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ABSTRACT 

 Play contributes to children's cognitive, physical, social, and emotional well-being and 

offers an ideal opportunity for parents and other adults to engage with children. Specific forms of 

play can provide an effective venue for personal development and increased well-being for 

hospitalized children. Medical play refers to specialized activities that have a medical theme and 

are developmentally supportive and appropriate for children as well as facilitate the emotional 

well-being of pediatric patients. The purpose of this research is to examine the effects of group 

medical play involving a medical collage activity  (versus no structured activity) on the 

behaviors of small groups of three-to-five year olds’ visiting their pediatrician. For the medical 

collage group, small groups of two or three children were asked to sit together around a small 

child size table in the waiting area of a pediatric clinic. Each child received a tray with medical 

materials (e.g., tongue depressor, gauze, band aids, syringes without needles), medical tape or 

glue to attach the materials, and a sheet of paper. A child life specialist was present in the room 

to address concerns or answer questions the children raised about the medical materials. 

However, the medical collage activity was child-directed; that is, the adult did not provide the 

children with direction on how to complete the collage.  For the control group, small groups of 

two or three children were recruited in the waiting area of the same pediatric clinic on alternate 

days. The children were not given materials for a medical collage, nor encouraged to play, but 

were free to interact with each other or play with any of the standard manipulatives available in 

the clinic waiting room (e.g., books, wire bead/rollercoaster toy).  The findings of this study 

show that compared to baseline levels, the children in the medical collage group became more 
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alert and displayed higher levels of activity and vocalization immediately after the medical 

collage activity. This suggests that the medical play collage may be a good tool to use to help 

children open up while in a medical setting. 
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INTRODUCTION 

 Through play children grow, develop, express emotions, and adjust to their environment. 

Play may be a safety outlet for hidden wishes and fears, as well as a balance for the tensions that 

are a part of children's lives. Regardless of whether or not the child is ill or well, most children 

are compelled to play (Rollins, Bolig, Mahan, 2005). 

 A central goal in pediatric health care is to facilitate the emotional and physical well-

being of children in the hospital or medical setting. Research provides evidence that medical play 

offers long-term benefits by fostering more positive behavioral responses to possible future 

medical experiences. Since childhood play exceeds cultural barriers, play opportunities should be 

provided for children of all ages and backgrounds (Koller, 2008).  

 Child life specialists are professionals trained to assess children's developmental levels 

and needs while in a medical setting. A child life specialist primarily works in a health care 

setting, and focuses on the developmental and emotional needs of children as well as their 

families. Child life specialists use play and other forms of communication, such as teaching and 

education, to help reduce the stress and anxiety that can be associated with health care 

experiences. A main goal of a child life specialist is to help children and their families cope in 

the most positive way possible. They focus just as much on the child's family as they do the 

patient.  

HISTORY OF CHILD LIFE PROGRAMS 

 Although child life programs have not materialized in children's hospitals nationwide, the 

profession has grown immensely since the 1920s.  In 1922, an early play program was 
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established at Mott Children's Hospital in Michigan (Child Life Council, 2011). The pioneers of 

this play program perceived of play as a necessary activity for the healthy development and 

emotional stability of hospitalized children; play was also thought to alleviate the pain and fear 

that is sometimes associated with different treatment. Child life specialists very quickly became 

involved and concerned with parents participation in the care of the hospitalized child. As the 

profession grew, the philosophy on play became the forerunner of family-centered care which is 

a large and very important aspect of the child life profession (Thompson & Stanford, 1981). 

 It is common for children to have to endure lengthy hospitalizations for chronic illnesses. 

Early observations of the length and stay of a child's hospitalization for a chronic illness revealed 

that children experience distress, loneliness, and the lack of stimulation within the health care 

setting and the pediatric population (Thompson & Stanford, 1981). This contributed to an 

opportunity for change. In 1929, a children's hospital in New York established early play 

programs for children (Child Life Council, 2011). Play and recreation therapists as well as 

teachers were hired to organize and facilitate activities, provide schooling, and psychosocial 

support for lethargic and bored hospitalized children. The play and recreation therapists provided 

the activities for the children as well as educated them. In addition, the therapists were involved 

in teaching the hospital staff about the non-medical and emotional needs of children. The 

therapists aimed to help the hospital staff who provided care for children to understand ways to 

care for and communicate with children in a non-medical way. The play and recreation therapists 

also began to guide and supervise volunteers that were offering their time to the health care 

setting (Thompson & Stanford, 1981). 
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 Over the past twenty five years, the child life profession continues in the traditional 

hospital setting, including inpatient, outpatient, day programs and the emergency room, as well 

as in many nontraditional settings. As the profession has grown and more programs have been 

implemented, child life specialists are employed in hospice programs, camps, early intervention 

programs, dental practices, support/bereavement groups, community programs, and private 

practices (Child Life Council, 2011). Child life specialists continue to advocate for children and 

their families, while administering their knowledge and expertise to protect the emotional 

integrity of children facing severe stressors (Thompson & Stanford, 1981). 

THE IMPORTANCE OF PLAY IN CHILDHOOD 

 Play contributes to many aspects of children's development, and offers opportunities for 

parents and other adults to engage with children (Ginsburg, 2006). While playing, children may 

expand their own self-image and that of others as well as knowledge of the world around them. 

Play enhances children's ability to communicate with their peers and adults. As children mature 

over the first few years, they develop the ability to represent experiences through symbols and 

pretend play becomes an important focus of their activities. In particular, pretend play helps 

children carry out plans, take on roles, and turn objects into something else as a way of 

expressing their ideas and feelings (Ginsburg, 2006).  

 One philosophy on play is that it should be child-directed most of the time. Play should 

be fun and child directed (Ginsburg, 2006). Child directed play is a form of one-on-one play 

between a child and adult in which the child directs and leads. This gives adults the opportunity 

to observe and value the child's play, create an atmosphere that is appropriate for play, encourage 
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safe play, and join the child when it is appropriate (Fernie, 1988).  

 Play is a universal activity for children. Even in areas of the world where young children 

are expected to take on adult like tasks and responsibilities, children still do their best to involve 

play into their daily schedules. This suggests that play is essential to children's development.  

Research suggests that play was found to significantly promote the cognitive and social aspects 

of development and these effects were only increased when adults participated in play with 

children. As a result, childhood play is understood to be critical to children's development for 

multiple reasons. These reasons include the opportunity to communicate feelings, 

misunderstandings and concerns in their own language using both verbal and behavioral 

expression. Since play teaches children how to handle the world and the social roles in it, play is 

the predominant context in which children interface with their environment (Koller, 2008). 

 According to Johnson and Ershler (1982), play is a behavior that is intrinsically 

motivated, freely chosen, process-oriented, and pleasurable. Parten (1932) developed different 

categories of play that are still used today: solitary play, parallel play, associative play, and 

cooperative play. Solitary play refers to children playing alone; parallel play refers to children 

playing side-by-side, but not with another child; associative play refers to children playing 

together, but not working towards a common goal; and cooperative play refers to children 

playing together for a common purpose. 

 A broad definition of play could be any activity in which children spontaneously engage 

and find pleasurable. For children in the hospital or health care setting, specific forms of play can 

provide an effective setting for personal development and increased well-being. Above all, 
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medical play refers to any specialized activities that have a medical theme and is 

developmentally supportive and help facilitate the emotional well-being of a pediatric patient 

(Axline, 1969). 

PLAY WITHIN A MEDICAL SETTING 

 Medical play is a common method used by child life specialists to reduce anxiety and 

promote children's coping with medical visits, hospitalizations, and procedures. In medical play, 

children are provided with the opportunity to play with and explore common medical supplies, 

such as tongue suppressors, stethoscope, and thermometer. The expectation is that by becoming 

familiar with these, children will minimize their fears and/or misconceptions of these supplies 

when they are then used on them. The technique of medical play has four components (McCue, 

1988). First, it always uses a medical theme or medical equipment. Medical play may be a 

spontaneous activity, derived by a teachable moment, but it will always use a medical theme or 

medical equipment (i.e. tongue depressor, syringe, iv catheter, etc.). Second, medical play may 

be initiated by an adult, but it is child-directed and always continued by the child that is engaged 

in the play activity. During medical play, it is beneficial for an adult to be present, but the child 

should direct the activity. Thirdly, it is presented as a fun activity. Finally, medical play attempts 

to help the child gain mastery (i.e. work through fears and misconceptions) and control of the 

situation (i.e. choose which items and how to manage them), express emotions, and explore their 

fear and anxiety that may be associated with medical supplies and equipment. Thus, medical play 

is a type of play where children have the opportunity to manipulate medical themed equipment, 

toys, or activities so that they can become familiar with the medical world. 
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  Important distinctions exist between therapeutic play and play therapy. Although these 

terms are sometimes substituted for one another, the main focus of therapeutic play is on the 

ascent of continuing 'normal development' while at the same time enabling children to respond 

more effectively to difficult situations such as medical experiences. In contrast, play therapy 

looks at basic and consistent psychological issues (e.g. anxiety, separation anxiety, etc.) 

associated with how a child may interact with his or her world. Hence, therapeutic play focuses 

more on the process of play as a way for children to reach developmental milestones and critical 

events such as hospitalization (McCue, 1998). 

 Several studies have shown that therapeutic play is effective in decreasing anxiety and 

fears for children from the time that they are admitted into the hospital until immediately after 

surgery and to the time of discharge. In one qualitative study, Wikstrom (2005) examined how 

children in the hospital experienced expressive arts through the use of clay, paint and textile. The 

main finding from this study was that the children spontaneously described themselves through 

their art by expressing emotions, such as fear and powerlessness (Wikstrom, 2005). A necessary 

component of therapeutic play is its ability to obtain emotional expression that will lead to 

greater psychological well-being for a child in the hospital setting. So, in studies where children 

were offered therapeutic play, they exhibited much more cooperation during stressful procedures 

and were more willing to return to the hospital for more treatment. 

 Another study examined the frequency of medical play during a free play session in non-

hospitalized preschool children. This study revealed that during a 30-minute free play session, 

the preschoolers were just as likely to play with medical supplies, such as band-aids and tongue 
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depressors, as they were to play with developmentally appropriate toys (e.g. blocks, board 

games, etc.). The play with medical supplies was found to be much shorter than the typical play 

and the children with previous hospital experiences spent less time engaging in medical play than 

children with no previous hospital experience. Children with no previous hospital experiences 

were also more exploratory in their play (McGrath & Huff, 2001). These findings suggest that 

children with hospital experience may have some left over anxiety about medical equipment. 

 In another study, “The Teddy Bear Hospital”, the effects on future hospitalizations was 

examined in a group of preschool children (Bloch & Toker, 2008). The “Teddy Bear Hospital” 

involves children bringing a teddy bear or a stuffed animal of their choice to a hospital or 

doctor's office on a designated day. The teddy bear/animal will go through a typical admission 

process just like one that a child would go through if being hospitalized, such as receiving an 

identification bracelet and having his/her vital signs taken. This familiarizes children in a non-

threatening manner with the many different aspects of medical encounters they might experience 

if they were to be hospitalized. As with medical play, a goal of “The Teddy Bear Hospital” 

technique is to minimize children's fears and misconceptions about medical or hospital 

environments. In the Bloch & Toker (2008) study, 41 preschool children visited “The Teddy 

Bear Hospital” prior to being hospitalized, and fifty children were assigned to a control group 

and did not receive the “Teddy Bear Hospital” experience. Children in the “Teddy Bear 

Hospital” showed significantly lower anxiety than the children in the control group. This finding 

suggests that medical play benefits children who are introduced to the hospital admissions 

process. 
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 In one study, Schwartz, Albino and Tedesco (1983) specifically examined the use of play 

therapy to inform and educate children on their upcoming procedures. This study found that 

medically related therapeutic play was more effective than medically unrelated therapeutic play. 

The authors of this particular study examined the effects of preoperative preparation on stress 

reduction in 45 children aged three and four years. These children were randomly assigned into a 

control group, a medically unrelated play therapy group, and a medically related play therapy 

group. The medically related play included providing information to the child and parent, and a 

role play that resembled actual medical procedures with hospital materials. The results from the 

study showed that children in the medically related play group were more cooperative and less 

upset than children in the two other groups, which suggests that medically related play can be 

more effective in reducing stress in comparison to unrelated play (Koller, 2008). Medical play 

includes activities that are developmentally supportive as well as assist in the well-being of a 

patient (Vessey & Mahon, 1992).  

 In another play study, Rae (1989) compared the effects of play on the psychosocial 

adjustment of 46 children, aged five to ten years, who were hospitalized for an acute or chronic 

illness. Children were randomly assigned to one of four groups: therapeutic play, diversionary 

play, verbal support, and no treatment. The therapeutic play group included children playing with 

medical and non-medical materials as well as puppets, dolls, and toy animals. During this non-

directive play, the facilitator encouraged re-enactments of experiences while still allowing the 

child to reflect and interpret his/her own feelings. Results of this study showed that children who 

were involved in therapeutic, non-directive play showed a significant reduction in self-reported 
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hospital fears in comparison with children from the other groups (Koller, 2008). 

 In addition to reducing psychological stress, therapeutic play and medical play can also 

be effective in reducing apprehensive physiological responses, such as palm sweating, escalating 

pulse rate, excessive body movement, and high blood pressure. In two studies, children who 

were given the opportunities for therapeutic play showed less physiological distress and anxiety; 

these findings were indicated by lower blood pressure and pulse rate, as well as shorter time 

between surgery and first voiding in Young and Fu's study (Koller, 2008). 

 Therapeutic play consists of at least one of the following types of activities: 1) 

encouragement and support of emotional expression, 2) informational play in order to educate 

children regarding medical situations, and 3) physiologically enhancing play (Vessey & Mahon, 

1992). In 2008, Li and Lopez performed a study examining the use of therapeutic play in 

preparing 203 children, ages 7 to 12, for surgery. This study included both a randomized control 

and experimental groups. The experimental group was provided with a medical play intervention 

that consisted of children and their parents receiving a preoperative tour of the operating room 

and a doll demonstration, focusing primarily on anesthesia induction, by the researcher as well as 

by the children. The medical play group showed significantly lower anxiety scores in the 

preoperative and postoperative period in comparison to the control group. 

ANXIETY IN THE MEDICAL SETTING 

 While there is no known age that is best for medical preparation, many argue that 

preschool and school age children are at the most risk for psychological upset due to their active 

imagination and tendency to use “magical thinking” while explaining events in the hospital 
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setting (Gaynard, Wolfer, Foldberger, Thompson & Redburn, 1998). Magical thinking is 

described as an inaccurate belief that one's thoughts, words or actions will cause or prevent 

specific outcomes that is not realistic of the relationship between cause and effect (Gaynard, 

Wolfer, Foldberger, Thompson & Redburn, 1998). Preschool and school age children commonly 

hold misconceptions about medical procedures due to a lack of understanding as well as their use 

of fantasy thinking (Gaynard, Wolfer, Foldberger, Thompson & Redburn, 1998). Some common 

fears of preschool and school age children are: separation from parents, fear of pain and shots, 

fear of mutilation, and a misconception that hospitalization is a punishment for something they 

did wrong (Gaynard, Wolfer, Foldberger, Thompson & Redburn, 1998). Thus, it is essential and 

necessary to give these children accurate and developmentally appropriate information that will 

let them know exactly what is going to happen. 

 In a study that looked at children 2 to 16 years old, researchers wanted to see if a 

behavioral intervention could enhance the effectiveness of a eutectic mixture of local anesthetics 

(EMLA) (Fanurik et al, 2000). One hundred sixty children that were undergoing procedures that 

required IV sedation were randomly assigned to one of two experimental groups. These 

experimental groups are described as either distraction or instructions for parents and children to 

use their “typical” strategies. Children older than five gave pain ratings following insertion of the 

needle. The measures included 1)  a visual analog scale, 2) a six point behavioral distress scale, 

3) behavioral observations conducted by the nurses and researcher, and 4) the parents rating their 

own anxiety. Some of the techniques that this study used were bubbles, musical sound story 

books, and headsets with their choice of music. This study found that children's behavioral 
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distress scores were significantly lower for older children as well as those children who were 

provided with distractions. Children's anticipatory anxiety scores and the parent predictors were 

correlated with the pain ratings and behavioral distress scores (Fanurik, et al, 2000). 

 Children experience “psychological upset” when they do not cope well with different 

stressors. This is sometimes first evident while in a medical setting and may remain true when 

the child returns home (Vistainer & Wolfer, 1975). Many studies that look at children in a 

hospital setting show that children experience more psychological upset than children in more 

familiar environments (Li & Lopez, 2008). Things such as previous hospital experiences, age, 

and developmental level may affect pediatric patients' psychological adjustment to medical 

encounters (Gaynard, et al., 1998). 

 A study looked at different preparation types for surgical procedures. These included 1) 

rehearsal, where the children take the role of the healthcare professional, 2) preparation, giving 

the child accurate information about the upcoming procedure, and 3) supportive measures to 

relieve anxiety in pediatric patients. This study looked at 84, 3-to-12 year old, children that were 

admitted for tonsillectomies. The participants were randomly assigned to one of three treatment 

groups or a control group. The children in the three treatment groups showed fewer signs of 

anxiety, were less apprehensive prior to their procedure, and showed more cooperation with the 

medical team during their hospitalization (Visitainer & Wolfer, 1975). 

 A research study conducted by Hatava, Olsson, and Lagerkranser (2000) examined 

children between the ages of 2 and 10 years. The control group in this study was provided with 

the standard care from their health care providers. The experimental group received the same 
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care as the control group as well as a group teaching session that consisted of role playing by the 

patients, introduction to the medical team, and hands on manipulation of the medical equipment. 

The procedure that the child would endure was also demonstrated on a doll for the experimental 

group. The results of this study showed that the children who received preparation methods 

gained better understanding of their procedure and showed decreased levels of anxiety than the 

children who received no preparation (Hatava, et al., 2000).  

ART THERAPY 

 Art therapy was organized in the 1930s and primarily involved psychiatrists examining 

their patients' artwork for relationships to their illness (Pratt, 2004). During this time, art 

educators were seeing that art expression of children represented both emotional and symbolic 

communication. Children are not always able to verbally express their feelings and state of 

emotions. Clatworthy and Clatworthy (1999) developed a concept to measure the emotional 

status of hospitalized children, between 5 and 11 years of age, by coding their drawings using an 

objective schema. Drawings are fun for children and are developmentally appropriate activities. 

The concept is now represented in a manual entitled The Child Drawing: Hospital. Materials 

such as a white sheet of paper and a box of eight basic crayons are given to the child and the 

child is asked to “draw a picture of a person in the hospital.” Since drawing is a familiar task for 

children, they seemed to respond well to the activity. Researchers looked at 139 children, 5 

through 11 years of age who had been admitted to a large children's hospital. The children 

randomly assigned to the experimental group received thirty minutes of therapeutic play from a 

nurse play therapist. The results of this study showed that there was a significant difference in 



13 

 

the children's anxiety between the experimental and control groups at hospital discharge 

(Clatworthy, et al., 1999). 

 One study looked at art therapy in 32 children, 2 to 14 years old, with leukemia over a 

year span in hopes to prevent anxiety and fear during painful intervention (Cataldo, 1998). This 

study used art therapy before, during, and after the procedures. The modes of art therapy used 

were: clinical dialogue to help children cope, visual imagination, medical play to offer control 

and eliminate doubts, structured drawing, and free drawing. The groups were divided into 

experimental and control groups. The children that received the art therapy (experimental group) 

developed positive behaviors while facing the painful procedures as well as released anxiety 

when becoming engaged with the art therapist. The results found that the patients supported with 

art therapy showed cooperation during the intervention and were easily consoled and able to 

engage in normal activities after the procedure (Cataldo, 1998). This study suggests that children 

that are involved in art therapy in the medical setting experience benefits in their ability to cope 

with stressful events 

 An art collage is a picture using different shapes or materials (Fox & Schirrmacher, 

2012). Collages can either be composed of flat materials or three-dimensional raised materials. A 

variety of materials can be used for art collages, including nature items, feathers, buttons, and 

medical items. Child life specialists often use art collage as a form of medical play. Children are 

provided with medical items such as band aids, cotton balls, and tongue depressors to help 

familiarize the children with medical materials and let them manipulate them in any way the 

child would like. However, no study was found in the literature on the effects of art collage used 
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by children in the hospital under the supervision of a child life specialist. 

The Current Study 

 There has been little research conducted that has methodically and scientifically tested the 

effectiveness of medical play in pediatric patients. Topics such as creative arts, body image 

activities and tension-release forms of play for children in medical settings have not been 

researched as much. It is also unclear whether group, or individual medical play, is generally 

more effective for children in the hospital (Koller, 2008). In a study that looked at the effects of 

supervised play in a hospital waiting room, 30 five-to-ten year old children and the adults 

accompanying them were observed in the waiting room of an outpatient neurology clinic. Half of 

these children had appointments on days when supervised play was available to them in the 

waiting room. The results illustrated that children displayed less anxious behavior and the adults 

with them were less irritable and spoke to the staff more when supervised play was available 

than when it was not (Ispa, Barrett, Kim, 1988). 

 The current studies in the literature contain numerous methodological flaws. These flaws 

consist of a lack of a control group to compare measures and a way to determine which 

intervention works the best. There are also few studies that use pediatric self-report measures to 

look at the patient's anxiety level before and after the medical experience. The major stressors 

that children report when visiting the doctor are a fear of receiving a shot and anxiety about the 

physical examination.  

 There are few studies that use pediatric self-report measures to examine the patient’s 

anxiety levels both before, as well as after their medical experiences (Schwartz, Albina & 
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Tedesco, 1983). This study is unique to this growing field of research because it utilizes a child-

directed measure to assess children’s worries as well as employs physiological measures and 

behavioral rating scales conducted before and after the child’s medical encounter. 

 Children learn about getting along with people and how other children have fun by 

playing with them (Hendrick & Weissman, 2011). Children learn what others will tolerate and 

how to maintain a balance so that everyone enjoys themselves. Playing with other children can 

vary according to the child's age, temperament and what kind of social experience they have. 

Two and 3 year olds usually play by themselves or alongside on another whereas 3 and 4 year 

olds tend to play together, sometimes instructing each other. Playing successfully in a group is an 

essential social skill for children to learn (Hendrick & Weissman, 2011).  

Hypotheses 

 It is anticipated that the children participating in a medical collage activity with a 

Certified Child Life Specialist in the room will show decreased anxiety/stress and improved 

mood in comparison to the children in the control group that will not receive any intervention. 

1. In comparison to the children in the control group not receiving any intervention, the 

children receiving the intervention will exhibit less distress as indicated on the Behavior 

Observation Scale after the intervention as well as the doctor's visit. 

2. In comparison to the children in the control group not receiving any intervention, the 

children receiving the intervention will show improved mood indicated by a lower score 

on the Faces Scale. 
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METHODOLOGY 

Participants 

 A total of 30 children ranging in age from three to five were recruited with parental 

consent and participant (verbal) assent from a pediatric clinic in Tuscaloosa, AL. Children were 

randomly assigned to participate in a medical collage activity or a control group. Table 1 shows 

the background information of the sample. The medical play collage consisted of medical 

materials, such as band aids, tongue depressors, gauze, medical tape and small syringes without 

needles. The control group received no intervention and continued doing whatever typical 

activity they were already doing. Children between 3 and 5 were targeted for this study and 

excluded if they had severe cognitive (e.g., Down syndrome) or physical disabilities (e.g., broken 

arm, cerebral palsy, or a spinal cord injury) hindering them from understanding or participating 

in the study.  

Procedures 

 While in the waiting room of a University Pediatric Clinic, the researcher briefly 

explained the purpose and age range of the study to the caregivers who were accompanying 

young children and asked if the caregiver was interested in learning more about the study. 

Caregivers who indicated interest and whose children were in the age range received more 

details about the protocol of the study, including a description of the group assignment, the 

assessments to be collected, and the time that the study will take to conduct. After parental 

consent was obtained, the caregiver was asked to complete the questionnaires, which took about 

15 minutes. A research assistant worked with the child in the assigned activity. The activity or 
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group session was 10 to 12 minutes long. The child was asked to participate in a medical collage 

activity and then asked how he/she is feeling by pointing to one of several cartoon faces (from 

happy to sad). The children in the control group did not participate in any activity. After the 

doctor's visit, the child was asked again how he/she was feeling by pointing to one of several of 

the cartoon faces.  

Study Group 

 Participants assigned to the medical collage group were shown safe, real medical 

materials, such as a tongue depressor, medical tape, gauze, bandages and syringes without 

needles. The researcher presented to each child in the medical collage group a tray with cups of 

medical supplies to use in the collage. The group consisted of between 2 (minimum) and 3 

children (maximum). In addition to the individual tray, each child received a white piece of 

paper and a glue stick. The researcher discussed each medical material and answered any 

questions that came up during the activity. 

Parents' Scales 

Background/Demographic Questionnaires 

 This questionnaire collects background information about the child and caregiver. 

Questions include the parents'/caregivers' occupations, ethnicities, anxiety level, ages and living 

status (i.e., married, single, divorced, separated). In addition, questions were asked about the 

child participant's age, gender, and medical history.  
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Researcher's Scales 

Behavior Observation Scale (BOS) 

 Before the child was called to be seen by the doctor, the researcher rated the child’s 

observable behavior in the waiting room as a baseline (before and after the medical collage 

activity or control period) and immediately after the child returned to the waiting room following 

the doctor's examination and immunizations. The following child behaviors were rated on a 3 

point scale: a) state- 1 (drowsy), 2 (inactive alert), or 3 (active alert); b) affect- 1 (negative/flat), 

2 (neutral), or 3 (positive); c) activity, vocalization, and fidgeting behaviors- 1 (low), 2 

(moderate), or 3 (high).  The BOS is a scale that was developed for an independent rater to assess 

the observable behaviors of children in real time (Field et al, 1992).  

Child Behavior Checklist (CBCL) 

 This is a parent-report questionnaire where the child is rated on various behavioral and 

emotional problems. This scale evaluates maladaptive behavior and emotional problems in 

preschool children aged 1 ½ to 5.  It assesses internalizing (i.e., anxious, depressive, and 

overcontrolled) and externalizing (i.e., aggressive, hyperactive, noncompliant, and 

undercontrolled) behaviors. Since this questionnaire is completed with the person that spends the 

most time with the child, it gave the researcher an idea of the child's social functioning, mood 

and anxiety, externalizing symptoms, and trauma history. 
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Child's Scale 

Faces Scale 

 Children were asked to point to a face that depicts how they were feeling at the moment. 

The four faces range from unhappy (1), to neutral (2), to contented (3), to happy (4). The faces 

scale was developed by Varni, Thompson & Hanson (1987) and is a component of their 

Varni/Thompson Pediatric Pain Questionnaire. The faces were designed to be developmentally 

appropriate pain descriptors depicted by happy and sad faces, which young children appear to 

relate to. The face scale that will be used in the current study was adapted from the Varni et al, 

study to include only 4 faces. This four face scale is simpler (as compared to the original scale, 

which had 5 faces) and has been used with children diagnosed with juvenile rheumatoid arthritis 

(Field, Hernandez-Reif, Seligman, et al., 1997) as young as 5.4 years old as well as children 

diagnosed with atopic dermatitis between 2 and 8 year olds (mean age = 3.8 yrs) (Schachner, 

Field, Hernandez-Reif, Duarte & Krasnegor, 1998). In the current study, the lower age range for 

the children was 3 years of age. After the child was asked to point to the face that feels most like 

him/her, the child was then asked by the researcher “What face is that and why did you choose 

that face?”  The child’s response was recorded on the back of the measure. Data was not used for 

children whose responses do not match the face expression they pointed to. 
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RESULTS 

 Chi square, t-tests, and one-way ANOVAs showed that statistically the medical play 

group and the control groups were similar with respect to age, gender, and race of the children, 

parents’ educational attainment and socioeconomic status, as well as medical experiences and 

worries. This suggests that the groups were homogenous at the start of the study (see Table 1). 

No significant differences were found between groups on background and demographic 

information of the children and parents, indicating that the descriptives were closely distributed 

throughout the two groups. The Child Behavior Checklist looked at some psychosocial behavior 

characteristics of the participants according to their caregivers. There were no statistically 

significant differences between the groups on this psychosocial information. 

Behavior observations and the child’s self-reported FACES scale pre medical play or 

control  can be seen on Table 2. A researcher rated children's distress behaviors using the 

Behavioral Observation Scale (BOS: state, affect, activity, vocalization and fidgeting/squirming) 

at baseline, after the activity, and after the doctor's visit. A Chi Square analysis examined within 

groups differences (before the activity, after the activity, and after the doctor’s visit) and between 

groups differences (i.e. medical collage, control group). The analysis revealed no significant 

difference between groups. The results of the tests showed that most participants in the medical 

play and control group were active alert, positive in affect, moderately vocal, and not fidgeting. 

The results showed that the intervention group was happier. 
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Table 1: Characteristics of the Sample          

  Total Control Group Intervention Group Sig. 

Age in years:         

  3 8 5 3 0.71 

  4 11 5 6   

  5 11 5 6   

Gender  (female, male) 18, 12 10, 5 8, 7 0.46 

Race (caucasian, african american) 15, 15 9, 6 6, 9 0.27 

Previous hospitalization  (yes, no) 7, 23 2, 13 5, 10 0.2 

Parent talked to child about doctor(yes, no)   28, 2 13, 2 15, 0 0.14 

Child gone to Teddy/Bear/Doll clinic (yes, no)   4, 26 2, 13 2, 13 1 

How worried is parent about doctor visit:         

  Not at all 25 13 12 0.62 

  A little 5 2 3   

  A lot 0 0 0   

Parents perception about level of worry of child:       0.06 

  Not at all 10 7 3   

  A little 16 8 8   

  A lot 4 0 4   

Mother's age  (mean, (SD)) 29.47 (6.84) 27.13 (4.17) 31.80 (8.24) 0.06 

Mother's living arrangement:       0.82 

  with husband 16 9 7   

  with significant other 6 2 4   

  with parent(s) 2 1 1   

  Alone 6 3 3   

Mother's education:       0.69 

  7-9 yrs of school 1 0 1   

  10-11  yrs of school 2 1 1   

  HS grad 15 8 7   

  1-3 yrs college 10 5 5   

  College grad 1 1 0   

  Professional 1 0 1   
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Father's education:  

  7-9 yrs of school       0.64 

  10-11 yrs of school 3 1 2   

  HS grad 15 8 7   

  1-3 yrs college 7 3 4   

  College grad 1 1 0   

  Professional 1 0 1   

CBCL: Affect       0.49 

0 21  12  9   

1 6  2  4   

2 3  1  2   

CBCL: Anxiety       0.11 

0 7  5  2   

1 3  1 2   

2 7  5  2   

3 5  0 5   

4 7  4 3   

9 1  0 1   

CBCL: Developmental problems       0.64 

0 10  6 4   

1 11  5  6   

2 5  3  2   

3 4  1  3   

CBCL: ADHD       0.21 

0 2  0  2   

1 4  4  0   

2 3  2  1   

3 9  4  5   

4 8  4  4   

5 2  0  2   

6 2 1  1   

Significance based on X
2
  tests and T-Tests
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Table 2: Pretest frequencies for the Behavior Observation Scale (BOS) and FACES Scale 

measures   

  Total Control Group Intervention Group Sig. 

Behavior Observation 

Scale(pre):         

State:       0.20 

  Drowsy 0 0 0   

  Inactive Alert 7 2 5   

  Active Alert 23 13 10   

  Affect:       0.69 

Fussy/crying 0 0 0   

  Neutral 9 5 4   

  Positive 21 10 11   

Activity:       0.06 

  Low 4 2 2   

  Moderate 16 5 11   

  High 10 8 2   

Vocalization:       0.88 

  Low 7 3 4   

  Moderate 14 7 7   

  High 9 5 4   

Fidgeting/Squirming:       0.46 

  Low 18 10 8   

  Moderate 12 5 7   

  High 0 0 0   

          

FACES scale(pre):       0.33 

  Sad 2 2 0   

  Neutral 1 1 0   

  Somewhat happy 6 3 3   

  Very happy 21 9 12   

Significance based on X
2 

 tests 
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 Analysis was performed to determine the validity of the faces in the FACES scale. In the 

FACES scale, children were asked to point to a face that looked like how they were feeling 

before the activity, after the activity, and after the doctor's visit. Children were then asked to 

describe what the chosen face looked like. Children's verbal descriptions were coded as follows: 

1) sad, 2) neutral, 3) somewhat happy, and 4) very happy. 

 The Wilcoxon Signed-Rank Test was used to look at the change in frequencies for the 

BOS and FACES measures at time one, time two, and time three (see Table 3). This test is the 

nonparametric test equivalent to the independent t-test. It is used to compare two sets of scores 

from ordinal-level data that come from the same participants. A Wilcoxon Signed Ranks Test 

showed that there was no statistically significant difference at any time point or measure for the 

control group. The control group seemed to be happy, positive, and active. The intervention 

group showed significant differences between time points pre and post one and post one and post 

two. These differences were seen between pre and post one state (Z = -2.00, p = .046), pre and 

post one activity (Z = -2.83, p = .005), post one and post two activity (Z = -2.45, p = 0.14), pre 

and post one vocalization (Z = -2.83, p = .005), and post one and post two vocalization (Z = -

3.05, p = .002). This indicates that after the intervention, the participants became more alert, and 

had more activity and more vocalizations. After the intervention, levels of activity and 

vocalization went back down. There were no statistically significant differences between pre and 

post two.  
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Table 3: Change in frequencies for the Behavior Observation Scale and FACES Scale measures 

at T1, T2, and T3 

  Control Group Intervention Group 

  Pre Post1 Post2  Pre Post1 Post2  

Behavior Observation 

Scale measures               

State:               

  Drowsy 0 0 0  0 0 0  

  Inactive Alert 2 2 5  5
a 

1
a 

3  

  Active Alert 13 13 10  10
a 

14
a 

12  

Affect:            

  Fussy/crying 0 0 0  0 0 0  

  Neutral 5 3 6  4 1 4  

  Positive 10 12 9  11 14 11  

Activity:            

  Low 2 2 3  2 1 1  

  Moderate 5 2 5  11
b 

5
b,c 

11
c 

 

  High 8 11 7  2
b 

9
b,c 

3
c 

 

Vocalization:            

  Low 3 2 3  4
d 

1
d,e 

7
e 

 

  Moderate 7 8 8  7 5 4  

  High 5 5 4  4
d 

9
d,e 

4
e 

 

Fidgeting/Squirming:            

  Low 10 11 8  8 6 9  

  Moderate 5 4 7  7 9 6  

  High 0 0 0  0 0 0  

           

FACES scale:            

  Sad 2 3 1  0 0 0  

  Neutral 1 0 1  0 0 0  

  Somewhat happy 3 3 5  3 3 4  

  Very happy 9 9 8  12 12 11  
a
 = (Z = -2.00, p = .046) based on Wilcoxian Signed-Rank test 

b
 = (Z = -2.83, p = .005) based on Wilcoxian Signed-Rank test 

c
 = (Z = -2.45, p = .014) based on Wilcoxian Signed-Rank test 

d
 = (Z = -2.83, p = .005) based on Wilcoxian Signed-Rank test 

e
 = (Z = -3.05, p = .002) based on Wilcoxian Signed-Rank test 
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DISCUSSION 

The purpose of this study was to test the effectiveness of medical play collage, an 

approach commonly used by child life specialists, to help children prepare to see the doctor. 

Medical play collages are a type of expressive art activity that gives children the opportunity to 

manipulate medical materials and work through any misconceptions they may have about the 

way the medical materials are actually used by a medical professional. The study was conducted 

at a University pediatric clinic by a child life specialist and included showing preschool age 

children real medical supplies, such as a tongue depressor, band aids, medical tape, gauze, and 

syringes with no needles. A researcher presented the child with a blank white piece of paper, 

their own tray, and the medical materials and examined what the child already knew about each 

medical piece. The researcher encouraged the children to make a collage with the medical 

materials and addressed questions the children raised about the medical materials using 

developmentally appropriate responses. The child life specialist corrected any misconceptions 

the child had expressed regarding the medical item by discussing and clarifying how the medical 

items might be used by a doctor or nurse. Certified Child Life Specialists are trained in medical 

play, which is an intervention that aims to decrease fear and anxiety experienced by a child in a 

medical setting and to promote the child’s coping skills when faced with medical interventions. 

In the current study, medical play collage was expected to reduce children’s anxiety and improve 

their mood associated with receiving a shot and being examined by a pediatrician. A control 

group of children was included for comparison. The medical play and the control group were 

comparable in age, developmental level, background, and medical experiences. 



27 

 

Children in the medical play collage group became more alert, their activity level 

increased, and they became more vocal. The results also showed that according to the pretest 

FACES scale, the girls were generally happier than boys when they came into the clinic. Mixed 

results are found in the literature regarding the relationship of gender and children's reactions to 

the hospital. For example, one study found boys to report less emotional difficulty during the 

health care experience (Campbell, 1978). In contrast, another study found boys to display more 

negative behaviors after a hospitalization (Dearden, 1970). Future research should examine the 

effect hospitalization has on males and females.  

The hypotheses were in part supported that children who participate in a medical collage 

activity would exhibit less stress than children in a control group. Preschool age children who 

had the opportunity to develop a collage made of medical materials were more alert and active. 

These findings might relate to the activity taking their mind away from being at the doctor’s 

office, or just sitting next to their caregiver waiting on the doctor. Often, during the medical 

collage activity, the children were not involved with their caregiver so the activity gave them the 

opportunity to interact and talk to other children their age who were also waiting to see the 

doctor.  Children in the control group did not change their behavior.   

The study had a few limitations. First, the sample size was small. While certain trends 

and statistically significant findings were demonstrated, the smaller sample size might have 

inhibited the study’s ability to have statistically stronger findings. Furthermore, this study was 

designed specifically for the preschool age group, 3 to 5 year olds, and the findings may not 

generalize to other age groups. This study also had a time constraint on the activity. The activity 
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took place while the child was in the waiting room waiting to see the doctor. On average, most 

children were in the waiting room for about 10 minutes before called back to see the doctor. 

Previous studies that found positive effects on medical play were conducted in a 30 to 45 minute 

session (Bloch & Toker, 2008; McGrath & Huff, 2001).  While positive effects were found 

related to the children’s behavior following their participation in the medical collage activity, the 

change in behavior was not carried over to the actual doctor’s visit.  After being seen by the 

doctor, their behaviors and moods were comparable to those recorded at baseline.  Perhaps, the 

lack of long term effects were related to children in the medical collage activity not having had 

enough time to really engage in the play activity and express their anxieties.  

 Future research may replicate this study in a hospital setting with children that are 

chronically ill and are there for a longer period of time. The current study used pediatric patients 

only coming in for well child physicals and/or immunizations who were only there for a short 

amount of time (i.e. 15 to 30 minutes in the waiting room). When children are hospitalized for a 

long period of time, their stress and anxiety levels are more likely to increase due to more 

exposure to procedures and hospital stressors. Future research may also look at a larger sample 

size and larger variety of ages. This study only targeted 30 children that were of preschool age. 

The results may be more specific and have larger implications with a larger sample size of 

different ages. 

 In spite of the limitations, the implications of the findings did show that the medical play 

collage activity had a positive effect on the children's behavior. Children who participated in the 

medical play collage had increased levels of activity and vocalization immediately after finishing 



29 

 

the collage as rated by an independent observer. Indications are that when children are prompted 

with an activity in a group setting, they become more comfortable being more active and vocal. 

The findings from this study suggest that children might respond more positively to conversation 

or some form of visualization from a Child Life Specialist to become familiar with medical 

materials. As gender differences were found, it is important for medical team members to see 

how these differences may impact the care they provide. While some art activities used by Child 

Life Specialists are beneficial to hospitalized children and children seeing a doctor, medical 

collages for preschool age children might be a good tool to help children open up to speaking 

with medical personnel, such as the Child Life Specialist. 



30 

 

REFERENCES 

 

American Academy of Pediatrics (2006). Policy statement: Child life services. Pediatrics, 

114(4),  1757-1763. 

 

Axline, V. (1969). Play therapy. New York, NY: Ballantine.  

 

Barkey, M.E. & Stephens, B. (2000). Comfort measures during invasive procedures: the role of 

the  child life specialist. Child Life Focus, 2(1), 1-4. 

 

Barnett, L. (1984). Research note: Young children's resolution of distress through play. Journal 

of  Child Psychology and Psychiatry, 25(3), 477-483. 

 

Barnett, L. & Storm, B. (1981). Play, pleasure and pain: The reduction of anxiety through play. 

Leisure  Sciences, 4(2), 161-175. 

 

Bettelheim, B. (1987). The importance of play. Atlantic Monthly, 35-46.  

 

Bloch, Y. & Toker, A. (2008). Doctor, is my teddy bear okay? The “Teddy Bear Hospital” as a 

method  to reduce children's fear of hospitalization. Israel Medical Association Journal, 

10(8-9), 646- 647. 

 

Bolig, R. (1990). Play in health care settings: A challenge for the 1990's. Children's Health Care, 

 19(4), 229-233. 

 

Bolig, R. Yolton, K. & Nissen, H. (1991). Medical play and preparation: Questions and issues. 

 Children's Health Care, 20(4), 225-229. 

 

Burns-Nader, E. (2011). The effects of medical play on reducing anxiety, fear, and procedure 

distress  in school-aged children going to visit the doctor. 

 

Burnstein, S. & Meichenbaum, D. (1979). The work of worrying in children undergoing surgery. 

 Journal of Abnormal Child Psychology, 7(2), 121-132. 

 

Campbell J 1978 The child in the sick role: Contributions of age, sex, parental status, and 

 parental values.  Journal of Health and Social Behavior 19(1): 33-51. 

 

Cataldo, A., Favara-Scacco, C., Smirne, G., & Schiliro, G. (1998). Art therapy as support for 

children  with leukemia during painful procedures. Division of Pediatric Hematology and 

Oncology.  



31 

 

 

Child Life Council. (1998-2010). Retrieved from http://www.childlife.org/The%20Child%20Life

 %20Profession/  

 

Clatworthy, S. (1981). Therapeutic play: Effects on hospitalized children. Journal of Association 

for  Care of Children's Health, 9(4), 108-113. 

 

Clatworthy, S., Simon, K., & Tiedeman, M. (1999). Child drawing: Hospital – an instrument 

designed   to measure the emotional status of hospitalized school-aged children. 

Journal of Pediatric  Nursing, 14(1), 1-9. 

 

Dearden, R 1970  The psychiatric aspects of the case study sample. In M Stacey (ed.) Hospitals, 

 children and their families:  The report of a pilot study.  London:  Routledge & Kegan 

Paul. 

 

Ellerton, M.L., Caty, S. & Ritchie, J. (1985). Helping young children master intrusive procedures 

 through play. Children's Health Care, 13(4), 167-173. 

 

Fanurik, D., Kohl, J.L., & Schmitz, M.L. (2000). Distraction techniques combined with EMLA: 

Effects  on IV insertion pain and distress in children. Children's Health Care, 29(2), 87-

101. 

 

Farver, J., Kim, Y., & Lee-Shin, Y. (2000). Within cultural differences: Examining individual 

 differences in Korean American and European American preschoolers' social pretend 

play.  Journal of Cross-Cultural Psychology, 31(5), 583-602. 

 

Fernie, D. The nature of children's play. Urbana, IL: ERIC Clearinghouse on Elementary and 

Early  Childhood Education. (ERIC Digest No. ED307967 88). 

 

Field, T., Hernandez-Reif, M., Seligman, S., Krasnegor, J., & Sunshine, W. (1997). Juvenile 

 rheumatoid arthritis: benefits from massage therapy. Journal of Pediatric Psychology, 22 

(5),  607-617. 

 

Fisher, E. (1992). The impact of play on development: A meta-analysis. Play and Culture, 5(X), 

159- 181. 

 

Fox, J. & Schirrmacher, R. (2012). Art & creative development for young children, seventh 

edition.  Cengage Learning, Wadsworth, Belmont, CA. 

 

Gariepy, N. & Howe, N. (2003). The therapeutic power of play: Examining the play of young 

children  with leukemia. Child: Care, Health, and Development, 29(6), 523-537. 



32 

 

 

Gaynard, L, Wolfer J., Foldberger, J., Thompson R., & Redburn, L. (1998). Psychosocial care of 

 children in hospitals: a clinical practice manual from the ACCH child life research 

project.  Rockville, MD: Child Life Council, Inc. 

 

Ginsburg, K. (2006). The importance of play in promoting healthy child development and 

maintaining  strong  parent-child relationships. American Academy of Pediatrics. 

 

Hatava, P., Olsson, G., & Lagerkranser, M. (2000). Preoperative psychological preparation for 

children  undergoing ENT operations: a comparison of two methods. Pediatric Anesthesia, 

510, 477-486. 

 

Hendrick, J. & Weissman, P. (2011) Total learning: Developmental curriculum for the young 

child.  Pearson Education, Inc., Upper Saddle River, New Jersey. 

 

Ispa, J., Barrett, B., & Kim, Y. (1988). Effects of supervised play in a hospital waiting room. 

 Children's Health Care, 16(3), 195-200. 

 

Johnson, J.E., & Ershler, J. (1982). Curricular effects on the play of preschoolers. In D.J. Pepler 

&  K.H. Rubin (Eds.). The play of children: Current theory and research. Basel, 

Switzerland:  Karger. 

 

Knell, S. (1998). Cognitive-behavioral play therapy. Journal of Clinical Child Psychology, 

27(1), 28- 33. 

 

Koller, D. (2008). Child Life Council Evidence-Based Practice Statement: Therapeutic Play in 

 Pediatric Health Care: The Essence of Child Life Practice, Retrieved (Citings from 

Wikstrom  and Rae) 

 

Li, H. & Lopez, V. (2008). Effectiveness and appropriateness of therapeutic play intervention in 

 preparing children for surgery: a randomized controlled trial study. Journal for 

Specialists in  Pediatric Nursing, 13(2), 63-73. 

 

Lindsey, E. & Colwell, M. (2003). Preschoolers' emotional competence: Links to pretend and 

physical  play. Child Study Journal, 33(1), 39-52. 

 

McCue, K. (1988). Medical play: An expanded perspective. Children's Health Care, 16(3), 75-

85. 

 

McGrath, P. & Huff, N. (2001). 'What is it?': Findings on preschoolers' responses to play with 

medical  equipment. Child: Care, Health, and Development, 27(5), 451-462. 



33 

 

 

Moore, M. & Russ, S. (2006). Pretend play as a resource for children: implications for 

pediatricians  and health professionals. Journal of Developmental and Behavioral Pediatrics, 

27(3), 237-248. 

 

Parten, M. B. (1932). Social participation among preschool children. Journal of Abnormal 

Psychology,  27, 243-269. 

 

Parten, M. B. (1996). Social participation among pre-school children. In K. M. Paciorek & J. H. 

Munro  (Eds.), Sources: Notable selections in early childhood education. Guilford, CT: 

Dushkin. 

 

Pratt, R. (2004). Art, dance and music therapy. Physical Medicine and Rehabilitation Clinics of 

North  America, 15,  827-841. 

 

Rubin, K., Watson, K., & Jambor, T. (1978). Free-play behaviors in preschool and kindergarten 

 children. Child Development, 49(3), 534-536. 

 

Salmela, M., Salantera, S., Ruotsalainen, T., & Aronen, E. (2010). Coping strategies for hospital-

 related fears in preschool-aged children. Journal of Pediatrics and Child Health, 46(3), 

108- 114. 

 

Schachner, L., Field, T., Hernandez-Reif, M., Duarte, A., & Krasnegor, J. (1998). Atopic 

dermatitis   symptoms decreased in children following massage therapy. Pediatric 

Dermatology, 15 (5),  390-395. 

 

Thompson, R. & Stanford, G. (1981). Child life in hospitals: Theory and Practice. Springfield, 

Illinois:  Charles C. Thomas Publisher. 

 

Varni, J., Thompson, K., & Hanson, V. (1987). The Varni/Thompson Pediatric Pain 

Questionnaire I:  Chronic musculoskeletal pain in juvenile rheumatoid arthritis. Pain, 28, 

27-38. 

 

Vessey, J. & Mahon, M. (1990). Therapeutic play and the hospitalized child. Journal of 

Pediatric  Nursing, 3(5), 328-331. 

 

Visintainer, M. & Wolfer, J. (1975). Psychological preparation for surgical pediatric patients: the 

effect  on children's and parent's stress responses and adjustment. Pediatrics, 56(2), 187-201. 

 

Webb, J. (1995). Play therapy with hospitalized children. International Journal of Play, 4(1), 51-

59. 



34 

 

 

Williams, Y. & Powell, M. (1979). Documenting the value of supervised play in pediatric 

ambulatory  care clinic. Children's Health Care, 9(1), 15-20. 

 


