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ABSTRACT

This paper proposes a theoretical model of play therapy that blends developmental neurobiology perspectives 
with tenets of body psychotherapy. The author suggests that the current application of neurodevelopmental 
principles in play therapy can be bolstered by somatic interventions that foster integration between the body 
and mind of the developing child. The topics of regulation, attunement, and interoception are explored from a 
somatic lens, and therapeutic applications are considered. This paper sets forth an integrative, trans-theoret-
ical approach of incorporating body psychotherapy principles in the playroom.
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Body Psychotherapy in the Playroom
A Somatic Approach to Working with Child Clients

his paper explores a theoretical model that melds 
the disciplines of play therapy and body psycho-
therapy. The topics of regulation, attunement, 
and interoception will be explored from a somat-

ic lens, underpinned by the current literature in attachment and 
developmental neurobiology. While many varying models of play 
therapy exist, this paper offers an integrative, trans-theoretical 
approach of incorporating body psychotherapy principles in the 
playroom.

Literature Review
Contending with chronic stress, neglect, abuse, or trauma is 
detrimental to the physical and emotional health of all beings, 
but it is especially deleterious to the brain and nervous system 
of a developing child (Perry, 2006; Schore, 2009; van der Kolk, 
2015). Adverse experiences in early infancy and childhood can 
have lifelong impacts on the emotional, physical, neurological, 
and behavioral health and wellbeing of the child (Kain & Terrell, 
2018; Ogden, Pain, & Fisher, 2006b; van der Kolk, 2015). It is es-
timated that 74% of individuals who contend with mental health 
issues in childhood will continue to cope with similar concerns 
in adulthood (Leggett & Boswell, 2017). Thus, addressing child-
hood mental health concerns is important not only for the child, 
but for the adult they will become, and ultimately carries larger 
societal implications.

It is imperative that therapeutic interventions are developmen-
tally appropriate and match the physiological and emotional 
needs of the child in order to be successful (Perry, 2006). Play is 
a basic and essential component of childhood and development; 
thus, play therapy offers a developmentally appropriate modal-
ity when working with children (Dion, 2018; Leggett & Boswell, 
2017). 

“ ”
 Children operate from a sensorimotor, 

bottom-up, emotional system, 
and are not yet able to effectively utilize 

their higher cortical functioning 
and cognitive reasoning capacities.
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Play Therapy: An Overview
Play is the way in which children learn to construct 
their world, gain social skills, develop expressive lan-
guage and emotional capacities, and cope with their 
inner feelings and external surroundings. Play therapy 
is an especially appropriate approach to working with 
children because it is how children inherently commu-
nicate their inner worlds through the projective process 
of play. Often, more can be deduced by how a child plays 
than through the words they use, as language is not yet 
fully developed and emotions are not easily articulated 
(Lin, 2015). 

The Association for Play Therapy (2014) broadly defines 
play therapy as the ways in which trained clinicians 
employ the therapeutic powers of play to help child 
clients work through and resolve psychological, social, 
and emotional difficulties in order to achieve optimal 
growth and development. There exist four main the-
oretical models of play therapy: psychoanalytic, hu-
manistic, behavioral, and developmental (Gil, 1998). 
Each model has its own theory on how best to approach 
play in a therapeutic context. Play therapists typically 
fall into directive or non-directive orientations, dif-
fering in opinion on how involved the therapist should 
be in setting up, participating, intervening, and creat-
ing meaning during play. While empirical evidence for 
the effectiveness of play therapy interventions is no-
tably lacking, a 2005 meta-analysis showed favorable 
treatment outcomes for a more humanistic orientation 
to play therapy as opposed to non-humanistic models 
(Bratton, Ray, Rhine, & Jones, 2005). 

Neurodevelopment and 
the Nervous System at a Glance

Garnering a basic understanding of how the brain and 
nervous system process information and respond to real 
or perceived threat helps clinicians understand what is 
going on in the mind and body of their client. This un-
derstanding allows clinicians to tailor their approaches 
in ways that meet the child’s needs in real time (Per-
ry, 2006). Thus, acquiring an operative appreciation of 
neurodevelopment and the nervous system can help the 
somatically oriented play therapist target interventions 
in a way that accesses the neural networks responsible 
for emotional regulation, attunement to self and other, 
and somatic awareness of self in a developmentally ap-
propriate way. 

A neurodevelopmental approach. The brain is structured 
in a hierarchical manner that moves from primitive 
(brainstem) to complex 
(neocortex). All sensory 
information coming from 
both inside and outside the 
body must first enter lower 
brain regions (Perry, 2006). 
The brainstem, also re-
ferred to as the body brain, 

is the only part of the brain fully developed at birth, 
and is responsible for basic survival functions (Baden-
och, 2008; Cozolino, 2006; Ogden & Fisher, 2015). The 
brainstem also serves as a relay station between body 
and brain, interpreting sensory information and regu-
lating internal physiological cues, and plays an impor-
tant role in the interoceptive process – the ability to feel 
and know what one is feeling – all important consider-
ations for the somatic play therapist. The limbic system 
is responsible for affective knowing and emotional re-
sponses and monitors the environment for danger and 
real or perceived threat. Lastly, the neocortex allows an 
individual to think, problem-solve, engage in abstract 
thought, and offers declarative knowledge; importantly, 
this area of the brain does not reach full development 
until the mid-twenties (Siegel & Bryson, 2016; van der 
Kolk, 2014). However, optimal functioning of the cor-
tex is dependent upon the integration and regulation of 
lower cortical centers (Badenoch, 2008; Kestly, 2015; 
Perry, 2006). Thus, play therapists must learn to work 
with each of the three main brain centers: the body brain 
(brainstem), the emotional brain (limbic system), and 
the thinking brain (cortex). 

Understanding the nervous system. As Kestly (2015) elu-
cidates, it is more appropriate to refer to the brain as 
an “embodied brain,” as research makes it evident that 
brain functions are intricately interconnected and dis-
tributed throughout the body, with information pro-
cessing and signaling moving in both a top-down (brain 
to body) and bottom-up (body to brain) fashion (Bade-
noch, 2010; Cozolino; 2010). The nervous system allows 
the brain and body to communicate in this bidirectional 
manner. 

Developed by Porges (2011), the polyvagal theory of-
fers an expounded explanation of the autonomic nerv-
ous system responsible for an individual’s fight/flight/
freeze/collapse response in the face of threat. Porges 
(2011) coined the term neuroception, which refers to the 
process by which neural circuits evaluate threat or safe-
ty. Neuroception of safety is the somatic felt sense that 
occurs when an individual perceives the environment 
to be safe and secure. When safety is established, hu-
mans can engage in ways that foster social connection 
and positive attachment, via what Porges (2011) refers 
to as the social engagement system. Infants, children, 
and adults alike will shut down this social engagement 
system in the face of threat. When frightened, subcor-
tical brain regions take over and physical survival is 
prioritized, mobilizing the flight/fright/freeze or col-
lapse response (Ogden & Fisher, 2015; Porges, 2011). If 

… optimal functioning of the cortex is dependent upon the integration and 
regulation of lower cortical centers. Thus, play therapists must learn to work 

with each of the three main brain centers: the body brain (brainstem), 
the emotional brain (limbic system), and the thinking brain (cortex).
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the individual perceives they can do something about 
the threat, the sympathetic nervous system will be ac-
tivated as one prepares to fight or run from danger (e.g., 
the child that is brought to therapy for aggressive be-
haviors or anxiety). If, however, the threat seems insur-
mountable, the collapse response will be initiated, and 
symptoms of hypoarousal will be apparent (e.g., the de-
pressed child client). Please refer to Figure 1 for an over-
view of symptoms of hyperarousal and hypoarousal, as 
tracking these cues will be important for the somatic 
therapist in the playroom. 

Body Psychotherapy

Traditional approaches to mental health have focused 
on cognitive models of therapy, ignoring the body and 
its somatosensory experiences (Aposhyan, 2004; Kurtz, 
2007; Ogden et al., 2006b). Children operate from a 
sensorimotor, bottom-up, emotional system, and are 
not yet able to effectively utilize their higher cortical 
functioning and cognitive reasoning capacities (Ogden 
& Minton 2000; Perry, 2006; Siegel & Bryson, 2016). 
Thus, early traumas and non-integrated stressors are 
primarily expressed and experienced through the body, 
not through words or cognitive understanding of events 
(Levine, 2010; Ogden et al., 2006a; van der Kolk, 2015). 
It is this understanding that underpins the theoretical 
rationalization for using a somatic approach in play 
therapy. 

The somatic body psychotherapist facilitates body 
awareness and sensations in the client, helping the in-
dividual to slowly experience feelings and bodily cues 
that might have been previously heightened, cut off, 
or denied (Ogden et al., 2006). Body psychotherapists 
do not eschew the importance of cognition, but rather 
seek to include the implicit, relational ways of being 
and knowing that are hallmarks of embodied experience 
(Levine, 2010; Ogden et al., 2006a). The author has, and 
will, utilize the terms somatic and body psychothera-
py interchangeably throughout this paper in reference 
to this body-centered approach that purports health is 
ultimately an individual’s integration of their somatic, 
emotional, and cognitive self. 

Attunement

Attachment and attunement. Attachment is the emotion-
al bond between the infant and primary caregiver/s that 
shape the child’s developing brain and nervous system, 
and has lasting impact on an individual’s visceral, so-
matic, and non-verbal sense of self (Cozolino, 2010; 
Schore, 2009). The early child-caregiver relationship 

is a dance of bodies and right-brain to right-brain at-
tunement (van der Kolk, 2014). Through attuned car-
egiving, a parent can mirror and help an infant regulate 
their levels of emotional arousal, facilitate the infant’s 
capacity to develop their own self-regulatory capac-
ities, and come back to a state of homeostasis in the 
body. The emerging sense of self is first and foremost a 
body sense, in which an infant feels and communicates 
via sensations, emotions, and movement (Ogden et al., 
2006b). It is this early implicit knowing, and its subse-
quent influence on patterning, beliefs, and emotional 
states, that are of interest to the body psychotherapist 
when working with child clients.

Van der Kolk (2014) states that children who do not re-
ceive physical attunement from caregivers are liable to 
shut down direct feedback from the body, impacting 
their ability to perceive somatic sensations later in life. 
Moreover, early attachment traumas impact the devel-
oping oribitofrontal cortex, a part of the brain that gov-
erns the unconscious processing of social and affective 
information, regulation of bodily states, and the ability 
to cope with stress and emotion (Ogden et al., 2006). 

It is important to highlight the reciprocity involved in 
this attuned relationship, noting that both client and 
therapist impact one another (Dion & Gray. 2014). To 
truly be attuned to a client’s internal and emotional 
world, it is necessary for the therapist to be open to, 
aware of, and in communication with their own so-
matic sensations (Badenoch, 2008; Dion & Gray, 2014). 
Thus, to foster this resonant relationship with a client, 
the somatically oriented therapist must work to become 
an embodied practitioner. It is through this nonver-
bal, attuned therapeutic relationship that a child can 
come to know and understand their emotional world, 
which subsequently impacts their ability to self-regu-
late through states of emotional intensity (Dion, 2018; 
Schore, 2012; Wallin, 2007). 

Regulation

Regulation and co-regulation. Regulation refers to an 
individual’s capacity to manage their emotional states 
(Kain & Terrell, 2018). It has been well-documented that 
regulation is a learned process. Parents play a critical 
role in teaching children how to soothe themselves in 
the midst of emotional intensity. Children develop this 
skill, either effectively or ineffectively, by observing and 
mirroring caregivers’ responses to dysregulation, which 
in turn impacts how successfully they will regulate their 
own emotions and cope with stress, even as adults (Kain 
& Terrell, 2018; Siegel & Bryson, 2016). This process of 
helping a child manage emotions and find their way back 

to a place of optimal arousal 
is known as co-regulation. 
Co-regulation is the back-
and-forth dance between 
adult and child that is in-
herently somatic (Kain and 
Terrell, 2018). Regulation is 

Body Psychotherapy in the Playroom

… the somatically oriented therapist must work to become an embodied practitioner. 
It is through this nonverbal, attuned therapeutic relationship  
that a child can come to know and understand their emotional world…
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important in the therapeu-
tic context because cortical 
functioning goes offline 
during moments of very 
high or low arousal. Thus, 
attempting to talk or reason 
with a child when they are 
operating from subcorti-
cal regions will be largely ineffective. The somatic play 
therapist works to help children titrate their somatic 
and affective experience in ways that keeps the cortex 
“online.”

Fostering Somatic Awareness 

Interoception. Interoception refers to an individual’s 
ability to detect internal sensations occurring in the body 
such as body temperature, heart rate, hunger, and oth-
er internal sensorial cues (Murphy et al., 2017). Porges 
(2011) refers to interoception as the infant’s sixth sense. 
It has been proposed that atypical interoception plays a 
causal role in the development of psychiatric disorders, 
with clients demonstrating a reduced ability to read 
cues from the body on the one hand, and hyperaware-
ness to interoceptive signals on the other (Murphy et al., 
2017). The role of the somatic therapist is to help clients 
become aware of, name, and appropriately respond to 
their interoceptive experience. Increased interoceptive 
and somatic awareness involves integration of multi-
ple brain regions, and thus can assist in promoting both 
lateral and vertical connectedness of neural regions – 
helping children become aware of their sensations (bot-
tom-up processing) and put words to their experience 
(top-down processing).

BODY PSYCHOTHERAPY 
IN THE PLAYROOM: 
A THEORETICAL MODEL
Language and words are cognitive in nature, and thus 
are not the natural communication style of children gov-
erned by a kinesthetic way of being in the world. There-
fore, learning to engage with children on a nonverbal 
level is essential for play therapists, and provides the 
perfect platform to integrate somatic work. Many exist-
ing play therapy models recognize the importance of at-
tunement, regulation, and somatic interventions in the 
playroom, though few come from a body psychotherapy 
orientation. The following framework is inspired by the 
tenets of Synergetic Play Therapy and the teachings of 
its creator, Lisa Dion. For a graphic representation of 
this theoretical model, please refer to Figure 1.

Calming the Limbic System: 
Attuning Through Mirroring

Understanding how nervous system cues manifest in 
the playroom has salient implications for the somat-

ic therapist as they track the micro and macro move-
ments of their clients, and use this information to guide 
their therapeutic approach. It is the somatic therapist’s 
responsibility to attend not only to what is said by the 
child, but also to the nonverbal communication of their 
body and their play. In this way, the somatic therapist 
gains insights into what the child client is unable to ex-
press consciously and mirrors it back to them in ways 
that can increase awareness and promote integration.

Naming emotional and somatic experience. Attunement 
requires connecting with the child and their emotion-
al experience. Siegel and Bryson (2016) state “connect 
first, and solve second” (p. 36). The somatic therapist 
tracks the nervous system cues of the client, attunes 
to the setup and emotional resonance of the play, and 
reflects back an emotional understanding of what the 
child is communicating. This is a crucial first step, as 
this model proposes that emotional attunement must 
occur prior to any intervention. If the child is in a state 
of hypo- or hyperarousal, lower brain regions can be-
come flooded with sensations and emotions. The “name 
it to tame it” strategy (Siegel and Bryson, 2016) serves 
a few functions. It has a regulatory affect in and of itself 
by naming and acknowledging what is occurring, which 
can help calm the amygdala’s alarm bell (Dion, 2018). 
It also brings higher cortical functioning online, helping 
children make sense of their emotions and sensations, 
and put words to their experience. 

Attuning through the body. Building off the name it to 
tame it strategy, this author proposes a novel thera-
peutic intervention dubbed “feel it to heal it”. Feel it to 
heal it takes the naming of emotional states a step fur-
ther by proposing the therapist embodies the emotion-
al state in their own body, mirroring back to the child 
what the emotion looks like in an embodied sense. As the 
literature states, observation is one of the central ways 
children come to understand the world around them, 
and ultimately themselves (Dion, 2018). Wallin (2007) 
speaks to this experience as affect attunement, a type 
of collaborative communication that is emotionally 
congruent and contingent on what is happening in the 
moment. Embodied mirroring allows the child to realize 
their own emotional and sensorial states can be allowed, 
recognized, and shared by another. Mirroring, or pos-
ture sharing, generates a feeling of being with a client 
in a way that increases communication, a sense of being 
seen and felt, and builds rapport. It is important to note 
that mirroring is less about copying a posture exactly, 
and much more about resonating with the emotionality 
behind the embodiment, which sets the stage for affect 
regulation, discussed next.

Feel it to heal it takes the naming of emotional states a step further 
by proposing the therapist embodies the emotional state in their own body, 

mirroring back to the child what the emotion looks like in an embodied sense.

Jennifer L. Taylor
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Talking to the brainstem: regulating with breath, rhythm, 
and movement. Most children are brought to therapy 
due to behavioral concerns. It takes a perception shift to 
realize that all behavior is just an attempt to regulate the 
nervous system and offers communication about what 
the child is experiencing internally. If the therapist can 
hold this in mind, it is easier to understand and befriend 
the anxious, aggressive, or shutdown behaviors of the 
child, and help model new ways of coping with somatic 
and affective experiences. 

It is in an environment of safety that one has access to 
their cognitive resources and social engagement sys-
tem. Therapists cannot help a child access their higher 
cognitive brain functions if their lower brain regions 
are sounding the alarm. Thus, regulation of these sub-
cortical structures must be a priority in the playroom. 
Regulation helps both child and therapist to titrate, 
befriend, and move through emotional intensity. The 
brainstem serves as the epicenter for the regulation of 
arousal (Levine, 2010). This interactive psychobiologi-
cal regulation is nonverbal in nature, as the brainstem 
communicates and responds to movement, rhythm, and 
breath  – not words. Regulation is used to allow both 
therapist and client to move towards the emotional and 
somatosensory experience together, as opposed to reg-
ulating out of any particular nervous system state (Dion, 
2018). In this way, the therapist helps the child client to 
stay with emotion and sensation, thereby expanding 
their window of tolerance.

The somatic body psychotherapist. As regulation is pri-
marily a somatic interaction, clinicians need to develop 
their own bodily awareness and regulation capabilities. 
If therapists are overwhelmed by their affective and 
somatic experience, or conversely shut off from their 
implicit bodily knowing, they will be less effective in 
allowing emotional intensity in their clients. Regulation 
allows both the therapist and client to develop a rela-
tionship with a previously shut off or unconscious emo-
tion, to feel it more fully in their body, and to be able to 
stay present in the experience. This author encourages 
therapists to study their own nervous system patterns 
by referring to Figure 1. Lastly, dysregulation should be 
welcome in the playroom, as this is where, in real time, 
therapists get to meet the client and demonstrate a new 
and novel way of being. What the therapist disallows in 
themselves, they will often cut off in their clients, as 
an unconscious attempt to manage their own nervous 
system. Thus, the therapist must learn to self-regulate 
so that they can be available to co-regulate with their 
clients. 

Feel it to heal it: regulating through rhythm and move-
ment. As Siegel and Bryson (2016) explicate, bodily 
movement has a direct impact on brain chemistry. When 
a child is dysregulated and has lost touch with their cor-
tex, the fastest way to help them come back into balance 
is through movement. This is where having an appre-
ciation of nervous system states can provide insights 
and guide a clinician in how best to approach movement 

with a client (Figures 1 and 2). A therapist will choose a 
movement intervention based on whether the client is in 
hyper-, hypo-, or optimal arousal, and will then model 
regulation (through a non-directive approach) or pro-
pose a movement intervention (through a directive ap-
proach). As the therapist and client engage in rhythmic 
movement, they allow themselves to feel the emotions 
and accompanying sensations in their body, creating a 
new implicit understanding that such intensity is tem-
porary and can be both felt and sequenced.

Breath. Breath is an important tool in the playroom, 
as it is the quickest way to alter nervous system states 
(Levine, 2010). Many body psychotherapists incorporate 
breath work in their practice, including but not limit-
ed to calming the activated client, charging the nervous 
system for emotional and physical processing, or as a 
resource for regulation. Incorporating breath work, ei-
ther in a non-directive manner via modeling and nam-
ing, or directly through purposeful interventions, can 
be a powerful intervention for the somatic play thera-
pist. The type of breath work used will be dependent on 
whether the child is exhibiting signs of hyper- or hy-
poarousal. Children in a state of hyperaroused activation 
will be best served by taking long, deep, diaphragmat-
ic breaths that focus on extending exhales as this will 
serve to calm sympathetic arousal. In contrast, children 
exhibiting hypoarousal symptoms can wake up the par-
asympathetic nervous system by taking quick, short 
breaths. Therapists can model these varying breathing 
patterns in their own body non-verbally, mirroring to 
the child ways of regulating. One directive approach to 
breath work is incorporating the use of bubbles. Chil-
dren needing to calm their activation can be instructed 
to blow the largest, biggest bubble they can. This will 
necessitate the child to slow their breath and use their 
exhalation mindfully. The hypoaroused child can be 
invited to blow as many bubbles as possible, as quickly 
as possible, thereby bringing energy back into the sys-
tem. Body psychotherapists learn to watch and assess 
their client’s breathing patterns, noting how the child’s 
breath manifests both under stress and when relaxed. 
In turn, this knowledge will inform the breath work in-
terventions the therapist proposes (Caldwell & Victoria, 
2011). This section offers only a brief exploration of the 
use of breath interventions in the playroom. Interested 
readers are encouraged to learn more about the regula-
tory capacity of breath and get creative in their inter-
ventions in the playroom. 

Increasing Interoception 

Naming sensations. The somatic therapist helps chil-
dren recognize internal sensations and provides the 
child with language to describe what is happening in 
their bodies. Just as play therapists help children devel-
op a vocabulary for emotions, so too is it important to 
provide children a lexicon for sensations. Children who 
operate from a state of chronic hyperarousal often feel 
a lot of sensation, whereas hypoaroused children might 

Body Psychotherapy in the Playroom
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feel numb or detached from their somatic self. Helping 
children place mindful, titrated, and guided attention 
on their body and its somatosensory experience can aid 
in distinguishing between sensation, emotion, and cog-
nition, and understand how each intimately impact one 
another. 

As interoception involves both higher and lower brain 
regions, it is important to find interventions that speak 
to each brain area. Thus, the somatic therapist incor-
porates both bottom-up and top-down approaches 
with interventions that are targeted to the regions of 
the brain responsible for somatosensory processing 
(brainstem), emotional appraisal (limbic system), and 
higher-order thinking (cortex). For a directive approach 
to fostering somatic awareness in a way that promotes 
integration across brain regions, please see Appendix C: 
Feel it to heal it: Listening to My Body. This directive 
helps children to become mindful of their embodied ex-
perience and track internal sensations. 

The somatically-inclined therapist might ask a child to 
notice their body with a few prompts: notice your whole 
body, now notice just your finger. Notice which parts of 
your body feel loose, notice which feel tight. If those tight 
shoulders could talk, what might they say? The attached 
worksheet helps a child to tap into specific sensations 
and their accompanying emotions, pinpoint where they 
are feeling the experience in their body, and consider 
what movement their body might want to take next. Em-
ploying the feel it to heal it strategy, the therapist allows 
the sensation a voice, presence in the body, and a chance 
to sequence through movement and rhythm. An example 
of this theoretical approach in action follows. 

APPLICATION
The following example draws on observed play themes 
with child clients, but is primarily fictitious in nature 
and for illustrative purposes only. Please reference Fig-
ure 2 for an illustrative representation of this theoretical 
model. 

Working with Sarah

Sarah is a seven-year-old client with a history of early 
medical trauma. When Sarah was three years old, she 
underwent medical procedures that required her to of-
ten be immobilized for a series of scans. The following 
scenario demonstrates the ways in which Sarah plays 
out her unconscious and implicit memory of her experi-
ence. For the sake of demonstration, the projected play 
in the following scenario is obvious. It is important to 
note that not all play will be quite so literal, and many 
times the therapist will not know explicitly what is be-
ing played out. Luckily, meaning making is the work 
of the cortex, whereas the body psychotherapist in the 
playroom is much more concerned with the nonverbal 
and implicit felt sense of the child’s experience. It is less 
important to cognitively understand what’s transpiring, 

and much more salient for the therapist to feel their way 
through the play. This is where the science and art of 
psychotherapy meet.

Tracking the nervous system. Sarah picks up a baby and 
begins to tie a scarf around the baby’s arms, pinning 
them to its side. Sarah sets the baby down and walks 
away, leaving the baby alone on the other end of the 
room. A body-centered therapist would simultaneous-
ly begin to track the affective and somatic experience 
arising in their own body, while also watching the body 
language of the client, tracking for signs of dysregula-
tion. The therapist tracks Sarah, and notices her breath 
is short and shallow, her eyes are open wide, and she 
is exhibiting tension in her upper body. The therapist 
senses sympathetic activation, and meets the client in 
the intensity, both verbally and nonverbally (attune-
ment). Before the therapist can help the client sequence 
this stuck arousal energy, she must first attune to the 
emotional and somatic experience, help Sarah regulate 
through the intensity, and engage her interoceptive 
awareness.

Regulation, attunement, and interoception in action. The 
somatic therapist is tracking breath, tension patterns, 
speed of movement, bodily and facial expressions, ca-
dence of speech, eye contact, and pupil dilation, among 
other nervous system cues. The therapist sees that Sa-
rah is demonstrating signs of hyperarousal and begins 
to feel it in her own system. Staying present in the play, 
the therapist begins to use breath and movement to 
regulate the activation. The therapist takes a few deep, 
audible breaths as she rocks side to side, engaging the 
rhythm necessary to calm the brainstem. The therapist 
then engages both the name it to tame it and feel it to 
heal it strategies to assist in attunement and regulation, 
while also naming somatic experiences to cultivate in-
teroceptive awareness. For example, the clinician (rock-
ing side to side) might state: “I’m feeling really nervous 
right now, I want to help the baby, but don’t know how” 
(regulation/attunement). “If I were the baby, I might 
feel stuck and confused. I feel hot and prickly in my 
own body” (modeling interoceptive awareness). Then 
the therapist models regulation: “I need to take a deep 
breath,” and can offer a directive probe: “I wonder what 
you think that baby is feeling?”. If the therapist believes 
the client is within their window of tolerance, they can 
take this a step further and inquire/reflect, “I wonder 
what is happening in your body right now, Sarah; some 
tightness in the shoulders huh?” (using interoception 
to help the client name her felt sense experience). It is 
unimportant whether or not the client answers this di-
rective. The simple invitation to notice their body and 
emotions is often enough to spur at least a momentary 
curiosity in the child as they scan their own internal 
landscape. There is no right or wrong way to regulate, 
move, or feel in a play session. The most important 
aspect in this somatic approach is staying authentic, 
attuned, regulated, and emotionally connected to the 
child and to self-as-therapist.

Jennifer L. Taylor
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As Sarah progresses in her therapy, she begins to demon-
strate an increase in somatic and affective awareness 
and regulation capabilities. This is evident in her mount-
ing ability to allow, name, and stay connected to self and 
her somatic and emotional states, either projectively 
(e.g., “the baby feels scared right now”) or self-reflec-
tively (e.g., “my tummy feels swirly,” as she takes a deep 
breath). As Sarah’s play progresses, she plays out similar 
themes, but in novel ways, eventually leading to the se-
quencing of the previously thwarted survival movement, 
her inability to move during the scans.

Therapist self-regulation. Further on in her treatment, 
Sarah transfers her projective experience from the toys 
to the therapist. Sarah approaches the therapist and 
tells her she is “under arrest.” She cuffs the therapist 
with the toy handcuffs and directs her to sit on the 
couch, where she instructs her that she “is not allowed 
to move.” Sarah is now helping the therapist to feel the 
direct experience of being immobilized. 

As play increases in intensity, it is important that the 
therapist remains regulated and embodied in the ex-
perience. If the play scenario is outside the therapist’s 
window of tolerance, they will engage their own nervous 
system defenses in an attempt to manage the emotional 
intensity of the play. In this scenario, it could be easy to 
imagine a dysregulated therapist naming, “I feel stuck; I 
need to get away!”, removing the restraints, premature-
ly sequencing activation, and shutting down the play. 
This author proposes that a child needs to be deeply felt 
and met in the activation first, and then the therapist can 
regulate the intensity, thereby widening the child’s (and 
perhaps the therapist’s) window of tolerance. This ex-
ample highlights the importance of the therapist doing 
their own work of staying embodied, developing the skill 
to track their own nervous system state and window of 
tolerance, and the ability to remain titrated in the play.

Getting unstuck. Ideally, the therapist uses the afore-
mentioned strategies of breath, movement, and nam-
ing/feeling the emotional and somatic experience to 
stay regulated and attuned with the client, and pres-
ent in the intensity of the play. The therapist begins to 
self-regulate while mirroring the intensity in her own 
body and naming “I feel scared. My chest is tight and 
I feel fluttery. I’m stuck.” The therapist is helping the 
client to hear, feel, and name what was previously an 
unconscious and unintegrated experience. As the ther-
apist allows these sensations, emotions, and feeling in 
herself, she gives permission for Sarah to allow them in 
herself as well. As the therapist attunes to the emotional 
and somatic sensations, she begins to use movement, 
breath, and rhythm to model ways of staying embodied 
and attached to self in the midst of the intensity.

It may take multiple sessions for things to begin to shift. 
In an earlier session, the therapist mirrors hypera-
rousal in the body while stating, “I want to break free. 
I feel so scared and alone. My chest is hurting. Can I get 
out now?” to which the client responds with “No. You 

aren’t allowed. You are stuck there.” The child needs the 
therapist to understand the intensity of the initial ex-
perience, to feel the helplessness and stuckness in her 
own system. As Dion (2018) elucidates, play can become 
stuck or intensity can heighten until an authentic and 
equivalent response is elicited in the therapist and is 
allowed expression. In this regard, this model proposes 
that the child can go only as deep as the therapist is will-
ing to go, an important caveat.

In this example, let’s imagine the therapist has an emo-
tionally congruent response to the play scenario. This 
time, instead of naming the desire to break free (hy-
perarousal) the therapist connects with the sense of 
hopelessness and powerlessness that is being evoked by 
the child (feeling into the hypoarousal), and states, “I 
feel like I will never get out; part of me feels like giving 
up,” as she mirrors aspects of collapse in her own body 
through a slumped posture and a heaviness in the up-
per body and torso. In this moment, the therapist taps 
into the other side of the nervous system, giving voice to 
the hypoarousal, and mirroring what it might be like to 
feel powerless to move (name it to tame it/feel it to heal 
it). This is important, as a trauma response often car-
ries with it both ventral and dorsal activation and giving 
authentic voice to both can be necessary for integration 
to occur (Levine, 2010). This theoretical model proposes 
that once the entirety of the experience has been felt, 
named, and co-experienced, the client can then move 
towards the healing that comes with moving through 
the intensity, thereby finding integration and empow-
erment.

Sequencing is a somatic approach to working with trau-
ma, which posits that a previously thwarted survival re-
sponse (e.g., being unable to engage the fight-or-flight 
mechanism during a traumatic event) needs allowance 
to move through the body. In this scenario, sequencing 
might look like Sarah allowing the doll or therapist to 
break free of their confines, thus activating the missing 
defensive response and allowing the body and nervous 
system to reset (Levine, 2010). The client, having been 
sufficiently felt, now grants permission for the therapist 
to break free. The therapist would then shake off the en-
ergy in the arms, moving in a way that felt authentically 
mobilizing in their own system. The therapist can invite 
the client to move along with her, ask the client what 
her body would like to do, or co-create a movement 
sequence together that allows movement back into the 
body and the arms. Sarah may just witness the therapist 
and learn new ways of coping through observation, or 
she might be invited to try on the entire action sequence 
for herself, going from confined (standing with arms by 
sides and body tight), to an empowered stage of break-
ing free (moving arms and body), to sequencing energy 
through movement, rhythm, and sound (shaking arms, 
stomping feet, exhaling loudly, or vocalizing). In this 
way, Sarah has the opportunity to complete the neces-
sary action sequence that was thwarted at the time of 
her early medical scans. 

Body Psychotherapy in the Playroom
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This is just one small example that highlights the ways 
in which a somatic therapist might use body psycho-
therapy principles in the playroom. Mirroring, move-
ment, rhythm, breath, and vocalization interventions 
can be modified to be more or less directive, based on 
the therapist’s orientation to play therapy. There is an 
almost limitless potential to the ways in which somat-
ic interventions can be used in the playroom, the only 
guiding principle being that the therapist stays attuned 
and connected to their own body and affective expe-
rience, as well as those of the client. The attuned and 
regulated therapist can then model novel ways of danc-
ing between states of dysregulation back to regulation, 
while staying connected to both self and other. 

LIMITATION AND FUTURE STUDY
This theoretical model proposes that attunement, regu-
lation, and interoceptive awareness are fundamental in 
the health and wellbeing of the child and offers a way to 
incorporate body psychotherapy techniques in the play-
room. This exploration is precursory, and not an all-en-
compassing look into somatic play therapy techniques. 
Nor does the author contend that this model is a com-
plete framework in and of itself for working with child 
clients. Rather, it is intended to set a foundation upon 
which therapists of differing play therapy modalities 
can build while incorporating their own orientations 
and unique lenses. Further, embodiment is a natural 
outcome of the securely attached child, but is a vast, and 
oftentimes hard-won, achievement for the trauma-
tized individual. This can be especially true for children 
suffering from complex trauma, and thus an embodied 
approach to healing must be approached with care, ti-
tration, and consideration so as to not retraumatize the 
child client with intense somatosensory experiences.

The scope of this paper did not address other vitally im-
portant considerations for a somatic approach to play 
therapy, including but not limited to the therapeutic use 

of touch, transference and countertransference consid-
erations, family system dynamics, power differentials 
between child and therapist, and important societal 
and cultural implications. These topics necessitate fur-
ther consideration, research, and conversation as each 
show up in the playroom and impact the embodied and 
relational experience of both child and therapist alike. 
Despite somatic body psychotherapy seeming like a 
natural pairing to working with child clients, it is an as 
yet narrowly explored orientation in play therapy. More 
research and development should be conducted to adapt 
the work of prominent somatic therapists in the field, 
including the modalities of Aposhyan, Kurtz, Levine, 
and Ogden into working with child clients. 

Conclusion
Play is a vital component of child development, and fa-
cilitates growth and healing across cognitive, emotion-
al, and social domains. Play therapy is predicated on the 
belief that children will physically enact and express 
their inner thoughts and feelings through play and re-
lationships. It is this healing relational dynamic that is 
of importance in the playroom as the therapist seeks 
to create an attuned and empathetic connection, help-
ing the child regulate through emotional intensity and 
foster interoceptive awareness, thereby supporting the 
child to garner a newfound appreciation of their affec-
tive and somatosensory inner world. Somatic body psy-
chotherapists work with, and through, the body using 
movement, breath, and rhythm to help clients access 
and integrate their physical and emotional experience. 
Within the framework of attachment-focused therapy 
and developmental neurobiology, body psychotherapy 
can provide a novel way of working with child clients, 
teaching children to regulate through emotional inten-
sity, attune to both self and other, experience and name 
felt sensations, and ultimately find affective, somatic, 
and cognitive integration.

◼    ◼    ◼

Jennifer L. Taylor
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Appendix A

Appendix B

Signs of Hyperarousal/ 
Sympathetic Nervous 

System activation

(Fight/Flight/High Freeze)

Signs of 
Optimal Regulation/

The Social 
Engagement System 

Signs of Hypoarousal/ 
Parasympathetic Nervous 

System Activation

(Collapse)

Fast speech Congruent speech Slow speech, no speech

Quick movements Relaxed movement, ease in the body Slow, heavy movements

Anger/Outbursts/Irritability Connectedness to others, reciprocity Tiredness

Difficulty concentrating Aware of both self and other Slow to engage

Short, quick breaths Regulated breath
Slow breath, 

hard to see breath in body

Quick, rapid eye movements Ability to make eye contact Staring into space/dissociation

Anxiety Regulation/Relaxed Depression

Overly attuned to 
sensation and emotion

Ability to feel and name experience
Numbed from 

sensations and emotions

Exaggerated startle response
Feeling of safety in 

self and environment
Non-reactivity/lifelessness 

Alert, tense, scanning for threat Present, embodied
Disengaged, hanging head, 

slumped posture

Part of the Brain Addressed Therapeutic Skill Used Somatic Intervention

Brainstem 
(The Body Brain)

Regulation- 
Co-regulation and 

Self-Regulation

◼◼ Breath

◼◼ Movement

◼◼ Rhythm 

◼◼ Feel it to heal it

Limbic System 
(The Emotional Brain)

Attunement

◼◼ Mirroring

◼◼ Name it to tame it 
(Siegel & Bryson, 2016) 

◼◼ Feel it to heal it

Integration of the “3 Brains”: 
Body Brain 

+ Emotional Brain 
+ Thinking Brain

Interoception
◼◼ Body Map (Appendix 1)

◼◼ Feel it to Heal It

Figure 1 Tracking the Nervous System. Adapted from the work of Dion (2018), this graphic depicts signs of hyperarousal, 
regulation, and hypoarousal that offer important insights for the somatic body psychotherapist

Figure 2 A Somatic Approach to Working with Children: A Theoretical Model. Adapted from the work of Perry (2006), 
this figure illustrates a somatic approach to play therapy with neurodevelopmental considerations
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Appendix C

Feel it to Heal it Worksheet

Jennifer L. Taylor

Feel it to Heal It: Listening to My Body

Right now, I’m feeling: ___________________________________________________________

Angry Cheerful Embarrassed Loving Sad

Alarmed Compassionate Happy Nervous Scared

Amazed Confused Lonely Playful Surprised

Some sensations I’m noticing are: _ __________________________________________________

Achy Buzzy Dizzy Heavy Numb

Breathless Clammy Energized Hot Prickly

Bubbly Constricted Fluttery Knotted Sore

If this feeling + sensation could talk, it might say: _ ________________________________________

__________________________________________________________________________

This is where I feel it in my body:

 
Feel	it	to	Heal	It:	Listening	to	My	Body	

	
	
Right	now,	I’m	feeling:		 	 	 	 	 	 	 	 	 	
	
Angry	 Cheerful	 Embarrassed	 Loving	 Sad	

Alarmed	 Compassionate	 Happy	 Nervous	 Scared	

Amazed	 Confused	 Lonely	 Playful	 Surprised	

	
Some	sensations	I’m	noticing	are:		 	 	 	 	 	 	 	 	
	
Achy	 Buzzy	 Dizzy	 Heavy	 Numb	

Breathless	 Clammy	 Energized	 Hot	 Prickly	

Bubbly	 Constricted	 Fluttery	 Knotted	 Sore	

	
If	this	feeling	+	sensation	could	talk,	it	might	say:			 	 	 	 	 	 	
	
	 	 	 	 	 	 	 	 	 	 	 	 	 	
	
	
This	is	where	I	feel	it	in	my	body:	

	

This	is	what	my	body	wants	to	do:	
(Examples:	Run,	stomp,	throw,	curl	up)	
	
	 	 	 	 	 	 	
	
	 	 	 	 	 	 	
	
	 	 	 	 	 	 	
	
	 	 	 	 	 	 	
	
	 	 	 	 	 	 	
	
	 	 	 	 	 	 	
	
	 	 	 	 	 	 	
	
	 	 	 	 	 	 	

This is what my body wants to do:

(Examples: Run, stomp, throw, curl up)

_________________________________

_________________________________

_________________________________

_________________________________

_________________________________

_________________________________

_________________________________

_________________________________
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