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Abstract

Background: Death of any of siblings is an overwhelming, severe, and prolonged challenge in children development process and is
a major risk factor for psychiatric disorders in childhood and later. Interventions for bereaved families following a child’s death have
been examined over the last several decades. However, no effective treatment for bereavement siblings prolonged grief disorder
(PGD) and post-traumatic stress disorder (PTSD) has been found yet.
Objectives: The study aimed at determining the effect of Theraplay on the symptoms of prolonged grief (PG) and post-traumatic
stress disorder (PTSD) in siblings of a deceased child with cancer.
Methods: In this preliminary study, a multiple baseline single-subject design with a follow-up period was used. The statistical pop-
ulation included siblings and mothers of children aged 6-10 years who had been under treatment at Mahak Child Cancer Hospital
and died 1or 2 years ago. From this population, 4 mother-child pairs were selected as the study sample by convenience sampling.
Each mother-child pair participated in 15 Theraplay sessions once a week (45-minute section). Assessments were performed using
the inventory of prolonged grief for children (IPG-C) and the University of California at Los Angeles Posttraumatic Stress disorder
reaction index for DSM-5 (UCLA PTSD-RI) at baseline, intervention sessions and follow-up stages. Visual analysis of graphic displays
of level, reliable change index (RCI) and clinical significance were used to analyze the data. Data analysis and drawing graphs were
performed in Microsoft Excel 2016.
Results: Results of visual and quantitative analysis of data showed that PG symptoms decreased in all 4 participants during the
treatment and follow-up. Also, according to the results, Theraplay intervention significantly reduced PTSD in all participants.
Conclusions: Theraplay appears to be effective in reducing PG and PTSD in bereaved siblings. However, the reduction rate varied in
different subjects. According to the findings, Theraplay helped subjects accept grief and loss and this method can be used to help
the mental health of other bereaved children.

Keywords: Grief, Stress Disorders, Post-Traumatic, Siblings

1. Background

Medical events such as severe injuries and life-
threatening illnesses are diagnosed as potentially trau-
matic events. Among fatal diseases, childhood cancer is
frequently considered as a traumatic event (1). When chil-
dren are exposed to the situation in which their siblings
are suffering from life-threatening illnesses, such as can-
cer, they are usually unprepared and find themselves in a
critical situation. Such events affect the pattern of family
life so that they experience disintegration of life every
day and confront the unpleasant feeling of tension (2).
Bowlby’s theory of attachment suggests that if a child in

this situation perceives the threat to the life of their sibling
who is deeply connected to, it results in anxiety and grief
(3). Grief, as an emotion, is differently experienced by each
individual and is partly dependent on the individual’s
stage of life (2, 3). Reaction to death depends on the child’s
maturity, personal experiences, and their understanding
of death consequences (2, 4-6). Reactions to grief over the
death of a sibling typically include severe sadness and
depression for prolonged periods. Aggression is a com-
mon reaction and siblings may have behavioral problems
(2, 7). Eilegard et al. in a survey on 174 bereaved siblings
and 219 non- bereaved siblings’ experience showed that
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bereaved siblings had low self-esteem, minimum personal
growth, and high levels of anxiety and depression (8).
Reactions to death in children may be multifaceted and
include cognitive distortions, strong emotions, physi-
cal issues, and psychological adjustment disorders (9).
Grief for siblings is inadvertently ignored because the
emphasis of social and family support is constantly on
the parent’s loss experience (10). Also, the grief of these
children may be not visible to other family members
in the crisis because they are focusing on the death of
the deceased child at this time (11-13). In addition, most
children are well aware that their parents are disturbed
and saddened by the death of their deceased child, so they
do not express their own inner problems in order not to
add to their parents’ grief. Furthermore, these children
usually do not express their feelings freely, and this may
mislead family members to think that the child is doing
well. For this reason, and also because of the preoccupa-
tions, pain, and anguish of parents they often neglect the
needs of bereaved siblings (13). Maercker reported that
this could lead to the development of persistent complex
bereavement disorder in surviving siblings, also known
as prolonged grief disorder (PGD) (14). PGD is a proposed
diagnostic category that is intended to classify bereaved
individuals who experience notable dysfunction for atyp-
ically long periods of time following a significant loss
(15). Core symptoms include a pervasive yearning for the
deceased or persistent preoccupation with the deceased
accompanied by intense emotional pain (16), a syndrome,
which occurs in about 10% of bereaved adults. Similar
to adults, 10% of children who are bereaved by sudden
parental death have high and sustained prolonged grief
reactions (PGR) nearly 3 years after death (17). A case study
by Allen et al. (18) on a 16-year-old boy showed that he was
experiencing symptoms of depression, anxiety, physical
symptoms, and Post-traumatic stress disorder (PTSD) 8
years after the death of his older brother in an accident.
In individual treatment sessions, he reported feeling guilt
for his older brother’s death and anger with his mother for
not speaking openly with him about his brother’s death
(18). Many previous studies have shown that childhood
cancer-related PTSD by focusing on the parents or the
patient, and siblings have typically been excluded from
these studies while they have witnessed pain, the severity
of illness, or loss of weight and hair of their sick siblings.
In addition, they may be away from the child with cancer
for a long time, being afraid of their death possibility,
do not understand the disease and treatment process,
and greatly lose their parents’ support because of being
involved in the patient’s treatment process. Furthermore,
their daily routines being disrupted, and they have to
stay with relatives or friends (1, 11, 19, 20). The results of a

recent systematic review of the psychological adjustment
of siblings of children with cancer showed that they are
at risk for adjustment disorders and suggested that the
distresses they experience can be conceptualized in a PTSD
framework. They reported that 29% - 38% of siblings of
children with cancer experience moderate to severe PTSD
symptoms (1, 21). In a study in 2013, Kaplan et al. (1) showed
that more than 60% of siblings of children with cancer
reported moderate to severe PTSD, and 22% of them had
all of the PTSD criteria. Considering the adjustment prob-
lems of siblings of children with cancer during illness,
conditions that the family experiences before the death of
the child, and major changes that occur after the death,
these children often appear to face with problems that
require early and appropriate psychological interventions
to prevent more serious harm in subsequent years of
development. However, much of the research on child
bereavement has focused on losing a parent and limited
research has been done on children who have experienced
sibling loss (22-24). Numerous approaches have been
proposed based on different approaches to the treatment
of PGD. While these interventions usually emphasize the
importance of talking about the lost person and feelings
of grief, children are unable to express their emotions and
feelings due to their low level of abstract thinking (25).
Some of them avoid talking about their loss in order not
to face the reality, pain and consequences of their loved
one’s death (26). Theraplay is based on the Bowlby’s theory
of attachment, where treatment is adjusted according
to the early stages of the child’s development, where the
child’s emotional development stops, and the attachment
process is disrupted. Theraplay can explore the emotions
and feelings of these children and provide them with a
positive, warm and compassionate care, and a sense of
value, as well as, fulfil their needs to adjust to their emo-
tions and the child can achieve what they have lost before.
Theraplay is not based on cognitive representation but
rather on emotions and can be applicable to a wide range
of emotional, social, and behavioral problems at different
ages from childhood to adulthood (3, 27). In general, the
main focus of this intervention is on connection, and its
therapeutic model is based on the attachment theory
including sensitive, responsive, and playful interaction
between the caregiver and the child to facilitate child
development, create positive internal working models of
self and others, and its long-term impact on the child’s
behavior and emotions. Activities are not the key to Ther-
aplay efficiency! Rather, activities are merely tools that
facilitate connection. The key is to pay attention to the
child and to teach parents to pay attention to the child and
to “wholeheartedly” help children become healthier and
happier. This method is useful for all ages, from infancy to
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adolescence, but is used in the age range of 18 months to
12 years (28).The results of a study by Makela and Vierikko
(29) have shown that Theraplay is effective for both boys
and girls in reducing behavioral and emotional problems,
especially aggressive behaviors, and this reduction has
been persistent in follow-up studies. The goal of this treat-
ment was to help the child to adjust their emotions and
behaviors and challenge their negative internal working
models (30).

2. Objectives

Less research has been conducted to determine the effi-
cacy of psychological interventions on Prolonged grief dis-
order (PGD) and post-traumatic stress disorder (PTSD) in
bereaved siblings; therefore, this study aimed at examin-
ing the effectiveness of Theraplay on PGD and PTSD in be-
reaved siblings.

3. Methods

The protocol of the study was approved by the Ethics
Committee of University of Social Welfare and Rehabilita-
tion Sciences (code: IR.USWR.REC.1398.050). This is pre-
liminary quasi-experimental study with a multiple base-
line single-subject design. The statistical population of this
study comprised all 6-10-year-old siblings and mothers of
children with cancer who were treated at the Mahak Child
Cancer Hospital and died in 2017 - 2018. Samples were se-
lected by convenience sampling. The siblings of deceased
children with cancer were assessed for inclusion and exclu-
sion criteria, and finally, 4 mother-child pairs were selected
as the sample. The most important inclusion criteria were
having an inventory of prolonged grief for children (IPG-
C) score higher than the cut-off point of 40 (31) and the ex-
perience of losing a sibling due to cancer for at least one
year, and the age range of 6 - 10 years for the child. The most
important exclusion criteria were psychological disorders
in the mother or, either the mother or the child be under
treatment. Written informed consent was obtained from
the parents of the subjects. To determine the baseline be-
fore the intervention sessions, all children were assessed
by IPG-C and UCLA PTSD reaction index for DSM-5 (UCLA
PTSD-RI) three times with one-month intervals. They then
participated in 15 individual 45-minute weekly sessions.
Participants were re-evaluated by the questionnaires in the
third, fifth, seventh, ninth, eleventh, thirteenth, and fif-
teenth sessions. The first and second follow-up results were
obtained two weeks and one and a half months after the in-
tervention.

3.1. Statistical Analysis

Visual analysis of graphic displays of level, reliable
change index (RCI), and clinical significance were used to
analyze the data. Statistical significance was evaluated by
a reliable change index and clinical significance was deter-
mined by calculating the effect size.

In the reliable change index, the pre-test score was sub-
tracted from the post-test score and the result was divided
by the standard error of the difference between the two
scores. If the absolute value of the result was equal to
or greater than 1.96, it indicated that the obtained result
was mostly due to experimental manipulation factors than
measurement error (32).

The mean baseline reduction (MBLR) method was used
to calculate the effect size. In this method, the mean of the
treatment or follow-up phase observations is subtracted
from the mean of baseline observations, then divided by
the mean baseline observations, and the result is multi-
plied by 100 (33).

The formula for calculating effect size at treatment and
follow-up stages was as follows:

Effect size = Mean 100 × Mean baseline observa-
tions - Mean treatment or follow-up stages observa-
tions)/(Baseline observations

3.2. Participants

Participant 1: (Girl, 9 years old), she and her sister were
identical twins and her sister died due to nephroblastoma
in 2017 at the age of 7.

Participant 2: (Boy, 10 years old) He was the first child
of the family. His younger sister died in 2018 due to neu-
roblastoma at the age of 3.

Participant 3: (Girl, 7 years old) She was the first child of
the family and her younger sister died in 2018 due to syn-
ovial sarcoma at the age of 1.

Participant 4: (Girl, 8 years old) She was the second
child of the family, and her older sister died in 2017 due to
glioma.

3.3. Theraplay for Bereaved Siblings: Treatment Plan

Theraplay focused on the mother and child. In addi-
tion to the therapy sessions where the mother and child
were present, parenting sessions were planned for moth-
ers. Under the supervision of the advisor professor, the re-
searcher designed and implemented the intervention pro-
gram based on the circle of security (34) and Theraplay-
based parenting programs (35) and play therapy tech-
niques. The protocol had 3 parts. The first part, which
included play therapy sessions, was implemented by two
trained play therapists. These sessions aimed at providing

Int J Cancer Manag. 2020; 13(11):e105992. 3



Sepehrtaj A et al.

a safe and relaxed environment for children to express neg-
ative emotions, share memories and feelings, normalize
painful emotions after the death of their siblings, increase
their sense of control over events around them, and in-
crease their self-esteem and self-confidence. The first inter-
view session was allocated to gathering data from parents
(the interview focused on attachment and parent-child re-
lationship). In the second intervention session, the ob-
servation session was conducted using the Marschak in-
teraction method in which, a parent and child perform a
series of tasks together. Interactions were recorded and
later analyzed by the therapist to prepare for a meeting
with parents. In the third session, the therapist and the
parents talked about their interactions and observations
and then agreed on the therapeutic goals (feedback ses-
sion with mother). The fourth to seventh sessions particu-
larly dealt with the emotions of sadness, fear, anger, guilt,
and loneliness caused by the sibling’s death. The eighth to
tenth sessions dealt with wishes and changes after the sib-
ling’s death; the eleventh and twelfth sessions dealt with
the concept of security, safe base, and safe place; and the
thirteenth and fourteenth dealt with the positive charac-
teristics and abilities of the child. The fifteenth session
included an end-of-course celebration and award-giving.
The second part of the protocol included mothers’ group
meetings. The purpose of these meetings was to provide a
safe and secure environment for expressing negative emo-
tions arising from loss of a child, to examine children’s
problems and parent-child interactions, as well as to pro-
vide attachment-centered education tailored to bereaved
children’s special needs. The third part of the protocol in-
cluded mothers’ and children’s home games and home-
work, part of which was emotion-oriented and another
part was relationship-oriented in order to achieve these
goals.

Theraplay was administered weekly in 15 sessions of 45
minutes at the Mother and Child Clinic of Shahid Beheshti
University.

3.4. Measurement Tools

3.4.1. Inventory of Prolonged Grief for Children (IPG-C)

Diagnosis of prolonged grief in children was based on
the DSM definition and clinical symptoms with a score
above 40 on the prolonged grief scale in children. Pro-
longed grief disorder is a syndrome that includes persis-
tent, disruptive yearning, trouble accepting the death, de-
tachment, excessive bitterness, difficulties to move on, and
a sense that the loss has shattered one’s view of self, life,
and future, present to the point of impairment beyond 6
months’ post-loss (30-36).

Spuij et al. (37) developed IPG-C based on the 30-item
Inventory of Complicated Grief-Revised (ICG-R) by Priger-

son and Jacobs (38). ICG-R was designed to assess pro-
longed grief symptoms in adults (formerly called compli-
cated grief), and also they developed a version for children
of 8 - 12 years old based on that. IPG-C consists of 30 items
assessing PG symptoms in the past month and on a three-
point Likert scale of “1 = almost never”, “2 = sometimes”
and “3 = always”. PG symptoms score can be obtained from
the sum of the item scores; therefore, each person can ob-
tain a total score of 30 - 90 (36). In a study by Spuij et al.
(37), on 169 bereaved children, the Cronbach’s alpha coeffi-
cient was 0.91 and temporal stability was obtained by the
test-retest method. Also, to determine the concurrent va-
lidity of the test, its correlation was assessed with the scale
of PTSD, depression, childhood traumatic grief, positive
memory, and child behavioral checklist. Correlation coeffi-
cients were 0.78, 0.62., 0.38, and 0.11, respectively; and, con-
trary to expectation, IPG-C was not significantly correlated
with the child behavioral checklist (37).

3.4.2. University of California at Los Angeles Posttraumatic
Stress Disorder Reaction Index for DSM-5

The current diagnostic criteria for PTSD (diagnostic
and statistical manual of mental disorders, 4th Edition,
text revision (DSM-IV-TR)) require that children have ex-
perienced, witnessed, or learned of a traumatic event,
defined as one that is terrifying, shocking, and poten-
tially threatening to life, safety, or physical integrity of
self or others. Children must also meet at least one
re-experiencing criteria, three avoidant/numbing criteria,
and two hyperarousal criteria. Children must meet min-
imal duration criteria of at least 1 month, and they must
show functional impairment in an important area (school,
peers, family, and the like) (35).

The University of California at Los Angeles Posttrau-
matic Stress Disorder Reaction Index for DSM-5 (UCLA PTSD-
RI) is a self-report tool used to screen for trauma exposure
and assess PTSD symptoms in children and adolescents
(39).

The tool includes an extensive trauma history section,
providing material to determine details of each type of
traumatic event. The next section includes 27 items to as-
sess PTSD symptoms as well as 4 additional items to assess
structured disruption. Participants are evaluated for the
frequency of symptoms experienced in the past months
(from 0 = never to 4 = mostly). When answering questions,
the participant should think about the traumatic event
that is most distressing. Scores range from 0 to 80.

Items that evaluate the main symptoms of PTSD ac-
cording to DSM criteria are classified into 4 scales (40):
5 questions to measure B scale (entering of intrusive
thoughts), 2 questions to measure C scale (avoidance),
7 questions to measure D scale (negative and traumatic
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event-related changes in cognition (intellectual and men-
tal activities, and mood), 6 questions to measure E scale
(arousal and response style), and 4 additional items to
measure disruption symptoms, that individual’s symp-
toms have the necessary criteria for PTSD. In response to
stressors, one exhibits symptoms of disruption of either
depersonalization or derealization (39).

Good translations and psychometric evaluations have
been reported for this tool in which internal consistency
was 0.88 - 0.91 (41). Kaplow et al. (42) reported internal
consistency of 0.85 in a study to determine the psycho-
metric properties of this questionnaire on a sample of 318
children and adolescents. In this study, the correlation
between scores of PTSD-RI and trauma symptom check-
list for children (TSCC) was determined in all samples and
showed convergent validity. Cronbach’s alpha was 0.85 for
the whole questionnaire, 0.82 for boys, and 0.84 for girls.
Cronbach’s alpha was 0.75 and 0.90 in entrance of intru-
sive thoughts subscale; 0.42 and 0.85 in avoidance sub-
scale; 0.77 and 0.88 in changes in cognition and mood sub-
scale; and 0.70 and 0.82 in arousal subscale for boys and
girls, respectively. There was a significant correlation be-
tween the total score of PTSD-RI and the B (r = 0.907), D (r =
0.676), C (r = 0.944), and E (r = 0.852) subscales. There was
also a significant correlation between subscales (43).

4. Results

Participants’ scores for inventory of prolonged grief
for children (IPG-C) and University of California at Los An-
geles posttraumatic stress disorder reaction index for DSM-
5 (UCLA PTSD-RI) are presented in Tables 1 and 2 and also
Figures 1 and 2.

4.1. The Effect Size of Prolonged Grief Disorder (PGD) and Post-
Traumatic Stress Disorder

Symptoms in the first participant was 24.08% and
32.49% in the intervention stage and 62.06% and 87.14%
in the follow-up, respectively. Despite a steady decreas-
ing trend during the sessions, the graphs of PG and post-
traumatic stress disorder (PTSD) symptoms showed less
decrease in the final treatment sessions compared to the
other sessions.

PG and PTSD in the second participant reduced 18.29%
and 48.48% in the intervention stage and 22.4% and 50%
in the follow-up compared to the baseline, respectively.
Therefore, it can be said that Theraplay was relatively effec-
tive in reducing the mentioned variables.

According to Figures 1 and 2, the overall trend of PG
and PTSD changes decreased in the third participant and
slightly increased in the follow-up stage. According to Ta-
bles 1 and 2, PG and PTSD effect sizes were 27.3% and 25% in

the intervention stage and 75.02% and 28.86% in the follow-
up, respectively.

In the fourth participant, the PG and PTSD overall trend
was slightly decreasing with high variability. Regarding
the effect size obtained (Table 1 and 2), PG and PTSD were
16.8% and 56.57% in the intervention and 14.47% and 67.8%
in the follow-up stages compared to the baseline, respec-
tively.

5. Discussion

The present study aimed at reducing prolonged grief
disorder (PGD) and post-traumatic stress disorder (PTSD)
symptoms in bereaved siblings. Findings showed that PG
symptoms reduced in all 4 participants during treatment
and follow-up, and considering the significant absolute
value greater than 1.96 in all participants, Theraplay had a
positive and significant effect on decreasing PG symptoms.
Other findings of the present study showed that Theraplay
significantly reduced PTSD total score in all participants.

It appears that this course of treatment has been ef-
fective in reducing the symptoms of prolonged grief (PG)
and post-traumatic stress disorder (PTSD) in bereaved sib-
lings by increasing awareness of emotions, reducing phys-
ical tension, training parents to provide care and contact
and its effects on the agitation in children, facilitating the
release of negative emotions in children and calming them
after emotional release, reducing the feeling of loneliness
regarding negative emotions (such as remorse, guilt and
anger), accepting the loss, and regaining of strength.

The Reduction in subjects’ PG and PTSD scores are con-
sistent with studies by Mahmudi Gharaii et al. (44), Wag-
ner (45), Wethington et al. (46), Holmes et al. (47), and
Hoagwood et al. (48). Wethington et al. (46) examined
the effects of the cognitive-behavioral intervention on chil-
dren affected by traumatic events. Their results showed
that therapeutic intervention is effective in reducing the
psychological damage caused by traumatic events in chil-
dren and adolescents.

Numerous methods, based on different approaches,
have been proposed for treating grief disorder. The use
of psychotherapy intervention has been effective in sev-
eral studies which aimed at reducing grief symptoms in
children (49, 50). However, the severity of the distress ex-
perienced by the bereaved children, their cognitive capa-
bilities, and developmental differences are ignored in the
treatment of PG, an omission that can affect the effective-
ness of this type of treatment in these children (31).

Siblings of children with cancer face several challenges
including uncertainty concerning the progression of the
disease, feeling of loneliness, poor family relationships,
fear of death, and unresolved grief, all of which increase
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Table 1. Prolonged Grief Repeated Measurements Resultsa

Participant Base line Treatment Follow-Up
Effect Size (Percentage of Recovery) Significance

Baseline-
Treatment

Baseline-Follow-
Up

Absolute Value Significance

Participant 1 46.66 (2.08) 35.42 (4.19) 31.5 (0.707) 24.08 32.49 4.37 Significant

Participant 2 67.66 (1.154) 55.28 (3.98) 52.5 (6.36) 18.29 22.4 5.124 Significant

Participant 3 56 (1) 40.71 (3.19) 42 (4.24) 27.3 25 7.867 Significant

Participant 4 73.66 (1.52) 61.28 (6.92) 63 (8.48) 16.8 14.47 2.969 Significant

Total 61 (10.97) 48.17 (11.6) 47.25 (13.27) 21.03 22.54 3.25 Significant

aValues are expressed as mean (SD).

Table 2. Reduced PTSD Total Score Repeated Measurements Resultsa

Participant Base line Treatment Follow-Up
Effect Size (Percentage of Recovery) Significance

Baseline-
Treatment

Baseline-Follow-
Up

Absolute Value Significance

Participant 1 23.33 (0.577) 8.85 (5.81) 3 (0) 62.06 87.14 4.159 Significant

Participant 2 66 (2) 34 (8.3) 33 (2.82) 48.48 50 6.385 Significant

Participant 3 58.33 (1.52) 14.57 (8.44) 8 (2.82) 75.02 86.28 8.628 Significant

Participant 4 76 (1.73) 39.71 (17.48) 28 (8.48) 47.75 63.15 3.468 Significant

Total 55.91 (20.75) 24.28 (16.7) 18 (14.08) 56.57 67.8 5.102 Significant

aValues are expressed as mean (SD).
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Figure 1. PG changes in participants 1, 2, 3, and 4 at baseline, intervention, and follow-up stages

the risk of PTSD (51). Previous research has shown the
effects of various therapeutic interventions on reducing
the levels of distress, isolation, and anxiety, as well as, on
improving social competence, social acceptance (52), and

children’s adaptability (53) and on increasing the quality
of life and personal development and reducing depression
(54) in these children. Research on the psychological well-
being of the siblings of the deceased children with cancer
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Figure 2. PTSD total score changes in participants 1, 2, 3, and 4 at baseline, intervention and follow-up stages

is still scanty, and due to the psychological problems of
these children, they require specific specialized help (54).

Changes in parenting behavior, severe emotional dis-
tress, and internalization problems such as depression,
anxiety, and PTSD in the mother are some of the most im-
portant factors affecting the adjustment problems of be-
reaved siblings. Among these factors, mothers’ depression
is especially harmful to children (55) because these moth-
ers will not be able to meet the needs of their children. Like-
wise, the decrease in mother’s patience, endurance, and
energy following her grief reduces her parenting capac-
ity and making it difficult for her to balance her personal
grief and the needs of her children (56, 57). Considering
these points, Theraplay may help surviving siblings in sev-
eral ways and reduce the symptoms of PG and PTSD.

The Theraplay therapist provides safe organization
(structure dimension), confident leadership, and sensitive
adjustment of demands (challenge dimension), and mod-
els this approach for parents so that when children seek
consolation from their parents, they can support their
stressed children with the necessary peace and relief (28).

Theraplay first offers a progressive experience of
safety and mutual social participation (58) and then co-
regulation so that the parent forms a close attunement
with the child and attend to the child’s emotion regulation
and the repair of a situation that is not going well (affect
synchrony and interactive repair) (59). It helps children
become calmer, more compliant, and more extroverted
(28) by creating more positive modes of relationship
(internal working models) (3).

Theraplay is a “moment-to-moment” experience of
the co-regulation of emotional and psychological states,
through synchronous, face-to-face interactions using
movement, proximity, and touch (all the features that
Porges calls “polyvagal play” as a whole), in the form of a
mutual game. It also gradually makes the mother more
aware of the child’s responses and emotional state and
offers a chain of playful activities (up-regulation) and
relaxing ones (down-regulation), which provide oppor-
tunities for enjoyable and relaxing moments, help her
understand and feel the child’s regulation state better
and realize whether the child needs up-regulation or
down-regulation, and find ways to help the child maintain
the capacity to tolerate this level of arousal and avoid
triggering stressful responses. In this process, the child
becomes more capable of forming relationships instead
of reacting defensively. This type of game chain can be
described as a "neural exercise" to regulate the state (60).

The increase in parent-child emotional synchrony and
response to the child’s emotional needs in Theraplay inter-
vention occurs through 4 dimensions of structure, chal-
lenge, engagement, and nurture.

In general, whenever the primary caregiver can re-
lieve the child’s stress, communicate emotionally with the
child, and share happy moments with it, the child’s ner-
vous system is able to deal with the loss, and various be-
havioral and emotional problems in children, which may
be the result of their response to the death of a loved one,
can be reduced through the development of secure attach-
ment relationships by parents and their support for be-
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reaved children (61).
Research showed that families with children with can-

cer undergo major changes after the death of the child (62).
In some marriages, stronger ties are formed and some be-
come weaker. Bereaved parents report lower marital sat-
isfaction, less sexual intimacy, more frequent thoughts of
separation, and higher divorce rates than non-bereaved
parents (63). The above highlights the importance of
parental adjustment to loss when the target group in-
volves bereaved siblings. Alleviating the distress of be-
reaved mothers, emotional support of parents to improve
the mental health of caregivers of surviving children, and
the use of appropriate psychological interventions to re-
solve bereaved parents’ marital conflicts can influence the
better adjustment of bereaved siblings and the long-term
impact of treatment interventions (56).

The present study had also some limitations: random
sampling was not practical and the convenience sampling
method was used, and the sample size was small. It is rec-
ommended that the study be repeated with the larger sam-
ple size and random sampling. Furthermore, the imple-
mentation of the current intervention in 3 groups includ-
ing 1 group comprising only mothers, 1 group compris-
ing only children, and 1 group including mothers and chil-
dren, and comparing the three groups, can clarify the ef-
fects of the intervention more accurately.

5.1. Conclusions

Theraplay is effective in reducing PG and PTSD symp-
toms in bereaved siblings. The therapeutic protocol used
in this study provides a suitable model for dealing with
bereaved children. Therefore, considering Theraplay as a
kind of attachment-based play therapy in working with
children, can help them accept their grief and loss of a
loved one and this treatment can be used to improve chil-
dren’s mental health.
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