaking at various times, and ask them to “guess”
what the child might be experiencing underneath the behavior they are presenting. It may be a feeling
or they may be having an idea. The purpose here is to begin the reflective process with the parent. It is
unusual for a parent to immediately feel comfortable with this process. They may not guess or they
may offer a “projected” impression. To begin this, the therapist might pick a moment when the
motivation behind the behavior is clear and say:

■ “What do you think they are telling us/you through that behavior?”
○ Again wait to allow the parent to wonder. If they are stuck, follow the “guess” then share your own

hunch. The idea here and with the cue reading above is to give enough information including, where
necessary, what they might do, and then have them do it. Experience tells us that the child will respond
– sometimes instantaneously. It is worth remembering that your greatest ally will be the child. When
they experience another person “seeing” them, their responses and connecting processes will
demonstrate to parents the utility of these ideas in a way that words will rarely be able to do. In other
words, we use the experience of both parties (parents and children) when they work this way to build
understanding and skills, not just talking about the ideas and theories. It is important to “notice” these
changed behaviors with the parents.

● Bring the session to a close
○ Summarize the ideas introduced and “create” meaning. You might say something like:

■ We did a couple of different things today and I just wanted to summarize, as it is a bit
different to imagine what is going on for your child and what they are telling you in their
way. I guess it is important to know we will always be guessing about these things and that
sometimes it will be off the mark. However, for our kids the guessing can be very helpful as
they make sense of their experience. If we don’t they most certainly will. Your tone of voice
can help things seem less troublesome. For them, they get “seen” i.e. they get the sense
that “someone gets me, my ideas, feelings and what I am trying to let them know.” They
may not know the words we use, but our tone of voice and facial expressions and some of
the words help make sense of things for them when it is a bit tricky on their own.

○ Complete the Session Summary – set the work point
○ Give them the Session Rating Scale measure.
○ Use transition to consolidate – including asking: “What do you think they are telling us right now? What

might be underneath that?

Materials Needed
● Session Summary (partially completed) – specifically the goals component. Keep a copy for review before

next session (they can also be helpful when writing notes)
● Tip Sheet – optional may be useful
● Session Rating Scale

Note: This second phase introduces some complex ideas. Parents may take a number of sessions to become “fluent”
in them. This means the therapist has to keep an eye on several things in subsequent sessions: the development of
these new skills and the skills described in the first phase, as well as maintaining a focus on the developmental tasks
for the child. The worksheets will help. Treatment planning is essential, specifically session planning. Previous notes

17

https://doi.org/10.1002/icd.456


and worksheets will be very helpful in effectively juggling these components of the therapy.

Observable Markers for Shift to Next Phase
● Caregivers noting cues and responding to them
● Caregivers begin to be able to imagine the internal motivation of the observed behavior.
● Caregivers also begin to reflect their own experiences in parenting their child.
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Third phase
Setting the foundations - Affect Regulation – Parent and Child

Description
While there may have been some work done managing affect as a part of the previous phases, this third phase brings
attention more directly to that. It also incorporates the parent’s affective responses and their influence on the
relationship, specifically in the developmental context. This will impact community involvement and help with
connecting behaviors, whether they are helpful and unhelpful.

Goals
● Continued monitoring/coaching around previously introduced skills
● Introduce affect regulation skills and the role that regulation plays in helping the child developmentally,

including within the community setting.
● Introduce the use of “and” when the child’s affect has an intentional component that may be avoidant or them

wanting to do something that they are being denied.
● Introduce the notion of “take charge” moments being “bigger, stronger, wiser, kind” (Hoffman, Cooper, Powell,

& Marvin. 2006)
● Expand reflective functioning to include the parent’s ability to identify their own affective states as they interact

(e.g. anxiety, sadness, confusion, frustration) and the impact they may have from the child’s perspective.

Session Outline/Structure
● Review previous Session Summary.
● Collect the Session Rating Scale.
● Ask about the work point set from the last session and how it went. Listen for and address “blocks” or skill

issues/interpretations
● State the goals for today, even if they involve consolidation and explain any room changes. Note specific

developmental goals. Let the parent know when they will be introduced.
● Explain that there will be a couple of new ideas for the parent’s today. We are extending the idea that the

child’s developmental functioning can be impacted by their feelings. Helping make sense of those feelings can
not only help in their therapeutic goals, it can help in the family, in the community, in playing with other kids,
and ultimately at school and throughout life. Let the parent know their own feelings can influence the child’s
experience, learning, and behaviour, so we are going to spend time having them “check in” on their own
feeling states throughout the session. It may be useful to illustrate this point now by using an example of
worry. The therapist might say:

○ How about I give you an example. So we know children are wired to watch their parent’s faces. They
also are convinced you have not a care in the world. You are the “all knowing, all powerful giants” who
make things safe and OK. Let’s say you are worried about something they may be trying to do or an
upcoming event – going shopping for example. So we also know that the child has a little
apprehension about going to new places. They look at you and see your worried face. In their mind
(even though they don’t actually have these words) they think – Uh oh, the giants are worried this must
be way worse than I think, I better get the heck outta here or stop us going or, or, or.”

○ Today we are going to watch and wonder about the feelings stuff and how it impacts the developmental
goals we are hoping for. You may want to introduce some of the goals the parents have for their child
in the longer term here. It may also help to note this is a tricky thing to do. For example you might say:

■ Of course this isn’t an easy thing to do. As a parent you don’t want your child to worry or be
sad. However we both know they do. Some folks think that by naming the feelings they will
make it worse. In fact by letting the child know such things you actually may make things
easier – you make sense of it for them, they don’t have the capacity to. It changes their
experience of the feeling from it being something that can possibly overwhelm and
therefore I need to get away from to something that you are comfortable with and therefore
perhaps not as frightening as they thought.

● Begin the session, inviting the parent to take the lead.
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○ Initially allow time for both parent and child to settle in. Make observations around previously
introduced skills.

○ Reflect the changes you observe and their impact in a developmental context and against the
goals where appropriate.

○ Continue to monitor skills, provide tips and positive comments.
○ Notice the child’s responses, especially those that are unexpected in context of the diagnosis or

parent’s explanatory model. This is a key feature of the insightfulness we are looking to encourage.
○ Have the parents add observations of the child’s feelings as they present. Make sure they include

positive (e.g., excited) as well as negative (e.g., worried, frustrated).
○ Have parents let the child know they recognise and are not disturbed by the feelings. This will

have been introduced in earlier sessions, particularly in transitions so you can remind parents of this.
○ When you notice an affective response of the parent, ask what they might be feeling at that

moment. If the parent finds it difficult, offer a guess yourself, such as,
■ “You looked a little concerned when (child) was…or what is it that you are worried might

happen.”
○ If the opportunity presents where the affect experienced by the child is prompted by apprehension,

e.g., they don’t want to do something for some reason, introduce the use of “and” as a link between
acknowledging the affect (noticing it) and having the child persist. For example you might ask the
parent to say:

■ “You are a bit worried and you can try one more time”
○ As you progress in the session, always note the child's response,bring it to the parent’s attention.
○ Offer a variety of affective descriptors (e.g. worry, frustrated, upset, excited, happy). Help the

parents extend their “guesses” and observe the child's response. From experience, the child will
“correct” if the hunch is not representative. It’s important to “stick at it” especially when the affect is
elevated; it may take 5 to 6 attempts.

○ Note: There are many opportunities in sessions and in life to use the word “and” to link the regulation
(i.e. noticing the feeling, which brings the child closer to a calm, alert state), to the action (i.e. the
developmentally sponsored activity or more helpful behavior). These should be explored regularly with
parents who will more likely use the word “but.” Work with parents on how these two words can feel
different by illustrating with them.

● Complete the Session Summary – set the work point
● Give them the Session Rating Scale measure.
● Use transition to consolidate – including active regulation of feelings. Have the parent articulate their own

affective experiences if the child resists. At all times, note the child's response.

Materials Needed
● Session Summary (partially completed) – specifically the goals component. Keep a copy for review before next

session
● Session Rating Scale

Observable Markers for Shift to Next Phase
● Caregiver frequently responds to affective cues whether they are positive or negative
● Caregiver is able to notice and articulate their own worries/affective responses in context. For example, they

more frequently use phrases like, “I am a bit worried about….and you can” rather than “be careful.”
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Fourth phase
Context, Workability, Helpful and Unhelpful as determinants of strategies

Description
This and the next phase are focused on parent thinking, changing explanatory models, and learning histories
regarding parenting. It also addresses the behavioural components of the insightfulness paradigm by having the
parents begin to see behaviour as contextually sponsored and communicative.
We introduce concepts of workability and “helpful/unhelpful.” This helps parents take on a “hypothesis testing” mindset
regarding their child’s behaviors rather than viewing their parental competence as good or bad. It also facilitates an
acceptance of the difficult behaviours by reframing them from being problematic (on the child’s part) to consequences
of context for example.
It also reinforces the idea that behaviour can change in new and unexpected ways when the parent considers both
context and function of behaviour. That said, each session has at its core the developmental agenda to which parents
direct their expanded responses.

Goals
● Continued monitoring/coaching around previously introduced skills
● Introduce the notion of workability
● Introduce the concept of helpful and unhelpful as references to behaviours, parenting and connecting –

compare to negative reinforcement schedules
● Consider contextual thinking – antecedent management in particular

Session Outline/Structure
● Review previous Session Summary.
● Collect the Session Rating Scale.
● Ask about the work point set from the last session and how it went. Listen for and address “blocks” or skill

issues/interpretations. State and explain the goals for today, even if they involve consolidation and explain any
room changes. Note specific developmental goals. Let the parent know that in this next phase we are going to
extend their thinking a bit wider, to begin to wonder about other aspects of the developing understanding of
their child’s experience.

● Begin the session
○ Introduce the ideas of “what works and what does not work” compare that to “right and wrong”

and how the parent might see the difference. Use examples in the session to illustrate. It may be that
you have been saying these things in prior sessions, but we are now highlighting them to the parent.

○ Introduce helpful and unhelpful, both in the context of connecting behaviour and parental
responses.

○ Cover the idea that all this takes place in a context. By thinking about the context and how it
shapes behaviour, the parent begins to consider managing context rather than managing reactions as
a default. Bringing this to session is not an easy task, and the therapist has to look for opportunities as
they are presented or anticipate them, for example in a change to the room. By doing this, they can be
brought to the parent’s attention in the moment.

○ Note: In these sessions there is a more frequent dialogue between therapist and parent in thinking
through the situational experience. For example, the therapist will use phrases like “What do you think
they are telling us now?” “What do you think prompted them to do that?” “How well did that work?”
“Was that helpful?” It is important to stockpile the helpful, that worked responses to reinforce and
juxtapose them to the “unhelpful, didn’t work” history of parent’s responses. This is the process of
changing the response repertoire in a workable, helpful way for the parent. It too can be fun and light.
There are times when the parents can see something work and it is in direct contrast with what they
believe or would have done historically. Again take the time to reflect on this with humour if it suits
your style and with lightness otherwise.

● Complete the Session Summary – set the work point
● Give them the Session Rating Scale.
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● Use transition to elucidate any points from today, including unhelpful and helpful responses as well as
workability. At all times, note the child's response.

Materials Needed
● Session Summary (partially completed) – specifically the goals component. Keep a copy for review before

next session (they can also be helpful when writing notes)
● Tip Sheet – optional, may be useful
● Session Rating Scale

Observable Markers for Shift to Next Phase
● Caregivers more frequently describe their child’s behavior in a context rather than being a function of the

child’s disposition or diagnosis.
● Caregivers often talk about things that work or didn’t work when engaging with their child.
● There are fewer self-critical remarks.
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Fifth phase
The final phase of augmenting the response repertoire: Integrating,
Generalizing and Experiential Learning

Description
A feature of this and ongoing sessions will be the changed role of the therapist and parent in session. They will now be
spending much less time coaching interactions. Instead they will be working with the parent discussing how to bring
the developmental goals to the child in session and outside. They may occasionally spend time directly working with
the child, but this will be to illustrate what is required for the goal.
It may be a helpful check-in for therapists to monitor and review the distribution of their time in these latter sessions.
The goal is to consider the developmental goals and wonder how to more readily implement them using the changed
response repertoire of the parent. For example, if it is a skill issue, then when the child resists the parent will respond
saying something like, “it is a bit tricky and you can do it."

Goals
● Applying and developing the skills outlined in early sessions to ongoing developmentally oriented imperatives
● Extend the application to settings outside therapy
● Establish the parent as expert and advocate for their child’s needs in session and in other settings

Session Outline/Structure
● Review previous Session Summary.
● Collect the Session Rating Scale.
● Ask about the work point set from the last session and how it went. Listen for and address “blocks” or skill

issues/interpretations.
● Revisit Goal Tracking Form, which by this time will have a strong focus on functional capacities.
● Set goals for today’s session. Involve parent in how best to bring to the child.
● Start the session proper.

○ Reiterate session goals/developmental tasks.
○ Act as “coach” as the parent engages with the child, noting helpful and unhelpful responses,

noting what works and does not work and ensure the purpose of the suggestions/recommendations
are explained in the context of the child’s developmental needs and the goals that have been
established.

○ Demonstrate where necessary again with explanation of the purpose for the actions taken.
○ Use video to illustrate points
○ Keep in mind the cardinal features of insightfulness and wherever possible, draw the parent’s

attention to behaviours that support those characteristics. Notice unexpected behavioural responses
and juxtapose them with what the diagnosis might have predicted. When things get difficult in the
room, respond from a perspective of acceptance and reference contextual issues that might have
precipitated the response.

○ Note: In this model, context includes internal variables, (e.g. affective, body responses--often
generalised as “sensory”), or cognitive (i.e. the child’s thoughts about the situation).

● Complete the Session Summary – set the work point
● Give them the Session Rating Scale.
● Use transition to elucidate any points from today including unhelpful and helpful responses as well as

workability. At all times, note the child's response.
Note: These phases are essentially a recalibration of the parent and child such that the elements of sensitive
parenting that can be disrupted within the context of having a child with developmental difficulties are returned in a
different guise to the parent’s response repertoire. Those expanded skills are then directed to the developmental
agenda, whether in the contexts of developmental playtime, more complex functional requirements or in the
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community where the opportunity for broader exposure to naturally occurring contingencies can add to the child’s
developmental functionality.

Materials Needed
● Session Summary (partially completed) – specifically the goals component. Keep a copy for review before

next session (they can also be helpful when writing notes)
● Tip Sheet – optional, may be useful
● Session Rating Scale

Conclusion
There may be ongoing therapy, perhaps for a number of years. Throughout this time the platform laid down in this
early work will be expanded and utilised at every opportunity, always with the priority on optimising developmental
capacities. Hopefully this will be in an experiential, hypothesis -testing context where the parent and the therapist
wonder together about how to bring these skills to the ever-changing developmental trajectory of the child. This new
knowledge is well described by Salma Fraiberg (1980) as being the gift from science returned to children and their
families.

A Real Case Example

Intake

Sam is a 2-year-old with a diagnosis of cerebral palsy. At the initial meeting, her mom described her as in a
“constant state of distress.” She talked of her own sense of being completely lost, not knowing what Sam
wanted or needed most of the time. She had never seen Sam play happily for longer than 10 minutes
before “having a meltdown.” She was often confused regarding how to know and meet Sam’s needs. They
rarely leave the house because she is worried that Sam will have a meltdown, and they will need to leave
wherever they are. She expressed concern about Sam’s future, such as getting into school and living as an
adult.

Goal Setting

Using the Goal Setting Worksheet form, the SLP and family first established their longer term hopes for
Sam. These included:

● Living independently if at all possible
● Having friendships
● Being able to make some choices about work
● Completing a level of education that matches Sam’s capacity
● Staying connected to the family
● Having other people love them beyond their family

They then determined more immediate goals for Sam that could be met in the next three months. They
included:

● Sam would engage in enjoyable play activities
● Sam’s mom would better understand Sam’s communication cues and respond appropriately
● Family outings would increase
● Sam would feel loved and rely on her mom
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These goals were transferred to the Goal Tracking Form and Sam’s mom put an “X” on the line indicating
her sense of how Sam was functioning currently. They were all very much toward the left side, indicating
low scores.

Therapy

The SLP set up the room with a variety of simple, age-appropriate toys. They then focused on the following
strategies, in alignment with goals listed above.

● First they focused on “narrating” Sam’s play by simply telling Sam what she was doing. For
example, “you have the car,” and “you are playing with the doll.”

● The SLP also prompted Sam’s mom to guess what her non-verbal play cues might be. She
encouraged her to make comments such as, “you are thinking about what to do,” and “you are
having fun.” If Sam pointed, the SLP encouraged her mom to say, “you want the ball.” When Sam
made any verbal utterances, the SLP encouraged her mom to respond by saying, “You are telling
me about…”

● If there was any distress/disquiet from Sam, the SLP wondered aloud what Sam might be feeling
and encouraged her mom to name the feeling, such as “you are a bit frustrated,” or “you are cranky
with the doll.”

They worked on these strategies for several sessions. At the end of each session, they summarized what
they noticed. For example, in the first session, Sam’s mom commented that she had not seen Sam play for
that length of time. The SLP gave Sam’s mom the homework to spend 15 minutes a day with Sam playing
in the way they had practiced during the session.

Follow Up

At the end of the initial six sessions, they reviewed the goals. Sam’s mom marked “X’s” on the Goal
Tracking Form that were very close to the right-hand side. She also provided feedback that included
comments like “I can better understand what Sam is actually telling me, even though there are no words’.
Sam is playing much more and enjoying how we get involved. We are getting out more.

Treatment Planning

After reviewing the progress that had been made, they together set goals for the next six sessions. At
this point, the SLP brought up the possibility of introducing an AAC device to help Sam share her play
ideas.

25



Example Initial Goal Setting Document
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