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Foreword

Healthcare professionals, nurses, and allied health practitioners are heroic individu-
als who are often called upon to deal with all manner of medical situations. They are 
often on the frontlines and become severely impacted by the trauma situations they 
encounter. Their skills and endurance have been tested and taxed in the recent past 
in dealing non-stop with a myriad of health issues that have erupted from a pan-
demic that has impacted the world and people of all ages. They are required to offer 
sensitive and difficult care ranging from assessing the sick to supporting a 
dying child.

Those nurses and allied healthcare professionals need even greater sensitivity 
when working in paediatric care. These patients’ developmental levels require 
thinking out of the box and bringing in playful and play-based means of helping to 
deal with pain, difficult and frightening procedures, separation, and dying. Those 
who work in paediatrics are required to have expertise at a unique level of under-
standing, support, and generalized developmentally sensitive knowledge of child 
development, neuroscience, and attachment, along with the health model. Often 
self-care is overlooked and time for specialized and supportive training is lacking.

On the other side are the parents who are dealing with their child’s health issues 
and seeking medical professionals who are knowledgeable and sensitive. As a par-
ent you wish the best for your children: good health, happiness, love, and prosperity. 
But life is often a roller coaster ride with unexpected turns and dips. It has a way of 
throwing us a curve ball and when it comes to our children’s health sometimes the 
outcome can be traumatic for the child, for the parent, or for both. Even when chil-
dren visit a doctor for wellness checkups, they may become anxious and stressed by 
the visit. Many aspects of the visit with the doctor can be threatening or uncomfort-
able, from being held by unfamiliar people and having their movement restricted to 
receiving shots. Such routine visits can have long-term effects of anxiety and stress 
on the child. Depending on the developmental stage, the child is in their understand-
ing and reaction to the everyday experience of a doctor’s visit may become confus-
ing and difficult to understand.

When a child has to be hospitalized, have surgery, or has a chronic congenital 
medical problem, the stress and anxiety associated with their treatment and separa-
tion from their parent, home, school, and familiar surroundings is magnified expo-
nentially. The long-term impact is substantial, not only on the child but on the parent 
as well. The child and even teen can have difficulty understanding the complex 
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medical procedures and events that are occurring or they will be experiencing. Their 
ability to communicate their pain and hurt can be significantly limited, and their 
conceptualization of why things are happening to them may become distorted and 
confused.

It has long been recognized that play is the work of children and the means 
through which they process difficult experiences. Allowing a child to play is one of 
the most powerful and effective means of reducing children’s stress and increasing 
empowerment. Play is a means through which children act out and process unpleas-
ant experiences and minimize resulting negative psychological impact. We know 
from research and the abundance of available writings that play has therapeutic and 
healing properties. We can gain valuable insight into children’s emotional states 
through their play. When a child feels safe enough to express and play out a variety 
of feelings, the negative feelings brought on by past and current unpleasant medical 
experiences can be processed. Most children need very little encouragement to par-
ticipate in dramatic medical play and make use of play-based activities. Children are 
readily drawn into play situations, with play as their most natural and major means 
of communication. Nurses and allied health practitioners can help and encourage 
children and teens with medical issues to talk, play, and process their feelings and 
concerns, along with helping them to sort out their perceptions, understanding, and 
knowledge of what is going on. Medical dramatic play allows a window into the 
child’s feelings and can help reinforce correct information about medical care.

The therapeutic powers of play through planned medical play activities and ther-
apeutic play can allow children to participate actively in a learning process that 
helps them to better understand what has happened to them or to become familiar 
with impending procedures. Dramatic medical play allows children the chance to 
handle various medical equipment, and it provides opportunities for rehearsing, 
becoming desensitized to, and expressing feelings related to the medical experi-
ence. It can become an empowering experience that can build self-esteem and 
self-expression.

No one wants to see a child in pain or upset or feeling helpless in the face of 
medical procedures. We want to be able to offer support and emotional comfort. We 
want to have the tools necessary to use in our therapeutic work. Integrating 
Therapeutic Play into Nursing and Allied Health Practice: A Developmentally 
Sensitive Approach to Communicating with Children is that timely tool, with knowl-
edge and resources, offering the best of both worlds: ways to increase paediatric 
knowledge as well as how to sensitively address the needs of parents and children. 
Readers learn new ways to engage young patients through therapeutic play, being 
attuned to the parents’ needs, as well as considering the importance of professionals 
addressing their own need for self-care. This unique volume offers practical infor-
mation along with the weaving in of dynamic interventions to address the child and 
adolescent’s physical, psychosocial, neurological, and cognitive development with 
therapeutic play and play-based considerations. The authors have also offered poi-
gnant case studies that get to the heart of what it is like for the child to deal with 
issues of short-term acute events, chronic pain, abuse and neglect, chronic medical 
diseases, mental health issues, and impending death. These case studies give us a 
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unique perspective into the world of the child and how best to address them on a 
practical level with greater sensitivity along with ways to significantly optimize 
paediatric care.

How glad I am that such a volume is available today for nurses, allied health 
professionals, and other professionals on the care team. This unique volume will 
assist them in helping the myriad of children and teens coping with health issues 
benefit from the therapeutic activities! You will find this book becoming a much- 
used tool in your professional toolbox!

Formerly Clinical Director of Training and Director  
of the American Psychological Association  

Doctoral Psychology Internship at Astor Services for  
Children and Families in New York

Athena A. Drewes

Foreword
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Preface

This text aims to support developmentally sensitive nursing and allied health care 
by integrating the therapeutic powers of play into child and adolescent health ser-
vice provision. It is designed to link play, child development, neuroscience, biopsy-
chosocial, and attachment theories with the biomedical model of health.

Nurses and allied health practitioners care for children aged between 0 and 18 
years and with diverse childhood illnesses, injuries, diseases, disorders, and condi-
tions, and are therefore in a prime position to understand and support children and 
adolescents through potentially painful and traumatic healthcare experiences. 
Understanding of the role of play and the application of the therapeutic powers of 
play in communicating with children and families has the potential to significantly 
optimize paediatric care.

The theory that supports play-based strategies, tools, and techniques presented in 
this text will assist nurses and other health professionals to engage with children in 
an age-appropriate manner and ‘speak’ with children through their natural language 
of play to enhance comprehension coping, resiliency, and healing. Play is recog-
nized as a sequentially developing ability and can be aligned with the child’s age 
and stage of life. Play-based approaches can be placed on a continuum from fully 
child led or non-directive play to adult facilitated educative play. Medical informa-
tion can be tailored according to the various points along this continuum to inform 
clinical reasoning and to help children prepare for procedures, recover from medical 
interventions, and/or make sense of their diagnosis.

Whilst the book is primarily directed at nurses and allied healthcare profession-
als who work with children and their families, it may also be a valuable resource for 
medical and other kindred professionals, who work together as a team. The reader 
will be introduced to various strategies to illustrate how to playfully engage children 
through a range of case vignettes.

Enjoy reading.

Geelong, VIC, Australia Judi A. Parson  
Geelong, VIC, Australia  Belinda J. Dean  
Geelong, VIC, Australia  Natalie A. Hadiprodjo   
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Integrating Play into the Context 
of Health Settings

Judi A. Parson, Fiona M. Melita, and Belinda J. Dean

Objectives
At the end of this chapter, you will be able to:

• Discuss the importance of play.
• Differentiate play and play therapy.
• Explain the benefits of play as a therapeutic tool.
• Reflect on the rights of the child in the context of health settings.

 Introduction

Integrating therapeutic play into nursing and allied health care may at first seem 
incongruent. However, this text positions the healing powers of play as the central 
feature to not only strengthen communication with children in a developmentally 
sensitive way but to prioritise play as a human right. Incorporating a humanistic 
stance, the professional positions their work with children and adolescents in a 
developmentally sensitive and client centred way. To do this the professional is cog-
nisant of the age and stage of development, the critical factors that may impact on 
the child in relation to the child’s lived experience in relation to their concerns and 
within the health setting.

J. A. Parson (*) · B. J. Dean
School of Health and Social Development, Deakin University, Geelong, VIC, Australia
e-mail: judi.parson@deakin.edu.au 

F. M. Melita 
Becoming Me Play Therapy (BMPT), Townsville, QLD, Australia 
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The authors of this chapter are all nurses who have worked with children, adoles-
cents and families in a variety of health care settings. They also hold master level 
qualifications in Play Therapy. This knowledge provides pivotal insights at the inter-
sections between paediatric nursing, mental health, play, and play therapy. Parson 
[1] through doctoral studies explored the factors that facilitated or inhibited nurses 
use of procedural play when children with cystic fibrosis underwent medical proce-
dures. In this study, most nurses had an implicit understanding of play, but not an 
explicit discourse of play [1]. Another key finding was that procedural play was a 
silenced discourse in paediatric nursing. Procedural play is mix of developmentally 
sensitive, educative and therapeutic play. Play is understood as the child’s way of 
communicating what he or she knows about the world and therefore it makes sense 
to integrate play into nursing and allied health care as a specific adjunct to facilitate 
communication.

 The Importance of Play

There is no consensus on the definition or importance of play. Play to one, may be 
work to another, invaluable to some, and frivolous to others. Regardless of opin-
ion, research and observation has given reason and purpose to play, and negative 
outcomes are acknowledged when play is limited or absent in the life of both 
animals and people [2]. The associated problems with a lack of play highlight that 
play must possess powers. Brian Sutton-Smith [3] proposes that each discipline 
seeks and finds purpose in play through the lens of their interest. Perhaps then, 
rather than offer another disciplines perspective of play, we should seek to under-
stand what it means to the individual. The many lenses and purposes offered 
already suggest that play is unique to each. Where else than in the field of play 
therapy where we seek to understand the client’s world through their eyes [4] 
could an individual perspective be more suited. Can we decide that another person 
is not playing because we cannot find the joy in what they do? And perhaps that is 
where we make the distinction. Everyone is different. What is play to the indi-
vidual? After all, recognising this is what will interest and motivate a client, help 
to identify appropriate forms of distraction and relaxation for them, and bring 
those moments of positive emotions that support therapeutic change. So, what is 
play to you, and what is it for the client?

The important thing is not what we play, it is that we play, and more importantly 
with others. In the animal world, distinct deficits in social skills and emotional intel-
ligence are found in ‘social mammals’ when play opportunities have been restricted 
[2]. Studies with rats have shown that isolation and deprivation of rough and tumble 
play in the early years resulted in abnormal social and sexual behaviour, and aggres-
sion in later years [5]. Brown [6] discusses interviews with thousands of individuals 
that found maladaptive coping, self-regulation difficulties, aggression, and interper-
sonal relationship issues in later life were associated with ongoing moderate to 
severe play deprivation in the first 10  years of life. He also identifies play 
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deprivation as a common theme, amongst others, in the histories of many mass 
murderers [6] and homicidal males [7]. The value of play is apparent when we con-
sider the consequences of its absence.

 Supporting Children in Health Systems

Children in the health system can present with and develop many psychosocial and 
emotional needs. For this text, the health system is recognised as ‘…all organiza-
tions, people, and actions whose primary intent is to promote, restore or maintain 
health’ [8]. Anxiety, depression, pain, sleep disturbances, disruption to schooling, 
and separation from social groups are just some of the associated concerns in the 
peri-trauma period [9–11]. Long-term consequences include avoidance of future 
medical treatment [9], Post Traumatic Stress Symptoms (PTSS), and Paediatric 
Medical Traumatic Stress (PMTS) [9–18]. The reduction of children’s distress and 
subsequent development of ongoing problems is therefore essential. The complex-
ity of connection between children and family also finds families to be both a source 
of support and possible risk factors for PTSS and PMTS. Therapeutic interventions 
should then also consider child and family.

The play in play therapy is a developmentally sensitive and natural form of 
expression for children’s thoughts and emotions, learning, processing of experi-
ences, and way to make sense of their world [19]. Play-based approaches support 
children’s coping ability in hospital settings [20, 21], reduce anxiety [21], offer 
distraction, procedural preparation, increase medical condition and treatment 
knowledge [20, 22], enhance communication [23, 24], and support emotional well-
being [23], amongst other proven outcomes. Play approaches can also be taught to 
and used by family members to strengthen family relationships and support chil-
dren [25].

Although play is used by professionals specifically trained to work with children 
in health settings, it is important that all involved with children understand how they 
can also use playful approaches to support the children and families that they 
encounter. Whilst some aspects of therapy require extensive training, there is much 
that health professionals can do to ease the fear and anxiety of children and caregiv-
ers in relation to hospital and the associated procedures and experiences. Time spent 
to reduce and prevent medical trauma now can make a lifetime of difference for 
a child.

Whilst many professionals use play in their work with children, how they use and 
refer to it, differs. The following is a guide to understanding the different uses of 
play and play therapy in the health field and the terms that may be encountered. This 
is followed by a consideration of the importance of play, the origins of plays use in 
therapy, and an explanation of each of the 20 core Therapeutic Powers of Play. 
These topics help to situate the use of play and give a foundation as to why we do 
what we do.

Integrating Play into the Context of Health Settings
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 Definitions of Play and Play Therapy in the Health System

The following definitions originate from different professional disciplines. They 
offer a way to understand terms used and seek to create a common language. 
Figure 1 displays nurses’ perceptions of the different types of play for children in 
hospital and who could be utilised to offer them. The three categories are identified 
as normative, educative, and therapeutic play. As it encompasses basic play inter-
ventions through to a complexity in knowledge and skills for therapeutic play inter-
ventions, the categories are a starting point and should be used with discretion. 
Understanding the types of play, play therapy, and increasing complexity, along 
with knowledge of client needs, can support awareness of possible need for referral 
to appropriately trained and qualified professionals.

Extending on the categories of play, Fig. 2 provides another visual representation 
of the increasing complexity of knowledge and skills required to use the different 
forms of play and play therapies. Understanding these, along with knowledge of 
clients and their needs, can support referrals to appropriately trained and qualified 
professionals where necessary. To ensure common language for each level of the 
hourglass and specifically in relation to medical play definitions are expanded on in 
more detail following the play therapy hourglass graphic.
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Fig. 1 Parson [1] categories of play for children in hospital (p. 171)

J. A. Parson et al.



7

Group Play Therapy

K
N

O
W

L
E

D
G

E
 A

Q
U

IS
T

IO
N

P
R

O
F

E
S

S
IO

N
A

L
 A

P
P

L
IC

A
T

IO
N

Filial Therapy

Play 
Therapy

Therapeutic
Play

Educative Play

Normative Play

Play Therapy Hourglass

deakin.edu.au/play

Parson, Renshaw & Zimmer (2018)

Fig. 2 Play therapy hourglass. Graphic created by Parson et al. [26]

Integrating Play into the Context of Health Settings



8

Medical play involves ‘a medical theme or medical equipment’ ([27], p. 9). It 
helps the child to overcome fear of medical equipment and experiences through 
familiarisation with basic equipment, art experiences using medical supplies, and 
acting out medical procedures using toys and role play [2]. As medical play is used 
in multiple ways, for this chapter the more specific terms ‘educative play’ and ‘ther-
apeutic play’ will be used.

Normative play involves the normal play of childhood such as puzzles, games, 
sports, art, and craft [2]. It helps to make the hospital a more normal environment. 
Normative play promotes normal development, offers stress relief, supports build-
ing of a therapeutic relationship, and provides fun [27].

Educative play is a directive pre-procedural form of play suited to hospitals 
[28]. It may involve preparation by pre-hospital visits and programmes that orient 
children to the ward, children’s books on hospitalisation, prior demonstration of 
procedures on dolls/toys, and providing information in a variety of formats to 
parents.

Therapeutic play may be directive or non-directive [28]. It supports coping and 
psychosocial wellbeing, and offers preparation for medical procedures [2, 27]. 
Procedural preparation would be undertaken prior to procedures (educative play), 
whereas activities to help with expressing emotions, understand a child’s thinking, 
or to help them to cope may be used any time throughout the hospital experience 
[2, 28].

Play Therapy is practised by trained play therapists who support clients to work 
through psychological, social, emotional, and behavioural concerns and to enhance 
development. Whilst there are many play therapy models, a safe environment, play, 
the Therapeutic Powers of Play (TPoP), and the therapeutic relationship are pivotal 
components of play therapy in general. Play therapy is a therapeutic approach and 
Play Therapists require training and education in child development, mental health, 
play, trauma, neurodevelopmental disorders, counselling skills, amongst other areas.

It is important to acknowledge that within the discipline of Play Therapy, a range 
of practice models are available that theoretically support clinical practice. For 
example, psychoanalytic and psychodynamic play therapy, systemic play therapy, 
humanistic play therapy and some new emerging models of play therapy which may 
draw on and integrate theory from other disciplines [29]. Humanistic play therapy 
draws on person-centred therapy as developed by Carl Rogers [30] and extended by 
Virginia Axline [31] to work with children, she called this Non-Directive Play 
Therapy (NDPT)and is also referred to as Child-Centred Play Therapy (CCPT). In 
this approach the therapeutic relationship and the therapeutic qualities of the practi-
tioner provide the conditions for healing and growth.

Axline [31] developed the eight basic principles, which include that the play 
therapist:

 1. Develops a warm, friendly relationship with the child.
 2. Accepts the child exactly as they are.
 3. Establishes a feeling of permissiveness within the relationship so the child can 

fully express their thoughts and feelings.

J. A. Parson et al.



9

 4. Attunes to the child’s feelings and reflects these back to help the child gain 
insight into their behaviour.

 5. Respects the child’s ability to solve their own problems, leaving responsibility to 
make choices.

 6. Tries not to direct the child’s behaviour or conversation, but rather the therapist 
follows the child’s lead.

 7. Tries not to attempt to rush therapy and recognises that therapy may be a gradual 
therapeutic process.

 8. Sets only limits that anchor the child to reality or make the child aware of respon-
sibilities in the relations.

Whilst it is not always possible to employ all eight principles in all situations, it 
is possible to communicate a humanistic attitudinal stance.

Medical Play Therapy uses play therapy approaches to support children with 
medically related concerns. Psychological issues may develop in relation to a medi-
cal (usually chronic) condition, its management, and the resultant impact on life. 
Food allergies, for example, are associated with anxiety, social fears such as exclu-
sion, avoidance of social activities, eating and nutritional concerns, lower self- 
esteem, and hypervigilance [32]. Children may have experienced trauma as a result 
of medical procedures, accidents, injuries, and witnessing a distressing incident, 
and need help to resolve PTSS or PMTS. The injury or medical procedures may 
have created physical changes and limitations. Anxiety (e.g. separation anxiety) and 
social implications may develop. Medical Play Therapy may therefore address com-
plex psychological, emotional, physical, and social issues resulting from the trauma 
or condition itself and resulting injuries and treatment. It can also support children 
by preparing them for upcoming procedures through exposure to medical equip-
ment and role play. Pretend play can provide opportunities for control and address-
ing of fears before the day.

Filial Therapy (FT) is a family therapy that uses play therapy skills to strengthen 
family relationships. Parents are trained in play therapy skills including structuring, 
empathic listening, imaginative play, and limit setting [25]. They then hold short 
regular play sessions individually with each child. Play sessions help caregivers to 
develop an understanding of their child’s emotions and world through their child’s 
eyes. Children can express all emotions and feel acceptance by those that they value 
most. This understanding and acceptance enhances the caregiver–child relationship. 
Caregivers can develop effective parenting skills, improve communication, and be 
more united in their parenting approach.

Chronic medical conditions have a significant impact on the lives of children and 
families. Hospitalisation, appointments, treatment and possible associated discom-
fort, ongoing care needs, and other stressors contribute to strain on the family and 
their relationships. Support and repair of family relationships through interventions 
such as FT is necessary and important. Seymour [33] suggests the use of an adap-
tion of FT for supporting sibling relationships affected by medical experiences. A 
travel FT kit can be made for families that experience frequent hospitalisation [25]. 

Integrating Play into the Context of Health Settings
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However, FT is an involved process that is more suited to training families outside 
of the hospital environment rather than a quick intervention for an acute need.

Child Life Therapy—Professionals supporting children in hospitals are known 
as ‘Child Life Therapists’ in Australia, ‘Hospital Play Specialists’ in the UK and 
New Zealand, and ‘Child Life Professionals’ in the USA, Canada, and other coun-
tries. Child Life Therapy (CLT) will be used to refer to the work of all these profes-
sionals for this section. CLT seeks to normalise the hospital experience for children, 
provide preparation for procedures, and offer coping strategies to reduce anxiety 
and prevent long-term problems for children and families [2, 27]. CLT provides 
individualised interventions for children and families using normative, educative, 
and medical play. Professionals help to orient children to the hospital environment, 
provide support to children and families, train health staff on child development and 
children’s developmental, social, and emotional wellbeing [34].

In summary, this section has briefly defined the various types of play and associ-
ate skills for therapeutic play interventions. Understanding the types of play and 
play therapy in the health care setting can support raising awareness and support 
referral to appropriately trained and qualified professionals. All health care profes-
sionals should be aware of and work within a child’s rights framework. The conven-
tion of the rights of the child is important for this text. Additionally, the convention 
of the rights of persons with a disability and particularly Article 7—Children with a 
disability and Article 25—Health.

 United Nations Convention on the Rights of the Child

In 1989, a historical commitment was made by leaders around the world to adopt 
the United Nations Convention on the Rights of the Child (CRC) which is an inter-
national agreement which supports children to be safe and have their rights upheld. 
Each Article relates to areas which impact children and the below in particular relate 
to children in a hospital setting. UNISEF Australia (2022) states that it has become 
the most widely ratified human rights treaty and can be used to transform children’s 
lives from around the globe.

One way to systemically advocate for the rights of the child is to teach medical 
and health care professionals about playful ways of being with, and communicating 
with, children in a developmentally sensitive manner. This links directly to the 
UNCRC Articles 12, 13, and 16 and the right of the child to have a say about what 
they think should happen, to receive and provide information and the right to have 
this delivered in privacy [35]. Responding to these Articles in a play-based way 
ensures that children has their voice heard and can communicate in an age- 
appropriate way. As stated earlier, play is the way children communicate and may 
be the most accessible way for the child to receive and offer important information.

Article 12 of the UNCRC rights of the child states: ‘Children have the right to 
say what they think should happen when adults are making decisions that affect 
them and to have their opinions taken into account’. Gaining a child’s assent is 
therefore a vital component of the UNCRC Rights of the child to consider. Being 
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able to ensure the child understands what will happen to them when they are being 
assessed is paramount to ensuring the child feels safe and ethical care is provided. 
Developmentally sensitive play-based ways of working ensure that the child has the 
best opportunity to understand the process of assessment as well as be offered 
appropriate choices regarding their care. This may be provided in a show and tell 
play-based information session so that the child is well prepared for health care 
encounters.

 Providing Atraumatic Care

Atraumatic care is the provision of therapeutic care by health care professionals 
using interventions that eliminates or at least minimises the psychological and phys-
iological distress experienced by children and their families in the health care sys-
tem [36]. One way to provide atraumatic care is using therapeutic play. Nurses and 
health care professionals can address feelings of vulnerability through sensitive and 
child focused clinical practice which integrates the principles and skills found in 
play therapy.

Play therapy, in all its forms, can help to alleviate such stress, and facilitate a smoother 
adjustment to the new and potentially frightening surroundings. ([37] p. 77).

This text is aimed to introduce a range of therapeutic play strategies and selected 
play therapy models of practice, which have been used to activate the therapeutic 
powers of play within the health settings [37, 38] and more specifically in relation 
to medical play [39] and procedural play associated with invasive procedures [40, 
41]. Thus, therapeutic play is useful for children to deal with the clinical aspects of 
hospital treatment by creating and recreating the child’s reality through play.

Play is a crucial part of the child’s world in every way, physically, emotionally, 
psychologically and socially and should be integrated into all aspects of the child’s 
health care experiences. Erik Erikson, an expert in lifespan psychosocial develop-
ment, defined child’s play as an infantile form of human ability to work through 
experiences by creating or recreating model situations and to master reality through 
planning and experimenting [42]. The child may play out their thoughts and feel-
ings at any stage of the health care encounter. Therefore, when therapeutic play is 
integrated it becomes a useful medium to help assess, plan, implement, evaluate, 
and reflect upon health care practices and optimise healing.

 Reflective Questions and Activities

• What are some benefits that play has as a form of therapy?
• Everyone has different ideas of what is play and what they find playful. Explain 

why it is important to identify individual client’s interests and preferences. How 
can you cater for this in practice?
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• Discuss some of the short and long-term consequences for children and families 
of medical trauma.

• What type of play could facilitate a developmentally appropriate way to help 
communicate medical information?

• Consider how you would seek child assent.
• Reflect on how you may integrate the UNCRC.

 Orientation to the Text

This text is organised into three sections. Part 1, including this chapter, provides the 
theoretical background and specific definitions that help to contextualise the way 
health care professionals integrate therapeutic play and play therapy in health care 
settings. These definitions are important to have a shared discourse in health care 
settings as play and play therapy have been found to be marginalised if not silenced 
[43]. In the next chapter, Melita and Parson (Chap. 2) provide further information 
about the history of play therapy and the therapeutic powers of play with specific 
attention to the 20 core agents of change [44]. Reid-Searl (Chap. 3) introduces the 
seven C’s of caring which is important to extend the humanistic stance to hospital 
and health care encounters. Dean, Parson, and Stagnitti (Chap. 4) provide an over-
view of therapeutic play approaches to allow assessments to be approached in a 
diverse, creative and developmentally sensitive ways. Hadiprodjo (Chap. 5) final-
ises this section with important considerations in relation to attachment theory in 
health care.

In Part 2, the text provides information about the various stages of child develop-
ment which are useful to consider when working in a child sensitive manner from 
infancy to adolescence. In this section, the developmental stages are aligned with 
Erik Erikson’s psychosocial stages, play and neurological development. Implications 
for working with children in each stage of development provides nursing and allied 
health care professionals with useful insights in communicating in developmentally 
sensitive ways. Dooley (Chap. 6) explores therapeutic play and maintains hope in 
the infant child, Breguet (Chap. 7) addresses therapeutic play, volition, and the tod-
dler, Hallowell (Chap. 8) debates therapeutic play and aiding purpose in the pre-
schooler, Hickson (Chap. 9) discusses therapeutic play and instilling competence in 
the school aged child and finally Godfrey, Dean, and Hadiprodjo (Chap. 10) exam-
ine therapeutic play, fidelity, and the teenager.

Clinical case scenarios are presented in part 3 of the text, whereby the authors 
draw on their clinical experience to integrate how they have used therapeutic play to 
communicate with children in various health care settings. Perrin (Chap. 11) intro-
duces Jesse who requires preparation for allergy assessment, Sarah (Chap. 12) pres-
ents the case study of Evan and his need to be supported whilst experiencing Botox 
injections for the treatment of cerebral palsy. Renshaw (Chap. 13) showcases how 
play therapy may be accessed in a community health setting as Connor was strug-
gling to stay at school due to an underlying health concern resulting in encopresis 
and enuresis. Next, Dean (Chap. 14) discusses Bartholomew and how he learns 
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about his diabetes diagnosis and associated treatment. Butler (Chap. 15) shares her 
therapeutic work through the eyes of Charlotte and how she was able to integrate 
child-centred play therapy in a hospice environment. Hadiprodjo, Parson, and Dean 
(Chap. 16) conclude the book with a final overview summary.

 Additional Resources

• United Nations Convention on the rights of the child (UNCRC). https://www.
ohchr.org/en/instruments- mechanisms/instruments/convention- rights- child.

• For a simplified version of the UNCRC list visit UNISEF. https://www.unicef.
org.au/upload/unicef/media/unicef- simplified- convention- child- rights.pdf.

• United Nations Convention on the rights of persons with a disability (UNCRPD). 
h t tps : / /www.ohchr.org /en/ ins t ruments-  mechanisms/ ins t ruments /
convention- rights- persons- disabilities.
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Play in Therapy and the Therapeutic 
Powers of Play

Fiona M. Melita and Judi A. Parson

Objectives
At the end of this chapter, you will be able to:

• recall at least 3 key scholars who influenced the development of play therapy.
• understand why identifying and using change mechanisms is more important 

than adhering to a single therapeutic technique.
• identify and consider the Therapeutic Powers of Play for practice in health 

settings.

 Introduction

Although play is used by professionals specifically trained to work with children in 
health settings, it is important that all involved with children understand how they 
can also use playful approaches to support the children and families that they 
encounter. While some aspects of therapy require extensive training, there is much 
that health professionals can do to ease the fear and anxiety of children and caregiv-
ers in relation to hospital and the associated procedures and experiences. Time spent 
to reduce and prevent medical trauma now can make a lifetime of difference for a 
child. While many professionals use play in their work with children, how they use 
and refer to it differs. This chapter explains each of the 20 core Therapeutic Powers 
of Play which have been identified as the heart and soul of play therapy [1]. Firstly, 
an overview of the early origins of play therapy.
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 Play in Therapy and Play Therapy: Early Origins

Evidence of children’s toys and play from many cultures have been found dating 
back thousands of years [2]. However, the use of play in therapy is a development 
of recent times. The author H.G. Wells repeated his own childhood play with his 
children and formalised it into a book in 1911 called Floor Games with the “belief 
that play promoted a framework for expansive and creative ideas in adulthood” [3, 
p. 2]. Although Wells did not interpret the play or recognise its psychological sig-
nificance, he took interest in the work of Carl Jung and was forward thinking for his 
time [3]. Floor Games later inspired Margaret Lowenfeld and contributed to child 
therapy [3].

Dr. Hermine Hug-Hellmuth was the first to practise psychoanalysis with children 
and to publish papers on play therapy [4]. From 1909 to early her death in 1924 she 
recognised the influence of play on child development, its importance in under-
standing the child, used observations and play in sessions, interpreted symbols and 
content expressed in play, and developed play therapy techniques [4]. Her contribu-
tion to children’s therapy was large but recognition has been dwarfed by later names.

Melanie Klein, beginning in 1919, worked with children younger than Dr. Hug- 
Hellmuth. She maintained a free association approach, but recognised toys as chil-
dren’s means of communication [5]. In developing her “psychoanalytic play 
technique” she discovered plays value in establishing relationships, accessing the 
unconscious [6], and noted the need for a separate therapy environment rather than 
using everyday places like the home [5]. It was Klein that began the use of minia-
tures in therapy, ensuring available choices allowed varied and creative use. Klein 
proposed that symbols must be interpreted in the context of the child [5]. She incor-
porated water activities, drawing, painting, pretend play, craft, and expression of 
emotions with the materials [5].

Anna Freud began in education, later training and practising as a children’s psy-
choanalyst, and first publishing in 1922 [7]. She examined children’s play in therapy 
to understand how they expressed, failed to express, and changed emotions during 
play [8]. She recognised environmental influences on children and emphasised the 
importance of the therapeutic relationship in bringing about change [8].

Margaret Lowenfeld was greatly inspired by the play experiences described in 
H.G. Wells’ book, Floor Games [9]. From this, she developed the Lowenfeld World 
Technique which seeks to understand the child’s world of feelings and ideas through 
their creation of miniature worlds in sand [10]. She developed other methods for 
observing and working with children and gave voice to children without the need 
for words. Lowenfeld understood the sensory experience and spontaneity of chil-
dren and so enabled an environment of free expression in which children with dif-
ficulties could play while they were supported therapeutically [10]. In this 
environment, Lowenfeld practised many ideas that exist in current child therapy 
including but not limited to: positioning to not be above a child, a child-centred 
environment, rules and limits, and confidentiality [11]. Lowenfeld also believed that 
the mind and body should not be separated, thereby recognising the wholeness of a 
person, the importance of culture, and that experiences are subjective [11].
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There have been many contributors since to the development of play therapy, but 
from these early origins we can recognise many of the ideas and practices that exist 
in the different play therapy models of today. What has progressed substantially 
since these early times is the understanding in what creates change for clients. While 
early therapists disagreed with the theoretical approach of others and held firmly to 
their own, recognition continues to grow that there are common factors between 
approaches. These factors create the change for clients and identifying and under-
standing them is more important and allows for greater flexibility in meeting client 
needs. The next section looks at the factors that have been identified in play as 
“change agents” for clients.

 The Therapeutic Powers of Play: Mechanisms of Change

Kazdin [12] proposes that there are likely common change mechanisms amongst 
the many existing therapies and identification and focus on these would better 
address the needs of clients. In play, 20 factors (Fig. 1) or “change mechanisms” 
have been identified by Schaefer and Drewes [13]. These increased from the 14 
initially identified by Charles Schaefer in 1993 which he named the “Therapeutic 
Powers of Play” (TPoP) [14]. The TPoP are categorised into four sections; Facilitates 
Communication, Fosters Emotional Wellness, Enhances Social Relationships, and 
Increases Personal Strengths. Use of the TPoP enables selection of the appropriate 
change agents for each client to create individual treatment plans as opposed to a 
single play therapy model approach [15]. Understanding why we use and what we 
use and choosing appropriately for each client is essential [12]. The remainder of 
this chapter explains each therapeutic power and is followed by a clinical example 
to demonstrate their use.

 Self-Expression

Play is its own language. Through play, an intensity and depth can be expressed that 
for many reasons, is not possible through words. Without the complex spoken lan-
guage and abstract thinking of those older, younger children can share their view of 
the world through play [13]. Even when children do not feel comfortable to talk, the 
unconscious world naturally appears in play, giving insight to their thoughts and 
concerns. For some, it is easier to depict creatively than in words. Play gives the 
freedom to be or do anything and so explore experiences, fears, and ideas safely.

 Access to the Unconscious

The implicit memories of early childhood, while not consciously recalled, continue 
to affect throughout life. Emotions can also occur outside of conscious awareness 
and affect behaviour and reactions [16]. Through symbolism, play affords distance 
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Faciliates
Communication

Enhances
Social Relationships

Fosters Emotional
Wellness

THERAPEUTIC
POWERS
PLAY

• Self-expression
• Access to the unconscious
• Indirect teaching
• Direct teaching

• Social competence
• Empathy
• Attachment
• Therapeutic relationship

• Catharsis
• Counterconditioning fear
• Abreaction
• Positive emotions
• Stress inoculation
• Street management

• Self-regulation
• Creative problem solving
• Resiliency
• Accelerated psychological
  development
• Moral development
• Self-esteem

Increases
Personal Strengths

Fig. 1 The therapeutic powers of play. Graphic created by Parson, Renshaw, and Zimmer (2020) 
adapted from Schaefer and Drewes [13]. The therapeutic powers of play: 20 core agents of change 
(second ed.). NJ: John Wiley & Sons

from uncomfortable and distressing material and a way to connect with unrecog-
nised emotions. Symbols can represent an item, concept, relationship, place, action, 
or idea. Early memories, unconscious emotions, and concerns that are difficult or 
not possible to verbalise, can be brought to light and worked through in play [15]. 
Expressive experiences such as art and play directly engage with the unconscious 
and implicit memories.

 Direct Teaching

Direct teaching uses “instruction, modelling, guided practice, and positive rein-
forcement” ([17], p. 43) to learn new things and practise skills. Play is fun and with 
most children’s natural inclination to play, it makes it an ideal medium for learning. 
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Even for adults, when an experience is enjoyable, we are motivated to join in and 
want to continue. Learning through play allows active involvement, repetition for 
consolidation, modelling, and enjoyment. Children can be fully immersed in the 
experience and play, and materials can be targeted to the individual child’s interest, 
thereby ensuring to capture attention and provide motivation.

 Indirect Teaching

Indirect methods are used to guide, teach, connect emotionally or through a relat-
able experience, and create distance from difficult content. An indirect approach can 
reduce resistance and allow issues to be faced in a less threatening way [15]. Stories 
(bibliotherapy), art, puppets, sand tray, metaphor [18], and other playful activities 
may be used. Resistance is the difficulty someone is having in facing their struggles 
or in the work they need to do. Indirect teaching methods can support the client by 
offering a safety and distance that afford greater tolerance to approach difficult con-
tent. For example, children may be read stories about a child with similar problems, 
which allows them to connect with the character and understand their situation, 
empathise, change their behaviour, problem solve something in their life, under-
stand others, or recognise that others feel that way too and not feel so alone. This 
can be more comfortable than having to sit and talk about their problems with 
someone.

 Catharsis

Catharsis refers to the release of strong emotions that can bring about positive 
change and closure. Jackson [19] explains that release occurs in conjunction with 
remembering of a traumatic or distressing experience. Catharsis is often also associ-
ated with cognitive processing and the development of insight [20]. It requires a safe 
environment and can be brought about through a variety of techniques such as 
music, play, drama, art, writing, sand tray, talking, and physical exercise.

 Abreaction

Abreaction involves the release of previously inhibited emotions. Emotions may 
have been withheld or prevented from being expressed at the time of the trauma. In 
“abreactive play”, replaying of the experience helps to bring it to conscious aware-
ness where the individual can have control, release appropriate emotions, and hope-
fully process and resolve the trauma in the safety of a therapeutic relationship, 
thereby creating a coherent narrative [15]. The emotions can then be paired with the 
experience, preventing their continued presentation from the unconscious into con-
sciousness and subsequent disruption of present-day life [15]. In play, the individual 
can work through a frightening or stressful experience at a distance through 
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symbolic materials such as miniatures and without the need to talk. Play being non- 
verbal also allows for processing of unconscious early trauma. Abreaction and 
catharsis are intricately linked; however, abreaction typically refers to just the emo-
tional release [19].

 Positive Emotions

Positive emotions enable steps of positive growth. In moments of positivity, we can 
find clarity that may have been blocked in the presence of negative emotions. This 
clarity can allow us insight into problems, to “contemplate new ideas, develop alter-
native solutions, reinterpret their situations, reflect on behaviors, and initiate new 
courses of action and creative endeavours” [21, p. 139]. A study by Brockington 
et al. [22] found that storytelling with children in hospital intensive care units pro-
duced benefits including significant reductions in pain scores and cortisol levels, 
and increased oxytocin levels. Cortisol is a hormone associated with stress. Oxytocin 
is related to many functions but is linked with empathy and emotional processing 
[22]. Play itself is enjoyable for children and lends itself to the elicitation of positive 
emotions and experiences. Additionally, the opportunities for learning, growth, and 
development that play offers in this environment of positive emotions demonstrate 
plays’ dual value.

 Counterconditioning of Fears

Counterconditioning is the reduction or elimination of negative responses to stress-
ful and anxiety provoking stimuli. Usually, an experience that elicits an opposing 
response is paired with the fear-provoking stimuli in order to reduce the level of 
reactivity [23]. With repetition of this over time, the fear is reduced. A young child 
may be offered a playful game, while older children and adults may be taught a 
specific opposing response such as relaxation to use [23].

 Stress Inoculation

Stress inoculation prepares for situations that induce stress, anxiety, and fear. When 
given the opportunity to experience something fearful in small amounts or prior to 
the actual event, the exposure can help to lessen the distress [24]. People can then 
gain mastery over their emotions and learn strategies to cope when they are pre-
sented with situations that they find difficult [24]. With real materials or toys, clients 
can play out or role-play what will be experienced in a future stressful experience. 
This will familiarise them with the experience and place them in a position of power 
where they can work through and master their emotions safely in a situation that 
they can control. In the case of medical equipment and medical procedures, they can 
practise undergoing them and so understand what they will have done, become 
familiar with equipment that will be used, ask questions, and develop coping skills.
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 Stress Management

Stress is a feeling of psychological, physical, or emotional pressure that the indi-
vidual feels unable to cope with. Stress is subjective and as such, depends on indi-
vidual coping, resources, and the interpretation of a situation. The effects of stress 
on the body are varied, ranging from altered brain development in young children 
and memory impairments [25] to “cold and respiratory symptoms”, “immunologic 
deficits”, “other infections”, “heart disease”, “sleep-wake cycle disturbances” [26], 
“heart attacks, arrhythmias, sudden death”, “burnout, anxiety disorders, and depres-
sion”, “diabetes, hair loss, hyperthyroidism, obesity, sexual dysfunction, tooth and 
gum disease, and ulcers” [27], to name a few.

Stress management involves the development of coping strategies to use with 
stress and stressful situations. There are many factors that contribute to stress: “age, 
socioeconomic status, gender, social support status, personality, self-esteem, genet-
ics, life events, experiences, and current health status” [26]. While some of these 
cannot be changed or avoided, there are effective coping strategies that can be learnt 
to help prevent and reduce the impact of life stressors [26].

For children, stress management interventions must consider their cognitive 
development level [28]. Play affords many stress reduction benefits including self- 
soothing and regulatory opportunities through sand, water, and other sensory mate-
rials [28], escape through fantasy and games, or the acting out of difficulties to 
explore solutions [15]. Directive techniques such as sand trays, breathing exercises, 
art exercises, and music and relaxation activities can be offered. In the hospital 
environment, clown doctors have been used to offer the positive benefits of humour, 
distraction, fun, a “sense of control”, and “decrease in negative mood”, which has 
positive benefits for children, caregivers, and staff [29].

 Therapeutic Relationship

Landreth [30] considers the therapeutic relationship a shared experience where the 
client is “fully accepted as a person of worth” through respect, without expectation, 
and is felt by both the therapist and child. The therapeutic relationship is important 
for every client and is essential for change. It requires attunement and caring by the 
therapist. Client’s problems may also have developed in or due to relationships and 
need repair through relationship.

 Attachment

Attachment is the bond between an infant and caregiver that develops regardless of 
the quality of the relationship. However, the quality of the attachment can affect the 
child’s competence and possible development of psychopathology across the lifes-
pan. Secure attachments develop when infants can depend on the caregiver to con-
sistently meet their needs and is associated with better outcomes [31]. Insecure 
attachments develop when a caregiver does not meet or is inconsistent in meeting a 
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child’s needs, which creates stress and activates the fear system [31]. However, 
attachment is not fixed and experiences through life can alter attachment styles [32].

Attachment changes in adolescence as they go through a process of exploration 
and mastery [33]. Independence creates less reliance on caregivers and peer rela-
tionships take on increasing prominence. While caregivers maintain their place as 
the primary attachment relationship, when distress is high, peers become sources of 
attachment as they are sought for support, socialising, and other needs [33]. 
Adolescents operate from and are influenced by an integration of their earlier attach-
ment experiences, but peer attachments do not have all the qualities of attachment 
“relationships” [33].

Supporting a child in the therapeutic space to develop a secure attachment can 
inhibit the fear response and allow them to explore and play with greater ease. 
Through play, the child can develop skills, grow socially and emotionally, and pro-
cess difficulties and concerns. Awareness of a child’s history and current relation-
ships helps to understand them and their attachments [32]. Awareness of your own 
attachment history helps to understand your relationship behaviour.

 Social Competence

Social competence incorporates those behaviours that are more desirable or “socially 
acceptable” and as such, allow the individual to engage successfully in the social 
world. In typical development, social competence improves as children move 
through developmental stages and interact with others socially and through play. 
Neurodivergent individuals (Autism, Attention Deficit Hyperactivity Disorder 
(ADHD), and other) and those with other concerns (e.g. anxiety) may have or 
develop social skill deficits due to decreased social opportunities or behaviours that 
negatively affect social interactions [34]. In the long term, those with social skill 
deficits struggle with friendship, loneliness, and ongoing social difficulties [35]. 
Games, rough and tumble play, socio-dramatic play, role-playing, and therapeutic 
storytelling enable children to interact, cooperate, practise, negotiate, face fears, and 
so develop many social skills [35]. The improvement of pretend play skills in chil-
dren with these deficits has been shown to contribute to social competence [34], 
thereby reinforcing the importance of pretend play.

 Empathy

Empathy is physically felt, and cognitive and emotional aspects allow us to truly 
connect with and understand another in a way that enables us to respond appropri-
ately to their feelings and thoughts [36]. This is an important distinction from sym-
pathy, in which similar feelings are aroused because we have experienced something 
similar. With empathy, we have stepped into the other’s experience, from their per-
spective. We are not thinking about our own similar experience. We are with them 
in that moment, appraising what it may feel like for them. Empathy also involves 
communication of that felt connection and understanding [36].
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While impairments in empathy are associated with autism and various psychopa-
thologies, impairment can present in anyone, and the level of empathy varies from 
person to person. Empathy incorporates the individual components “theory of mind, 
perspective taking, emotional contagion, and affective empathy” [37, p.  141]. 
Determining which components or if all are affected, distinguishes the different 
conditions.

 Creative Problem Solving

Creative problem solving is associated with coping and adjustment [38]. Pretend 
play supports creative problem solving as children explore perspectives through dif-
ferent roles and characters, add problems and find alternative solutions. In play they 
are directly solving problems in creative ways. These engagements in pretence pro-
mote the development of divergent thinking; flexibility of thinking and in different 
directions [39]. Pretend play also enables the reworking of concerns through to 
resolution. Role-play and puppet play can introduce and provide practice of experi-
ences that elicit strong emotions, which can alleviate anxiety and distress. Russ [39] 
states that “Affect is intertwined with pretend play”. Positive emotions, child-led 
play, a safe environment, and a strong therapeutic relationship can all support cre-
ative problem solving by lowering defences to allow the freedom to expand thinking 
and creativity.

 Resiliency

Resiliency is the ability to withstand and recover from adversity. Grotberg [40] 
identified 15 resilience factors related to children that stem from external, internal, 
and interpersonal sources. The resilience factors that pertain to play therapy and 
play include trusting relationships, structure and limits, autonomy, “sense of being 
lovable”, self-esteem, locus of control, communication, problem solving, and 
impulse control [40]. Play therapy offers this through unconditional positive regard, 
the therapeutic relationship, therapeutic limits, enabling non-verbal and verbal 
means of communication, responsibility for self, and its child-led and child-paced 
nature [30]. In play and pretend play, children create problems, devise varied solu-
tions, learn to regulate emotions, develop self-control, and experience autonomy, all 
of which have been found to promote resilience in children [40]. Given the right 
conditions, children “possess an innate capacity to strive toward growth and matu-
rity” [30, p. 48]. These conditions exist within the play therapy relationship [30].

 Moral Development

Piaget recognises that the development of cognition and morality are linked and that 
with each, children experience phases rather than stages [41]. Social experiences 
and culture also play parts in the shaping of moral development. As thinking 
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becomes more complex, moral development advances; a concept also supported by 
Kohlberg’s research (Handy Answer, 2016). The young child’s “moral absolutism” 
of right and wrong and adult authority, progresses to the “moral relativism” of the 
older child with more flexible thoughts, consideration of multiple viewpoints, emo-
tions, rights, justice, and the possibility to change rules [41].

 Accelerated Psychological Development

Psychological development incorporates cognitive, social, emotional, and physical 
development and occurs in relationship with others. Children are naturally moti-
vated to play, and play can provide experiences that support each of these areas. As 
play can allow children to do, be, and try almost anything, it can move them to 
achieve greater than they would in everyday life. Vygotsky [42] proposes a “zone of 
proximal development”, which is the difference between what someone can do with 
support but are not quite ready to achieve without it. When we watch children take 
on adult roles, face fears, and persevere at difficult tasks in play, it is easy to under-
stand how play can accelerate children’s psychological development.

 Self-Regulation

Self-regulation is the ability to adapt to social situations and stressors cognitively 
and emotionally as they arise. The process moves from external to internal control 
from infancy through childhood and is then challenged again during the pubertal 
changes in adolescence [43]. Poor regulation is associated with psychological dif-
ficulties [43] and an “excess of self-control” has been proposed by some as the 
cause of some psychological concerns ([44], p. 177). Berger [43] identifies “atten-
tion” as important in self-regulation and its associated factors: “inhibitory control, 
strategies of problem solving, and self-monitoring”. These features are present in 
play, placing it well to support the development of self-regulation. Games can 
involve inhibiting certain behaviours in favour of others (e.g. impulsive actions), 
and promote rapid attention changes, focused attention, and problem solving. In 
imaginative play and role-play, children solve problems and play becomes increas-
ingly complex and cooperative through developmental periods. Regulating emo-
tions and behaviour is necessary for children to “stay in the play” and be accepted 
by others into play.

 Self-Esteem

Self-esteem incorporates self-worth and self-concept, considering the personal 
value or worth that we give to ourselves. What is our self-worth? Do we feel good 
enough? Could someone love us? Are we worthy a person? Self-concept is complex 
but relates to the way that we view our unique abilities, behaviours, and other 

F. M. Melita and J. A. Parson



27

aspects. Our self-esteem can be high or low depending on whether we view our-
selves positively or negatively. Self-esteem is ever changing and is affected by envi-
ronmental and social factors [45]. In play therapy the client enters an environment 
supportive of positive self-esteem through complete acceptance without judgement, 
freedom in choice, designed to support growth and empowerment. Through play 
they can then master difficulties and emotions, experience power and control, and 
try things they do not feel able to do in the everyday.

When thinking clinically about using the Therapeutic Powers of Play, the more 
powers that are activated, the more chance there is of effective therapeutic benefit. 
Change mechanisms are not necessarily effective in isolation and those listed are 
not exhaustive of the powers that play can offer. For these reasons, familiarity and 
understanding of the TPoP are encouraged to make them readily accessible and able 
to be applied naturally when interacting with children and families.

 Conclusion

This chapter explored the development of play in therapy as a lead into current 
thinking that there can be common change mechanisms amongst therapies. By 
understanding the therapeutic powers of play, clinicians in the health field can have 
greater awareness of how they can support children and families through play and 
playful interactions and reduce the impact of medical interventions and medical and 
hospital experiences. This is particularly relevant in relation to understanding the 
impact of medical interventions and medical trauma on children.

 Reflective Questions and Activities

• How would you engage a child in play to elicit medical themes?
• An adolescent has an extended hospital stay and is confined to their room. They 

frequently express that they are “bored” and missing friends. What type of play 
is appropriate to offer, who is best to provide it, and how can you meet their 
social needs?

• What are six of the specific Therapeutic Powers of Play that relate particularly to 
children and adolescents in the health system? Discuss how you could use or 
support their use by children and families.

• Why would it be more important to identify and understand “change mecha-
nisms” in therapies rather than to just learn a therapy technique?

• The importance of the therapeutic relationship has been explained and men-
tioned many times. What do you currently do to develop a relationship with the 
children and families you work with? Having more awareness as to its therapeu-
tic value in so many areas for children and how connected the emotional and 
psychological wellbeing of children and families are, what would you do more 
of or differently now?
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 Additional Resources

• Allison, L., & Campbell, C. (2021). Through a child’s eyes: Anna freud’s vision. 
Anna Freud National Centre for Children and Families. https://www.annafreud.
org/insights/blogs/2021/12/through- a- child- s- eyes- anna- freud- s- vision/

• Brown, S. (2018). Play deprivation can damage early child development. Child 
and Family Blog. https://childandfamilyblog.com/play- deprivation- early- child- 
 development/

• Circle of Security International. (2019). What is the circle of security? Developing 
specific relationship capacities. https://www.circleofsecurityinternational.com/
circle- of- security- model/what- is- the- circle- of- security/

• Matthews, M., & Silk, G. (2015, February 15). Calico dolls – A process of play – 
resource. The Association for the Wellbeing of Children (AWCH). https://awch.
org.au/tag/trauma- dolls/

• Perry, B. (n.d.). The three r’s: Reaching the learning brain. Beacon House. 
https://beaconhouse.org.uk/wp- content/uploads/2019/09/The- Three- Rs.pdf

• VanFleet, R. (2010). Helping children and families through traumatic events. 
Family enhancement and play therapy center. http://play- therapy.com/profes-
sionals.html#trauma
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Caring for Children, Families, and Health 
Care Professionals

Kerry Reid-Searl

Objectives
At the end of this chapter, you will be able to:

• Identify the seven C’s of caring and understand how these relate to managing a 
paediatric patient.

• Gain an insight into the value of self-reflection to appreciate personal attitudes 
towards play and being a playful practitioner.

• Appreciate a range of strategies for implementing therapeutic play as a health 
care professional.

 Introduction

I open this chapter with a declaration that I write through the experience of a nurse 
of 35 years and not a play therapist or any other allied health professional. My expe-
rience comes from engaging in play not analysing the child at play. I believe I have 
provided opportunities that have prompted children to explore, investigate, and cre-
ate whilst in the context of a paediatric ward. My intention has been to provide 
distractions and create a degree of normality for a child in an unfamiliar setting.

I begin by recalling my time as a nursing student and my favourite placement 
was children’s ward. Being placed in children’s ward implied permission to not only 
watch children play, but also to provide resources to facilitate play and use play as 
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a strategy to help a child through a procedure, albeit distraction or education. I 
reflect on how I engaged with the child by using my therapeutic self as a playful 
practitioner. This was in stark contrast to what I remember as a child in hospital. My 
first experience was as a six-year-old having a tonsillectomy. This was the same 
year that my father had died, and I felt stressed about being separated from my 
mother and my twin sister. It was not usual for parents to stay with their children in 
hospital, so when my mother left, I remember putting on a plastic pair of sunglasses 
and crying for a long period. The sounds were unfamiliar, the faces unknown and 
the smell was nothing like I had ever experienced. I remember lying in bed and wet-
ting myself because the bed was too high for me to get out. There was no night light 
and nor do I recall a buzzer to call for a nurse. I remember being reprimanded for 
wetting the bed and having to take off my clothes and get into a hospital bath in 
front of the nurse. I remember being held firmly for an injection and the big words 
that the doctors and nurses used that made no sense to me. I do not remember any-
one playing with me nor do I recall resources for play. These memories are still with 
me today.

As I reflect, keywords stand out including anxiety, unfamiliar environment, 
fear, pain, and coldness. These words are etched in my mind and influence how I 
practise today. In my role as a nurse, I try to empathize with every child and 
consider the journey that they are experiencing. I realize it is not possible to 
understand every child’s situation, but to gain some insight into their situation 
and most importantly establish a therapeutic relationship to facilitate trust is 
paramount. To achieve this, it is necessary to gain insight into the elements of 
care and have an appreciation of the value of personal reflection to recognize the 
value of play.

 Attributes of Caring for the Hospitalized Paediatric Patient: 
A Nurse’s Perspective

For children, hospitalization can be a traumatic experience. How the child manages 
and copes through the experience will be influenced by the health care professional 
assigned to care for the child and their family. Caring is the art and science of many 
health care professions. For nursing, it is the foundation of the profession and is 
encompassed in all that the nurse does. This includes the way the nurse communi-
cates with the child and their family portraying empathy, clarity, appropriate lan-
guage, kindness, respect, and being an advocate. Caring is also included in the way 
the nurse undertakes skills including caring to understand what best practice they 
are performing, caring to explain to the child what is happening and caring to con-
sider the developmental age and temperament of the child to explain procedures or 
implement strategies around play or distraction.

The attributes of caring as developed by Roach [1–3] include compassion, com-
petence, conscience, confidence, commitment, compartment, and creativity.
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 The 7 C’s of Caring

 Compassion

Compassion is about recognizing the emotional state of others and to act to be able 
to help that person when necessary. In a child’s world the impact of being hospital-
ized may be related to the physical or psychosocial condition they are experiencing, 
the fear of the unknown, a foreign environment, and the separation from loved ones. 
To be compassionate requires the health care professional to be empathetic, that is 
to walk in the shoes of the child and see the experience through their eyes and to be 
sensitive to their situation [2]. Being compassionate and empathetic also means 
being aware of any personal bias and judgment because health care professionals 
caring for children will encounter many different parenting styles and children’s 
responses to events. So how does the health care professional gain insight into what 
the child might be experiencing to show compassion?

Based on your own experience consider looking through the eyes of a child in 
hospital. Try walking their journey. Sometimes in the busyness in our everyday 
roles as health care professionals it is possible to lose sight of what that child may 
be experiencing. The following acronym provides a memory prompt for being 
empathetic.
Tips in empathy

• Emotional support.
• Manage you own emotions.
• Put yourself in the child’s shoes.
• Acknowledge what the child is feeling/saying/doing.
• Talk to the child with care, concern, and curiosity.
• Hold the unknown including any assumptions, judgements, or biases.
• Yearning is a response to a particular need within the context of the child’s situ-

ation—can you or someone else meet their yearning needs.

A gentle voice, a kind word, a hand, or a playful gesture can have a positive 
impact, for not only the child but their caregiver too.

Activity
Reflect on your own childhood. Was there a time that you were hospitalized 
yourself or visited someone else in hospital? If so, what interactions did you 
have, and did they evoke a feeling of fear? Was there a compassionate person 
that helped you in this situation?
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 Competence

Competence is about having the required knowledge and skill set to deliver the care. 
Health care professionals are educated to deliver quality care that is evidence based. 
The education is ongoing, and the competent health care professional is aware of 
their own strengths and practice gaps through reflection. They have the skills to 
acquire knowledge to ensure competency remains. Consider the nurse as the health 
care professional caring for the 4-month-old infant with respiratory condition such 
as bronchiolitis. The mother is with her baby and extremely concerned. It is the 
competent nurse who understands the infant’s condition, who monitors the infant 
accurately, who implements nursing strategies that portray to the caregiver confi-
dence and safe practice. This caregiver will not refer to that nurse as the one who is 
undertaking regular vital signs, or titrating oxygen to manage the infant’s work of 
breathing and monitoring oxygen saturations, instead they will talk about the kind 
nurse who provided care in a safe, prompt, and efficient manner.

 Conscience

Conscience is about an individual’s moral sense of right and wrong and is consid-
ered a guide to one’s behaviour. Health care professionals are bound by professional 
standards which inform their conscience about the way they deliver care. This 
includes making ethical, legal, and moral decisions. Conscience also helps drive 
health care professionals to increase their knowledge about the care they deliver so 
that they continue to be competent, accountable, and responsible. Consider the 
health care professionals caring for a child who has a condition that they are unfa-
miliar with. The conscience driven health care professional will be aware of his/her 
responsibility to deliver competent care and will also recognize their own gaps in 
knowledge and practice. As such they would seek direction and support and take 
time to gain the necessary knowledge to provide the best quality care.

 Confidence

Confidence is about feeling sure of yourself and your abilities as a health care pro-
fessional to deliver care. Being confident is having the insight to know that you can 
deliver care, and this comes from having both the knowledge and experience. Being 
confident is necessary to play the roles required of you as the health care profes-
sional. Being confident is important for the child to feel safe in your hands but also 

Activity
Reflect on an episode of care that you have been asked to provide which has 
made you uncomfortable due to a lack of knowledge. How did your conscience 
guide you in the decisions you made about the delivery of care?
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their significant other. Your peers will also learn from you. Being confident is also 
recognizing when you need to seek support from others and speak up.

 Commitment

Commitment is about being dedicated to the cause. As a health professional you are 
committed to your role. For example, the paediatric nurse is committed to providing 
excellence in quality care that meets with the standards expected of the nursing 
profession. Commitment is about being loyal to the profession and the children to 
whom we care for. Commitment is also about dedication to continuing education, 
life-long learning, and becoming more skilled, socially conscious, ethical, politi-
cally competent, and caring.

 Comportment

Comportment is the way the health professional behaves as they go about caring for 
the patient. It is the way the health care professional presents themselves. Consider 
the nurse caring for the paediatric patient. They walk into the child’s room. The par-
ent is present. The nurse is well groomed, their uniform is clean and well pressed, 
their body language portrays confidence. They greet the child and the parent warmly 
and introduce themself. They go on to explain the plan of care for the shift as they 
go about doing safety checks. The nurse speaks to the parent in a respectful profes-
sional manner and communicates to the child at a level that the child understands. 
These attributes of dress, communication, behaviour, self-awareness, and accepting 
responsibility for one’s own actions are all about comportment.

Activity
Reflect on an episode of care where you felt confident. How did your confi-
dence manifest in your performance? What empowered you with confidence?

Activity
Imagine you have just commenced working in a paediatric unit. What do you 
think you need to do to reflect a commitment to caring for children in the pae-
diatric unit?

Activity
Reflect on someone whom you have the utmost respect for as a health care 
professional. What is about them? How do these factors equate to comport-
ment? Is there something that you can take from this reflection that you can 
manifest in your own practice?

Caring for Children, Families, and Health Care Professionals
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 Creativity

Creativity as a health care professional in the caring context is about having the 
insight and ability to have a vision of seeing how things could be and going about 
making things better. I believe every person can be creative. Every health care pro-
fessional can think about doing something in their practice that might make a differ-
ence for the patient. To do so may take courage, being resourceful, taking risks and 
learn something new if things do not work out as anticipated. It is about being 
resilient, flexible, and tenacious to have another go. Being creative is also about 
building on existing knowledge and finding new ways of doing things. As a nurse I 
have taken great pride in daring to be different by developing creative educational 
strategies and then sharing these with others. Two examples are the use of puppets 
with Pup-Ed™ (KRS Simulation) [4] and ‘The Poop it Kit™’ [5].

The Puppet Example: Pup-Ed™ (KRS Simulation)
In 2008 I began using puppets in the paediatric ward. I first started using 
cloth puppets that could be easily worn over my hand. The puppets were 
silent, they would whisper to me as I interacted with children. The rationale 
for this was so that the puppet was shy and vulnerable, hence promoting a 
human connection with the child. Additionally, I did not have a voice and the 
puppet could instead whisper what it wanted to say, and I would then channel 
that conversation. The puppet often had a condition that mirrored what the 
child had so in some ways could relate to the child. After doing this for several 
months, I decided to write down what I was doing and the reactions from 
children. Soon this would develop into what I would articulate as Pup-Ed™ 
(KRS simulation). This simulation technique, in essence, requires the puppets 
to be worn by a wearer who is an informed professional (for example the 
nurse). The professional then transforms the puppet into a little person with a 
history and story that becomes relevant to the child’s experience. The puppet 
then becomes the platform for learning and teaching. The acronym stands for: 
P—puppet and professional preparation; U—understanding the learner; P—
play in action to suspend disbelief; E—evaluation; D—debrief. The KRS com-
ponent stands for knowledgeable, realistic, and spontaneous simulation. The 
knowledgeable implies that the wearer of the puppet has a deep understand-
ing of the content being imparted through the puppet to the learner and 
appreciates different learning styles. Realistic suggests that the user creates a 
puppet experience which mimics a real situation. For example, in nursing, the 
professional wearing the puppet—(being the nurse), can draw upon episodes 
of patient care that a child may encounter. Spontaneous implies that the reac-
tion of the puppet is unprompted. However, the puppet is directed by the pro-
fessional who is in turn influenced by the learner response. Because scripts 
are not set, the reactions can be immediate in response to learners.
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 Implementing Play through the Art of Caring

All the elements of caring previously discussed are centrals to play. So how do 
health care professionals bring play into their everyday practice? I believe nurses 
can provide a range of opportunities and experiences that foster different types of 
purposeful play to help children build understanding and reasoning.

So where does one start? The first might be to identify the literature that supports 
play as the ‘work’ of children. This includes acknowledging that play helps manage 
stress in a child’s life [6] that it decreases anxiety, assists the child to adapt and cope 
with reality, and facilitates communication [7–9]. Further literature to consider 
includes the different stages of child development such as Jean Piaget [10] and 
Vygotsky’s Zone of Proximal Development [11].

Understanding a child’s stage of development can help health care professionals 
consider the type of play appropriate for the child. Studies undertaken by Parten 

The Poop it Kit™
‘The poop it kit™’  is a resource designed for children and their caregivers to 
gain an understanding of bowel functioning and ways to promote healthy 
bowel habits. The contents of the kit included six books, a user guide, a board 
game, and a toilet wall poster.

 

The resources focused on the anatomy and physiology of the intestinal system, 
prevention of constipation, diet to promote healthy bowel functioning, correct 
positioning on the toilet, ignoring the urge to go and holding on including 
fears about going to the toilet. Language used was designed to evoke laughter 
and enthusiasm. For this reason, words such as ‘poop’, ‘bum’, and ‘fart’ were 
included in the books and game. The images in the books were designed to be 
simple and easily relatable to the child. Gaps in the dialogue of the books 
were in place to allow the reader to include the child’s name so that there was 
a sense that each book was personalized. At the conclusion of each book there 
were key points for the readers to raise with the child that could lead to fur-
ther discussion.
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[12] revealed that children from 0–6 years participate in six different stages of social 
play which is determined by their stages of development. These include:

Unoccupied Play This is when the child observes, is not engaged in playing with 
others and makes sense of their world through manipulating materials. An example 
might be the child in hospital singing quietly to themselves or stroking a teddy.

Solitary Play This is when the child is engaged in their own play and is not inter-
ested in others. They explore freely developing motor and cognitive skills. An 
example might be the child in hospital playing with building blocks, Lego or 
colouring in.

Onlooker Play This is when the child observes others playing but does not engage 
or interact with the activity. During this stage the child is learning about social rules 
of play and relationships. An example might be the child in the hospital ward play 
area watching me interact with other children using puppets, or another child play-
ing with blocks or a game.

Parallel Play This is when the child plays independently but alongside others. 
They may imitate the actions of others but do not engage in social interactions. An 
example might be the child in a play area of a hospital copying another child with 
blocks but not interacting with them.

Associative Play This is when the child is interested in others playing but does not 
engage in co-ordinating or organizing the play situation. An example might be the 
child in the hospital playroom sharing a play kitchen, playing dress-ups, or using the 
play equipment.

Co-Operative Play This occurs in later stage from 4 to 6 yrs. when the child is 
interested in both the activity and others playing and begins to establish shared rules 
for play. An example might be the child playing the game of ‘The Poop it Kit™’. 
The child plays with other children learning the rules and how to win the game.

Smilansky’s [13] identifies four different types of play linked to stages.

• Functional Play (1–2 yrs) where children explore their surroundings using their 
5 senses.

• Constructive Play (2–3  yrs) where children build, assemble, and create using 
objects such as blocks, playdough, and craft items.

• Dramatic Play (3 +) where children engage in role play.
• Games with rules for children over 5.
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Understanding child development and the stages and categories of play are 
important because they have relevance to realistic expectations and the choice of 
toys, activities, and games that health care professionals can provide for children. 
However, to implement play from a health care professionals’ perspective often 
requires a level of personal and professional reflection. The next section requires 
you to undertake some personal reflection.

 Critical Reflection

To understand perspective about play requires one to reflect on their own beliefs and 
personal narrative including factors that enhanced play or hindered it. For some 
health care professionals, finding their inner child and being joyful in play may be 
effortless, especially if they have fond memories of play within their own family 
system. For others, this may not be the case and therefore being playful, scaffolding 
and directing children through different types of play may be challenging.

I reflect on what I believe enables or inhibits health care professionals from pro-
moting, scaffolding, directing, and engaging in play with children. Three headings 
come to mind. These are:

 1. the individual’s belief system, knowledge, and skill set,
 2. the context,
 3. the child.

 The Individual’s Belief System, Knowledge, and Skill Set

An individual’s belief, knowledge, and skill set pertaining to play is likely to be 
influenced by their own experiences as a child, the value of play within their family 
and cultural systems, their understanding of play, their personality, and their confi-
dence. Influencing factors can also include their perception of what they believe 
their role is to play as a health care professional, what resources they have, and 
where play is situated in their current lives.

Activity
Considering Smilansky’s [13] different types of play and the stages, what 
items might you give:

The hospitalized 1–2-year-old to facilitate functional?
The 2–3-year-old in a health clinic to facilitate constructive play?
The 4-year-old in the day care centre to facilitate role play?
The 7-year-old in the hospital setting?
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The following is a list of tips that may be useful in your journey of implementing 
play as a health care professional.

Tips
• Take time to broaden your knowledge about play and its benefits.
• Consider the implications of play and stages of development.
• Reflect on your own childhood—find photos of yourself as a child and think back 

to what you loved to do.
• Give yourself permission to play in all its realms—imaginative and socio dra-

matic, constructive, and investigative, explorative, sensory (using the list above).
• Look for simple props—i.e. a hat, a pair of glasses, a wig and engage in role play.
• Find a space where you can let go of inhibitions—find your inner child.
• Be confident that engagement in play is important to the child and their caregiver.
• Look for 5-minute opportunities to engage in play.
• Make play a part of your busy day.
• Find simple resources and strategies—a piece of paper and pen, a balloon, a pup-

pet, all can do wonders.
• Ask children what their favourite games are.
• Collaboratively create a story book with the child as the main character.
• Gather some paints, paper, and create—it doesn’t matter if you think you are not 

an artist—just do it (you can even draw with your eyes closed).

 The Context

The context includes the environment and the individuals within that setting.
The environment: It is an important consideration to promote and encourage 

play. It is not necessary to have an elaborate set-up with lots of toys, rather have a 
space that is aesthetically pleasing and encourages children to want to play. I have 
painted walls, ceilings, and doors in various health care settings with cartoon char-
acters. The images were intended to send messages to children that this was their 
space. In considering the environment, I believe it is necessary to have tables, chairs, 
and beds at children’s height. Simple resources such as books, balloons, paper, cray-
ons, paints, boxes, blocks, and games are all useful items to promote play.

The individuals within the setting—attitudes:
The attitudes of individuals within the health care setting can influence others 

and their willingness to participate in play. It is realistic to state that nurses as 

Activity
Take time to consider your own belief system, knowledge, and skill set about 
play. What shapes you in how you implement or not implement play around 
children.

What do you think are some of the barriers to play?
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health care professionals are busy, workloads can be heavy, and some would 
argue that there is little time for play. If some nurses believe that play is not in 
their role description, but rather the work of play therapists, then attitudes can 
impact on other individuals who understands the therapeutic and developmental 
benefits of play. The individual who wants to engage in play may be perceived as 
lazy because they are spending too much time with the child. Findings from a 
research study confirm this. In 2016 puppets were implemented in a regional 
paediatric setting in Queensland. The research examined nurses’ experiences in 
using puppets over a 12-month period. The results revealed that whilst some 
nurses were happy to pick the puppets up, engage and play with children, others 
expressed that they lacked confidence in doing so or they were worried about 
other staff attitudes and believed if they played with the puppets they would be 
perceived as being lazy [4].

Tips to address attitudes
• Seek out like minded individuals in the unit who value play, and start brainstorm-

ing ideas.
• Look for ways to engage in play during all shifts.
• Find opportunities for dress-up days and make it an all-engaging opportunity.
• Present your ideas for play at staff meetings and seek out perceived challenges 

and ways to address them.
• Talk to peers and seek out like-minded individuals.
• When you see play being implemented in the ward, talk to those implementing it 

and seek out their ideas.
• Search for simple strategies and fun games that could be simply used in your 

facility.
• Make play a part of your everyday interaction.

 The Child

Without doubt a strong factor influencing whether the health care professional will 
engage in play is the response of the child to the health care professional. It is 
important to remember that every child is different and how they respond to their 
situation in health care will be influenced by many factors including:

• The condition the child has.
• Medications.
• Anxiety.
• Pain.
• Other health-related conditions.
• Separation from family.
• Age.
• Language.
• Disability.
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• Learning style.
• Confidence.
• Play ability.
• Other significant relationships.

Gaining an appreciation of the individual differences between children, having 
insight into what they may be going through in their health care journey will help 
position you in a space to engage and think about ways to implement play. Some 
simple strategies are listed below.

Tips to address the child
• Find out about the child—what is their name, condition, drugs, family situation.
• Look for ways to engage the child using age appropriate strategies.
• Consider pain relief if the child is uncomfortable.
• Respect privacy.
• Consider age-appropriate games.
• Seek out support from the family.

 Caring for Yourself as You Engage in Play 
with the Hospitalized Child

Taking time to care for children and their families with the incorporation of play can 
be energy depleting both mentally and physically. It is important to recognize this 
and build some strategies for self-care. Consider the following:

• Do not take things personally if the child:
 – dismisses your offer of play
 – rejects your offer of resources for play,

• Remember if you engage in play not all your peers will place the same value on 
it as you do.

• Always consider the child’s situation and their willingness to play—are they 
distressed, in pain, feeling nauseous, frightened or on pain relief medications?

• When feeling challenged about fostering play with the child when you have 
many competing work-place factors—remember the things that keep you moti-
vated. Examples include:
 – A thank-you from an anxious mother.
 – A procedure that you have made less traumatic for the child through play.
 – The child that presents you with a thank-you drawing.
 – The difference you have made in a child’s day.

• Be mindful also of your own journey and your experiences of play. There may be 
events in your role as a health care professional that triggers a negative feeling or 
on a positive side one of satisfaction. Above all, health care professionals are in 
a privileged position when caring for children and their families at a time when 
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they are most vulnerable. You can truly make a difference in caring for children 
in a developmentally sensitive approach and a central ingredient is the inclusion 
of play.

 Conclusion

Caring for children in the role of a health care professional is a privilege. Caring 
encompasses compassion, competence, conscience, confidence, commitment, com-
partment, and creativity. Implementing play is part of caring. Every health care 
professional should consider play as part of the child’s world and this should not 
cease for the child who is unwell, hospitalized or on a health care journey. As adults 
we may at times lose focus by being caught up with aspects that prevent us from 
encouraging play. Critical reflection in the context of personal life experiences and 
the courage to implement strategies to capture play is important.
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Assessing the Sick, Injured, 
or Vulnerable Child

Belinda J. Dean, Judi A. Parson, and Karen Stagnitti

Objectives
At the end of this chapter, you will be able to:

• Consider the child within the family and health system to increase advocacy.
• List therapeutic play strategies which support the child to feel safe through ori-

enting the child to the health setting environment.
• Identify at least three specific play assessments.
• Reflect on current practices and consider how therapeutic play assessment prac-

tices could be integrated.

 Introduction

When a child needs access to health services, the first step is to assess the immediate 
health concerns for the child and triage accordingly. Once the child is considered 
physiologically stable, the clinician builds therapeutic rapport and communicates 
with the child and family in a developmentally sensitive manner. This commences 
at the first moment of interaction and the clinician is cognisant that this could be the 
child’s very first presentation to a health setting. This experience could determine 
how the child will appraise future health care interactions and therefore has long- 
term implications. Often parents are asked questions about their child, but it is also 
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important to listen to the voice of the child in the context of all interactions, includ-
ing assessment and subsequent medical procedures or clinical treatments. The voice 
of the child includes play behaviours as well as verbal and nonverbal expression. 
This requires the clinician to have authentic, timely and strong observational and 
therapeutic skills to work with the child and family.

This chapter commences with acknowledging the highest priority when a child 
enters a health care setting—supporting life. Physical health is usually the foremost 
consideration for the child and authors agree it must take precedence; however, it 
should not be at the expense of psychological health and well-being. From the phys-
ical and psychological perspectives leads to an ever-widening systemic lens. The 
importance of interpersonal relationships is presented between the child, their fam-
ily and health professionals to promote psychological safety. Following immediate 
considerations, child friendly and developmental sensitive aspects of assessment are 
discussed in the context of integrating therapeutic play strategies, including specific 
play assessments, which may be utilised in hospital and community health care 
services.

 Immediate Treatment

When a child engages with the health system the child and their family may feel 
overwhelmed, stressed, and anxious, therefore the health professional can support 
the family by creating a relaxed stance and minimise potential stressors. When 
assessing the sick, injured, or vulnerable child, a chain of assessment events must 
take place to ensure their immediate health is prioritised. A child who is critically 
unwell must have their initial assessment needs met to ensure they return to a physi-
ologically stable state. A general paediatric assessment, The Paediatric Assessment 
Triangle (PAT) is a simple diagnostic tool which assists to quickly assess the paedi-
atric patients’ current condition in an emergency [1]. Given the specific nature of 
assessing an infant, child, or adolescent, many generic adult scales or scoring sys-
tems are not suitable and typical ways of assessing an adult need to be adapted for 
paediatric populations [2]. Dieckmann et al. [1] stated that the development of PAT 
allows the practitioner to quickly understand the severity of the child’s condition as 
well as determine the acuity of treatment and create a general impression to the 
multidisciplinary team. The main aim of the PAT is to determine how well or unwell 
the child is through assessing the child’s appearance and vital signs. Once the child 
is determined to be physiologically stable and safe in the environment, then a more 
in-depth physical and neurological examination may be conducted.

 Physical and Neurological Assessment

Many traditional measurements to assess children are non-distinct from adult 
assessment. These include, for example a head-to-toe physical assessment, 
including a neurological appraisal, in nursing or the conceptual model of human 
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occupation in occupational therapy [3]. More recently, some assessments have 
been adapted to be paediatric specific [1, 2], however, more specific assessments 
require adaptations to be aligned with the paediatric population. Children may 
be difficult to assess as they may be distressed, frightened, or unwilling to par-
ticipate when conducting a standard assessment screen. Additionally, their con-
dition can deteriorate rapidly due to physiological immaturity and non-specific 
symptomology [1, 2]. Many traditional assessments remain crucial tools for 
assessment and measurement, particularly paediatric adaptions of instruments. 
This chapter argues that playful measures can be put in place which ensure the 
child feels comfortable, safe, and secure and therefore result in more accurate 
outcomes as the child is in a regulated state and not just willing, but keen 
to engage.

 Pain Assessment and Experience

Witnessing children in pain is difficult and health care professionals are at risk of 
developing compassion fatigue. Being able to support the child to cope with pain 
can be rewarding. Assessing pain is the first step in working out a bespoke pain 
management plan. Pain assessments remain age dependent with different mea-
sures for infants, toddlers, school aged and adolescent patients [4]. Because pain 
is influenced by multiple factors it requires a systematic approach to assess, mea-
sure, and plan to cope with the pain [5]. The four features of pain experience 
include: (1) nociception, the physiological action that alerts the central nervous 
system to aversive stimuli; (2) pain, the sensory perception of the signal; (3) suf-
fering, the emotional response to the painful episode, such as fear associated with 
a threat, and (4) pain behaviour, the actions associated with the response to pain 
[6]. The pain features may be used to target specific aspects for assessing the pain 
experience.

Pain scale assessments give the clinician a visual guide as to how the child 
assesses their own level of pain. Some examples of these include the Faces Pain 
Scale – Revised (FPS-R) and the Wong-Baker FACES pain rating scale where 
children point to a face that depicts their experience of pain [7]. For older chil-
dren and adolescents, verbal numerical rating scales may be used where children 
rate their pain from 0 to 10 [4]. These scales are beneficial assessments as they 
can be used as comparative measures before and after a pain management 
intervention.

It is important to observe the child for signs of pain and compare this with usual 
pain behaviours at home or school. When approaching the child, a therapeutic 
stance is paramount to reduce any potential anxiety or fear associated with pain or 
other unknown factors. Is the child interacting with a family member, are they silent 
or sleeping, are they reading, hiding, or playing a game? What facial expressions are 
potential cues to observe when approaching the child.
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 Integrating Therapeutic Play into Clinical Assessments

Pharmacological and nonpharmacological approaches are tailored to the individual 
based on their physiological and subjective experience. Non-pharmacological 
approaches include therapeutic play interventions to support pain management to 
reduce the sensory perception of the pain through distraction or the emotional expe-
rience of suffering.

Some examples include using a puppet to demonstrate playful breathing tech-
niques, incorporating music for guided imagery, use of digital or immersive virtual 
reality apps (see additional resources and Chap. 10), and consideration of sensory 
preferences as well as age-appropriate distraction techniques and comfort position-
ing and holding [4].

 Assessing Neurobiology

Historically, the biomedical model considered the parts of the body separately as 
psychological and biological. This reductionist model is useful when assessing mul-
tiple pieces of physical health to distinguish critical information. A neurobiological 
assessment consists of examining the physical and mental state of the child or ado-
lescent. The Glasgow Coma Scale (GCS) is an objective way to describe the levels 
of consciousness to assess children’s responsiveness through eye-opening, motor, 
and verbal responses [8]. Neurological assessment includes shining a light into the 
child’s eyes to check for pupil dilation, consciousness and arousal level, orientation 
to person, place and time, with age-appropriate modifications as well as a mental 
state exam observing the child’s appearance and behaviours, mood, affect, speech, 
thought form and content, perception, insight and judgement, sensation and cogni-
tion as well as any further relevant psychosocial assessments [9].

Neurological assessment is used to assess the child’s level of consciousness, 
movement and sensation, consciousness, and affect. Assessments view the child in 
how they present in the moment. Understanding neurosequential development is 
important when assessing the child in the context of their clinical situation against 
typical development. Neuroscientists have examined the critical periods of brain 
development in relation to early life trauma or disrupted attachment [10]. This is 
relevant to the health care setting because it also considers iatrogenic, procedural, 
treatment related medical trauma also known as Paediatric Medical Traumatic 
Stress (PMTS) (Christian-Brandt et al., 2019). The following Fig. 1 aligns the type 
of play associated with the critical periods of brain development as well as each of 
the psychosocial stages. This graphic has become a useful guide for clinicians to 
consider critical stages of development. What is important is that children who may 
have experienced early life trauma, or hospitalisation, or are currently unwell, may 
regress in their play to an early stage of development.

Having a deeper understanding of what has happened to the child in a specific 
developmental period may inform further assessments and what additional thera-
peutic support is required to ensure they continue to attain developmental 

B. J. Dean et al.



49

C
O

N
C

E
P

T
IO

N

N
eu

ra
l F

o
rm

at
io

n
(c

o
n

ce
p

ti
o

n
-b

ir
th

)

T
ru

st
 v

s.
 M

is
tr

us
t

S
om

at
ic

S
en

so
ry

 P
la

y

H
O

L
IS

T
IC

 P
L

A
Y

D
E

V
E

L
O

P
M

E
N

T

A
tta

ch
m

en
t

P
la

y

E
m

bo
di

m
en

t
S

en
so

ry
 P

la
y

S
m

al
l W

or
ld

P
ro

je
ct

iv
e 

P
la

y

D
ra

m
a

R
ol

e 
P

la
y

P
la

y
In

te
gr

at
io

n

A
ut

on
om

y 
vs

. S
ha

m
e 

&
D

ou
bt

In
iti

at
iv

e 
vs

. G
ui

lt
In

du
st

ry
 v

s.
In

fe
rio

rit
y

Id
en

tif
y 

vs
. R

ol
e 

co
nf

us
io

n

S
yn

ap
tic

 P
ru

ni
ng

 a
nd

 R
em

od
el

lin
g

B
ra

in
st

em
(0

 -
 1

)
C

er
eb

el
lu

m
(1

 -
 2

)
L

im
b

ic
(1

 -
 4

)
C

o
rt

ex
(2

 -
 1

1)
P

re
 A

d
o

le
sc

en
ce

(1
1 

- 
13

)
A

d
o

le
sc

en
ce

(1
3 

- 
18

)
Yo

u
n

g
 P

eo
p

le
(1

8 
- 

25
+)

B
IR

T
H

TO
D

D
L

E
R

H
ID

D
L

E
C

H
IL

D
H

O
O

D
L

A
T

E
C

H
IL

D
H

O
O

D
A

D
O

L
E

S
C

E
N

C
E

Y
O

U
N

G
 P

E
O

P
L

E

Fi
g.

 1
 

R
en

sh
aw

, P
ar

so
n,

 a
nd

 Z
im

m
er

 (
20

19
) 

H
ol

is
tic

 p
la

y 
de

ve
lo

pm
en

t. 
©

 D
ea

ki
n 

U
ni

ve
rs

ity

Assessing the Sick, Injured, or Vulnerable Child



50

milestones. There are a range of play-based assessments that can measure many 
areas of neurodevelopment including levels of play development. Section three 
presents many relevant assessments to support deeper understanding of a child’s 
neurodevelopment, attachment, adverse experiences, and play ability.

 Assessing Play

Assessing play in a clinical setting may seem an oxymoron because play is not 
associated with formality [11]. Play is a broad concept for many activities that a 
child engages in, such as catching a ball, dressing up for role play, or expressing 
through art and music. Play is a complex activity that appears deceptively simple 
[12]. Because play is complex, a play assessment of a child can provide rich infor-
mation regarding how the child understands their world and how they function in it. 
Assessing play in a clinical setting is possible when the play assessment focusses on 
the unique attributes of play and the child’s ability to self-initiate play [12]. The 
health care professional should consider developmentally, and culturally appropri-
ate, play materials and their rationale for undertaking the play assessment. Pretend 
play (also called imaginative play or make-believe play) is essentially play [12]. All 
definitions of play include transcending reality and in pretend play a child is impos-
ing meaning on what they are doing by attributing properties to objects (e.g. the 
teddy is naughty), referring to absent objects (e.g. it is raining), and using toys and 
objects as symbols in play (e.g. the box is a car), creating coherent stories, and pur-
posefully planning what they wish to play.

Assessments of play that may be used within a some health care setting include: 
Pretend Play Enjoyment Developmental Checklist (PPE-DC) [13] which gives scor-
ing indicating an age equivalent of play, enjoyment of play, and an emerging sense of 
self for children 12 months to 5 years; the Child-Initiated Pretend Play Assessment 
(ChIPPA) [14] which provides a norm score comparison for a child’s quality of spon-
taneous play for children aged 3–7 years; or the Animated Movie Test (AMT) for 
children aged 8–15 years [15]. To carry out a play assessment in a clinical setting the 
environment needs to be a quiet room with few distractions. The child is invited to 
play and introduced to the play materials. In a play assessment, the examiner needs to 
create a feeling of safety for the child and this can be achieved by being aware of the 
physical space between the examiner and the child and sitting to the side of the child. 
The child may be anxious and so being further away is more comfortable for these 
children. The examiner uses a steady gentle tone, has an open body stance, and smiles 
with their eyes and mouth [16]. In these play assessments, the examiner is passive for 
most of the time and observing and scoring the child’s play.

 Application of Play Assessments in Health Settings

Utilising the play assessments such as the ChIPPA has been used to compare the 
quality and the quantity of pretend play ability of preschool-aged children who had 
experienced an acquired brain injured with their neurotypical peers (Thorne, 

B. J. Dean et al.



51

Stagnitti and [17]). Assessment of pretend play ability can inform clinical interven-
tions rehabilitation and may be useful to ensure play development and enhance 
neurodevelopment. There are other types of developmentally sensitive assessments 
that may be standardised or non-standardised. These may focus on the child’s 
strengths and difficulties, mental health concerns and provide insights into the 
child’s current thoughts and feelings. The health care professional may also draw on 
assessment information provided by the family system. In part 3 of this text, a range 
of assessments have been integrated into clinical care. For example, Perrin (chapter 
11) includes the Emotional safety framework – Psychosocial Risk Assessment in 
Paediatrics (PRAP); Sarah (Chap. 12) introduces the 6-Part Story Making (6PSM) 
and the BASIC Ph; Renshaw (Chap. 13) includes the Strengths and Difficulties 
Questionnaire (SDQ), Adverse Childhood Experiences (ACEs), Pediatric ACEs and 
Related Life Events Screener (PEARLS); and other creative arts techniques. Dean 
(Chap. 14) includes the Russ Affect in Play Scale.

 The Child within the System

When meeting a child, for the first time consider what is already known about the 
child and their family. What assumptions could be made, e.g. age and stage of devel-
opment, gender, race, and cultural heritage, presenting condition or family relation-
ships? Purnell’s model provides a useful graphic to identify the different cultures 
and issues that healthcare professionals need to be sensitive to [18]. The model is 
useful to appraise any potential cultural bias. Bronfenbrenner’s bioecological sys-
tems theory is another useful model to conceptualise the physiological and psycho-
logical aspects of the child in the context of relational experiences and sociocultural 
factors [19, 20]. This model then situates the child within a broader health perspec-
tive that encompasses the child’s system in a particular point in time. A considerate 
clinician “reads the room” when the child and family arrive as they assess the situ-
ation from a multilayer perspective.

 Activity

Review the case example of Jessee (pseudonym) and reflect on the bioecological 
factors that may be impacting this scenario.

Jessee is a nine-year-old child that presents to your service. Jessee was triaged 
and you are now the assessing clinician. As you call for Jesse you note the child’s 
appearance to be that of a Caucasian Australian, with red hair, who is exceptionally 
tall compared to their age group. You note that they are wearing a basketball jersey 
and basketball shorts with only one shoe. Jessee is accompanied by a tall adult of 
what appears to be an African descent who is helping Jessee. When observing the 
relationship between Jessee and the adult, you note that there seems to be some 
distance or discomfort between them, as if the adult does not feel comfortable to be 
so physically close to Jessee. As Jessee hops into the cubicle for assessment you 
consider if their foot or leg is injured. You also note Jessee’s facial expressions 
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indicate pain. The adult with Jessee seems deeply concerned. Jessee is silent and 
you need to ask clinical questions to find out more about Jessee, the presenting 
problem, and any other important bioecological factors within the family system.

 Questions

What open-ended questions could you ask to find out more?
Here’s some to get you started:
Clinician: “Nice to meet you Jessee, who have you brought in with you today?”
Jessee explains that this is George, my coach.
Clinician: “I can see by your clothes that you have basketball gear on......”
Jessee: “yeah”.
Clinician: “I wonder if you might have hurt your foot playing basketball today, 

tell me what happened?”
Jessee: “Can you tell ‘em George”.
George: “Jessee went up to catch the ball and landed in a funny way”.
Clinician: “OK, thanks George, can you show me where it hurts, Jessee”.

 Reflections

• What do you already know about this child and adult?
• How much information do you have?
• What further information do you need?
• What are your assumptions towards this child/family/system?
• Did you note that no gender was mentioned for either Jessee or George, what 

assumptions did you make about this?
• What social and cultural considerations have you already factored in?
• Are you drawn towards wanting to address the physical condition before all else?

 Building Rapport as an Interpersonal Assessment Skill

To build rapport with Jessee, the assessing nurse needs to create a sense of safety. 
To do this the health care professional appropriately responds to facial and body 
language cues, holds an open stance and uses culturally sound eye contact. These 
responses aim to support Jessee to be in a socially engaged state as opposed to a 
state of fear [21]. Jessee may be masking his true pain level, for example he may 
report a lower pain score to demonstrate his bravery, or he could be hypervigilant, 
and in shock which may impact on his ability to accurately assess his pain levels. 
The concept of neuroception is when the body signals if it is safe or in danger based 
on the perceived environment [22].

The health care professional can then continue rapport building through thera-
peutic play-based ways of assessing, taking history, and considering environmental 
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and personal factors such as how child friendly the room is, how child friendly the 
clinician presents as being and how much external stimuli is happening as well as 
how Jesse is responding to this.

 Activity Building Rapport: Helping the Child to Feel Safe

• Consider ways you could present yourself in your personal attire that would 
engage interest in children and/or adolescents. Consider wearing child friendly 
items of clothing (paediatric apron, colourful paediatric shoes, animal stetho-
scope, name badge with picture).

• Take time to be with the child to focus on rapport building. Consider the indig-
enous concept of yarning—storying that is cyclic and builds over time and turn 
taking. McCalman et al. [23] discuss the benefits of yarning as a community- 
driven, tested model that can support child and system outcomes.

 Playful Approaches to Physical Assessment

Take time to explore the equipment which will be used in the assessment, for exam-
ple show the child a thermometer, sphygmomanometer, stethoscope, or the pulse 
oximeter prior to using it and provide an explanation in a playful way. To do this the 
nurse may show the child how it will be used on a teddy, doll, or soft toy and then 
ask the child how the teddy, doll, or toy may feel about having the assessment. This 
communicates to the parent age sensitive ways to share information and normalise 
the experience together. If the child has the capacity, offer the child the pulse oxim-
eter to put onto their own or their parent’s finger. It is important to explain prior to 
putting it on the finger that the child may see a red light that shines through the skin 
and that the machine will make a beeping sound once it goes onto their finger. This 
can be supported with additional information about what the machine does and it 
detects how fast or slow the heart is beating. A stethoscope can also be used for the 
child to listen to their own heart (with assistance) to see if the beating is the same as 
the machine. Parents can be actively involved in this process depending on the age 
and developmental stage of the child. In terms of assent, a simple statement such as 
“we would like to put the finger probe on teddy now, does that sound ok teddy?” 
(ask the child if the Teddy says yes). Then “now we will put the finger probe on 
Mum, is that ok Mummy?” (Mummy says yes) and then “now we will put the finger 
probe on you, does that sound ok?” a head nod or yes is a form of assent. Be careful 
not to offer this as an option if the pulse oximeter needs to be put on the child at that 
very point in time or in an acute emergency. Instead, the child can give assent 
through providing an option. The practitioner can provide a statement such as “we 
are going to put the finger probe on now. Would you prefer it to go on your left hand 
or your right hand”. When the child provides an indication of which hand they 
choose, this is their assent for the health care professional to continue. Options are 
always a great way of ensuring the child has choice which aligns with the UNCRC 
(see chapter 1) in the child having the right to say what should happen to them.
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There are numerous types of assessment across health disciplines; however, what is 
most important is the approach and the health care professionals’ curious and playful 
attitude towards the child. The playful stance can be applied to whatever assessment is 
being undertaken no matter the discipline. Vega and Hayes [24] speak of care, compas-
sion, and communication as the core principles that create the art of nursing (see chap-
ter 3). Being genuinely present and accepting the child’s thoughts, feelings, and actions 
(within safe parameters) are humanistic ways of being with the child. Health care pro-
fessionals should consider what they are bringing of themselves and consider how to 
effectively communicate through verbal and nonverbal means including listening 
actively to the wants, needs, and concerns of the child and respond to them directly in 
a child sensitive way. Bringing a playful stance along with professional expertise 
results in the art and science of nursing or other allied health care combining for the 
ultimate care experience. This way of being also supports the coming together of art 
and science within each profession within a multidisciplinary workforce [25]. Having 
a curious playful lens will assist with building rapport and helping the child to feel safe 
which will allow accurate biological measurements to be achieved. For example, an 
anxious child’s pulse rate and respiratory rate may deviate from the resting pulse or 
respiratory rate. Keep in mind that some children find coming into hospital or a clinical 
setting to be exciting and may be curious or dysregulated depending on their previous 
experience and assumptions which may be real or unrealistic.

 Activity: Setting Considerations

• How do you feel when you enter the room?
• What are your eyes first drawn to?
• Ask children what they notice first?
• Crouch down low and view things from the height of a child.
• Consider your own senses—what does it smell like, sound like, look like?
• Does anything look unusual, scary, worrying, or interesting?
• Can you see anything that is child friendly (pictures on the wall), are they at the 

eye level of the child or are they positioned for adults?
• Check the ceiling for when the child may lie on a bed.

Once you have thoroughly observed your environment, consider how you could 
make an eye spy game based on the examples below:

Situational eye spy game:

• How many doors are there? Include doors in and out as well as cupboards.
• What is the colour of the exit sign?
• Which direction takes you to bathroom or toilet?
• Is there a nurse call bell?
• How many lights can you count?
• What colour is the curtain?
• What can you hear?
• What can you smell? Does it smell nice or yucky?
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Children may like to play hangman on a whiteboard, start of simple but then cre-
ate some crazy spelling medical machinery, for example

• Sphygmomanometer.
• Stethoscope.
• Thermometer.
• Otoscope.

This can then open conversation about familiarisation with the medical 
equipment.

 Conclusion

Assessing children is more complex than adapting an adult assessment for paediatric 
use. Therapeutic ways of working with children are required throughout the assess-
ment process. The combining of the art and science of health ensures best practice 
outcomes for children requiring care. Children’s immediate health concerns should be 
addressed as the highest priority to support life (ABCDE assessments). Once a child 
is viewed to be physically stable, neurological and pain assessments can be conducted 
in a play-based way as secondary assessments. Additionally, child play assessments 
can be used to assess development in diagnostic groups such as acquired brain injury 
and compared with neurotypical peers. The PPE-DC, ChIPPA, and AMT could be 
utilised further to evaluate treatment. Systemic factors such as neurobiological and 
play development should be considered and assessed.

Bronfenbrenner’s systems theory can be integrated as a bioecological systems 
style of working with children, their families and the broader community encom-
passing the child. Purnell’s model of cultural competence can ensure culturally 
sound practice.

The play-based therapeutic stance the clinician brings to the relationship will 
impact on the homeostatic state of the child and their functioning throughout the 
assessment period.

 Additional Resources

• Your child’s health and development – birth to 6 years: https://www.education.
vic.gov.au/Documents/childhood/parents/health/chlchart6years.pdf

• The Royal Children’s Hospital Melbourne  – Clinical Guidelines (Nursing) 
Nursing assessment: https://www.rch.org.au/rchcpg/hospital_clinical_guide-
line_index/Nursing_assessment/#Admission%20Assessment

• The Royal Children’s Hospital Melbourne – Clinical Guidelines (Nursing) Pain 
assessment: https://www.rch.org.au/rchcpg/hospital_clinical_guideline_index/
Pain_Assessment_and_Measurement/
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Attachment Theory in Paediatric  
Health Care

Natalie A. Hadiprodjo

Objectives
At the end of this chapter, you will be able to:

• Identify historical milestones in the development of attachment theory.
• Identify the different patterns of attachment.
• Reflect on the role of attachment in child and caregiver engagement in paediatric 

health care.
• Reflect on your own attachment history and how this may impact on the relation-

ships you form with children and caregivers in the health care setting.

 Introduction

This chapter explores how attachment theory may inform paediatric health care. 
The chapter provides a brief historical overview of attachment theory. It examines 
how a child’s strategy of attachment may impact their response to medical care, and 
how parent strategies of attachment may impact parent engagement in the health 
care setting. It encourages paediatric health care professionals to work with caregiv-
ers to support attachment relationships between parents and children. The chapter 
includes activities to aid personal reflection and encourages the paediatric practitio-
ner to consider their own attachment history, and how this may influence the rela-
tionships they form with the children and families in their care. An understanding of 
attachment theory can assist the health care professional to respond with compas-
sion to stressed caregivers and children within the health care setting, and to tailor 
treatment to the needs of the child and family.
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 A Brief History of Attachment Theory and Research

 Reflective Activity
Think back to your own childhood. Who were the important attachment figures in 
your life? Who protected you as a child? Who did you go to for comfort? This may 
be a biological parent, grandparent, adoptive parent, foster carer, older sibling, or 
other important figure in your childhood.

 Bowlby, Bombs, and Babies

Historically, attachment is a term used to describe the relationship between a care-
giver and child, typically a mother and infant, but it also applies to intimate relation-
ships across the lifespan. Attachment theory originated with the work of a British 
psychoanalyst and psychiatrist, John Bowlby, who defined attachment as a ‘lasting 
psychological connectedness between human beings’ [1, p. 194]. Bowlby is cred-
ited with seminal contributions to the field of attachment, fuelled by an interest in 
understanding the anxiety experienced by children separated from their primary 
caregiver. Bowlby examined the impact of children being sent away from their par-
ents during WWII to escape the threat of bombings in London and concluded that 
separation from a parent was more threatening to a child’s psychological wellbeing 
than bombs [2]. Bowlby’s text on ‘juvenile thieves’ observed that extended separa-
tions from a mother during infancy may also contribute to criminal behaviour in 
adolescence [3]. Bowlby shone a light on the crucial role of attachment in a child’s 
healthy psychological development. A central theme of Bowlby’s work was the idea 
that a caregiver served as a secure base and haven, from which a child could explore 
the world and return to for comfort when the world proved frightening. Throughout 
his career Bowlby inspired and collaborated with a range of researchers and clini-
cians which shaped the evolution of attachment theory, from an early interest in 
security and separation, to a more nuanced understanding of individual differences 
in attachment relationships across the lifespan [4].

 The Wire Mother Monkey

 Reflective Activity
If you took a baby monkey, separated it from its biological mother, and placed it in 
a cage with a choice of two surrogate mothers—a soft cloth monkey or a wire mon-
key with a bottle of milk—who do you think the baby monkey would choose to spend 
more time with—the cloth monkey or the nursing wire monkey?
The above experiment was conducted in the 1950s by an American psychologist, 
Harry Harlow. Harlow conducted a range of what today would be considered uneth-
ical experiments terrifying small rhesus monkeys. While questionable, these experi-
ments tested a common question in psychology at the time. Was the mother–infant 
bond primarily about food or comfort? A black and white documentary with stilted 
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dialect, gives insight into Harlow’s research [5]. Harlow introduces a monkey called 
‘Baby 106’ and narrates as Baby 106 goes to the nursing wire monkey for a quick 
suckle on the bottle. The infant monkey then returns to the cloth monkey where he 
clings to his surrogate mother as he rocks, squeaks, and sucks his thumb. In a tone 
of surprised discovery, Harlow explains that the monkey spends 17–18 hours a day 
with the cloth mother and less than 1 hour a day with the nursing wire monkey. A 
further experiment by Harlow involved a ‘diabolical’ robot, designed to frighten the 
infant monkey with its loud whizzing parts and sharp mechanical teeth. The infant 
monkey retreats to the cloth monkey, not the wire monkey, to sooth his fear. From 
this place of comfort, the emboldened monkey then turns to squark at the diabolical 
intruder. Similarly, if an infant monkey raised with the cloth and wire monkey, was 
placed in a strange room, they would nervously enter and cling to the floor. When 
the nursing wire monkey mother was introduced, the baby monkey took little notice 
and remained anxious. However, when the cloth monkey was introduced, the infant 
monkey quickly sought out and clung to the cloth monkey and then confidently 
went forth to explore the new room. The comfort provided by the cloth monkey 
enabled the infant monkey to then leave this secure base to explore the surrounds, 
capturing Bowlby’s idea of a caregiver serving as a safe haven and a secure base 
from which an infant can explore the world.

 A Two-Year-Old Goes to Hospital

 Reflective Activity
A two-year-old child is left alone in a hospital for 8 days with no access to her par-
ents. How do you think the child will respond? Will she scream and shout, or will 
she become silent and withdrawn?

If we view present-day medical care through the eyes of a child, these too are 
strange places filled with diabolical objects. Today we readily concede that the pres-
ence of a comforting caregiver is essential to easing a child’s fear in a medical set-
ting, but this was not always the case, as illustrated in another 1950s documentary 
that explored the plight of a child separated from her parents during a routine hos-
pital admission. In post-WWII England it was commonplace for children to be 
admitted to hospital for long periods, without access to their parents due to fears of 
cross-infection and a belief that this was in the best interest of the child [6]. To high-
light the emotional distress experienced by these children, James Robinson, a social 
worker in London, produced a film titled, A Two-Year-Old Goes to Hospital [7]. 
This film was unique in that it viewed this experience through the eyes of a two- 
year- old child Laura, following her separation from her mother for an eight-day 
admission. Laura responded to this separation as did Harlow’s monkeys. Initially 
she was composed, then distressed, and then sunk into a state of despair and 
disconnect.

Robertson’s film drew attention to the fact that ‘young children need intimate 
contact with their parents, especially when they are ill. Fragmented care from 
changing nurses, however kind and friendly, is inadequate, causing upset and 
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potentially unnecessary emotional damage’ [8, p.  560]. Robertson and Bowlby 
became collaborators, working to identify the stages that a child progresses through 
when separated from their caregiver. Three stages were identified: protest, despair, 
and detachment [1]. While Robinson was not the only advocate calling for paediat-
ric hospital reform, the visual and visceral nature of this film is credited with fuel-
ling major reforms within paediatric health care. Robinson and Bowlby’s work 
contributed to a parliamentary committee established by the British government to 
investigate the conditions in children’s wards, which culminated in the Platt Report 
[9] that has influenced paediatric medical care across the developed world to the 
present day. The Platt Report outlined 55 recommendations including provisions for 
play and allowing parents to stay in hospital with their children during admis-
sions [8].

 The Strange Situation

In the 1970s the work of a psychologist Mary Ainsworth ushered in a new phase of 
attachment research. Until this point the emphasis in attachment studies had been on 
the negative effects of separation and the importance of a caregiver providing com-
fort and safety for healthy psychological development. This next phase of attach-
ment research explored the idea that attachment relationships varied between 
infant–caregiver dyads. With Ainsworth’s research came the realisation that there 
was not just one type of attachment, but multiple patterns or ways of being in rela-
tionship. Ainsworth’s most renown experiment is the Strange Situation Procedure 
[10]. In this laboratory study, researchers observed infants between the ages of 12 
and 18 months and their response to being placed in strange room with toys, initially 
with their mother. The study then follows a series of steps where a stranger enters 
the room, the mother leaves, the child remains with the stranger, the mother returns, 
the stranger leaves, the mother leaves, the child is left alone, and finally the mother 
returns [10]. Based on the parent’s interaction with their child, and the reactions 
observed in the infants during the Strange Situation, Ainsworth identified three 
broad patterns of attachment labelled Type A, Type B, and Type C. Children coded 
as Type B displayed secure attachment behaviours. Children who displayed anxious 
attachment behaviours, showed two different and distinct patterns of attachment 
behaviour, labelled Type A and Type C. Within the attachment literature a Type A 
attachment may also be referred to as insecure avoidant or dismissive and Type C as 
insecure ambivalent, resistant, or preoccupied. Within this chapter the original Type 
A, B, and C classifications will be used to avoid the negative connotations that can 
come with the latter labels.

 Type B Patterns
A balanced and secure attachment was labelled Type B. These children typically 
had parents who were sensitive, available, and responsive to their child’s distress. 
Children who displayed Type B attachment behaviours during the Strange Situation 
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showed distress when their mother left the room but were readily comforted on her 
return [10]. Children with a Type B strategy of attachment typically have caregivers 
who can help a child make cognitive and affective meaning of their experience [11]. 
These children learn that when they show distress, they can rely on their caregiver 
to respond, provide comfort, and help regulate their arousal. For these children they 
develop the idea that feelings can be shared, and that other people can be relied on 
to provide protection and comfort when needed [11].

 Type A Patterns
One type of anxious attachment pattern was labelled Type A. These children had 
parents who were predicable but less sensitive and responsive to their distress within 
the Strange Situation. Children who displayed Type A attachment behaviours did 
not display distress when their mother left the room, nor did they seek comfort on 
her return [10]. Subsequent studies have shown that children who show Type A 
attachment behaviours do experience internal physiological distress, although this 
may not be visible [12]. These children have unconsciously learnt that outward 
displays of distress do not elicit a comforting response from their caregiver and may 
result in a caregiver pulling away or becoming distressed themselves [11]. For these 
children, they learn that they will garner a more favourable response from their 
caregiver if they inhibit their own distress [10]. Thus, infants with a Type A strategy 
show a preference for cognition and rules (for example, if I do this, then this hap-
pens) and a tendency to inhibit their affect, especially negative affect [11].

 Type C Patterns
A further type of anxious attachment was labelled Type C. These children typically 
had parents who were inconsistent in their responsiveness, who were sensitive one 
moment and withdrawn or preoccupied the next. Children who displayed Type C 
attachment behaviours showed an opposite pattern of behaviour from those children 
categorised as Type A within the Strange Situation. These children showed visible, 
exaggerated distress when their parent left the room and were not easily comforted 
on her return [10]. These children had unconsciously learnt that outward displays of 
exaggerated distress were useful in maintaining a consistent and attentive response 
from a caregiver who may otherwise be distracted or inconsistent. Children with a 
Type C strategy show a preference for the expression of negative affect, and a ten-
dency to disregard how they think and act on how they feel [11].

 Contemporary Models of Attachment

Bowlby and Ainsworth’s ideas informed the first theory of attachment, the 
Bowlby- Ainsworth Theory of Attachment. Two contemporary models of attach-
ment have subsequently built on this theory and the A, B, and C classifications—
the ABCD Model and the Dynamic Maturational Model of Attachment and 
Adaptation (DMM).
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 ABCD Model

In addition to the three styles of attachment identified by Ainsworth, researchers 
Hesse and Main [13] identified a group of infants who did not fit the A, B, C catego-
ries of attachment. These infants demonstrated bizarre behaviours during the 
Strange Situation and appeared conflicted, disoriented, or fearful [14]. These chil-
dren were categorised as displaying a disorganised pattern of attachment, labelled 
Type D [15]. This model is thus referred to as the ABCD model of attachment. The 
term disorganised attachment has become widely used by clinicians and in popular 
culture, however, it is important to note that this term is often used outside of its 
intended purpose. Disorganised attachment is a research-based term specific to the 
Strange Situation [16] and should not be used for children above 20 months of age 
[14]. Children older than 20 months tend to develop more sophisticated and organ-
ised strategies of attachment (e.g. Type A or Type C). A further misconception is 
that a disorganised attachment is a certain indicator of childhood maltreatment. 
While a disorganised attachment coding within the Strange Situation is more com-
mon among children who have been maltreated, not all maltreated children demon-
strate a disorganised attachment within the Strange Situation [16].

 The Dynamic Maturational Model of Attachment and Adaptation

The DMM was developed by Patricia Crittenden. As in the name, this model focuses 
on the dynamic, maturational, and adaptive nature of attachment. All strategies of 
attachment are considered adaptive solutions to the difficulties individuals may face 
[4]. Through this lens, Type A, B, and C are protective strategies that help a child 
remain close to their caregivers. Within this model all strategies of attachment are 
considered adaptive to the context, with some strategies being organised around 
greater danger than others. However, strategies that are adaptive in dangerous envi-
ronments may be less adaptive in a safe environment [17]. Crittenden emphasises 
that it is the strategy that is labelled and not the person. Attachment is not a trait that 
defines the whole person but indicates how an individual responds under stress [18].

Attachment strategies are also dynamic and can change across the lifespan, with 
more complex strategies becoming available as children develop into adulthood, 
thus the model is maturational. It is also possible to have more than one strategy of 
attachment and a child may have different strategies with different caregivers. 
Moreover, healthy relationships in adulthood have the capacity to reorganise and aid 
in the development of new strategies of attachment, so that an individual may 
become what is called ‘earned secure’ [17]. In the DMM there is no Disorganised 
or Type D category of attachment, but a more graduated and nuanced distinction in 
the Type A, B, and C strategies. The DMM is represented as a wheel or pie chart 
with a total of 12 sub-categories [17].
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Type B is further sub-classified as:

• B1–2 Reserved.
• B3 Comfortable.
• B4–5 Reactive.

Type A is further sub-classified:

• A1–2 Inhibited/Socially Facile.
• A3–4 Compulsive Caregiving/Compliant.
• A5–6 Compulsively Promiscuous/Self-Reliant.
• A7–8 Delusion Idealisation/Externally Assembled Self.

Type C is further sub-classified:

• C1–2 Threatening/Disarming.
• C3–4 Aggressive/Feigned Helplessness.
• C5–6 Punitive/Seductive.
• C7–8 Menacing/Paranoid.

The final classification is AC Psychopathy. Within the model normative strate-
gies include all Type B classifications, as well as A1–2, and C1–2 categories. While 
individuals utilising an A1–2 or C1–2 strategy may not be classified as secure, indi-
viduals who adopt these strategies are at less risk for psychopathology. The remain-
ing strategies become increasingly complex as an individual develops, with the 
highest numbered strategies only becoming available in adulthood. These higher 
numbered strategies form in response to increasing danger and are associated with 
an increased risk for psychopathology [17].

 The Application of Attachment Theory to Paediatric 
Health Care

Attachment strategies are activated during times of stress. Illness, injury, and medi-
cal intervention may activate attachment behaviours, much like the Strange Situation 
study. Attachment theory provides a framework for understanding the underlying 
reason for behaviours displayed by children and caregivers within the medical set-
ting in response to stress. This understanding may assist the health care professional 
to act with greater compassion and may also inform how health care is adapted to 
the individual needs of the patient [19]. Attachment theory can also provide health 
care professionals with insight into their own responses to the children and families 
in their care. The following section will explore how an attachment lens may be 
applied to the health care professional, the child, and the caregiver.
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 Understanding the Health Care Professional

 Reflective Activity
What are your motives for becoming a paediatric health care professional. What 
inspires you to work with children? Does this interest stem from your own childhood 
experiences?

The Adult Attachment Interview (AAI) is one measure that can be used to assess 
attachment in adulthood [17]. The AAI is a semi-structured interview that asks the 
interviewee to reflect on their childhood experiences. The interview is then tran-
scribed and coded by a trained coder. It may be coded using the ABCD or DMM 
model. While the interview is coded as a whole, one question is especially relevant 
to health, where the interviewee is asked to reflect on what happened when they 
were ill or physically injured as a child. An individual operating from a Type B (bal-
anced secure) strategy may share examples of how they sought help from a care-
giver, who in turn provided both comfort and protection. Alternatively, an individual 
utilising a Type A strategy may instead focus on their own self-reliance and capacity 
to deal with the problem without the help of an adult, or describe a caregiver who 
discouraged the expression of emotional distress. They may also minimise child-
hood experiences of illness or injury and prioritise their caregiver’s perspective and 
fail to acknowledge how painful or frightening this was for them as a child. In 
instances where injury was caused by a caregiver through abuse, the interviewee 
may seek to justify the caregiver’s behaviour. Alternatively, an individual utilising a 
Type C strategy may prioritise their own perspective and may report revelling in 
their caregiver’s attention when they were injured or unwell and may have even 
exaggerated their distress as a way of securing attention and comfort from their 
caregiver.

While health care professionals may draw on any of the strategies of attachment 
discussed, individuals drawn to the helping professions may have a great tendency 
to adopt a Type A3 (compulsive caregiving) strategy of attachment according to the 
DMM. Crittenden and Landini [17] observe that adults with a Type A3 strategy feel 
most comfortable when caring for others. Individuals with a Type A3 strategy may 
have taken on a caregiving role as a child, where they were required to care for and 
comfort a vulnerable caregiver, which theoretically leads to the tendency to take on 
caregiving roles in adulthood. Individuals with a Type A3 strategy tend to dismiss 
their own needs and focus on the needs of others and readily comply with rules and 
regulations. While these qualities may make for wonderful health care professionals 
in many ways, they may also lead to a tendency to cut off from one’s own emotion 
and lead to a greater propensity for burnout and compassion fatigue. Studies have 
shown that health professionals utilising a secure attachment strategy are less prone 
to burnout and report greater job satisfaction [20].
One of the most hopeful features of attachment theory is the dynamic nature of 
attachment. All adults can develop additional more secure strategies of attachment. 
The defining feature of a secure attachment is not whether you have had difficult 
experiences as a child, but how you reflect, integrate, and tell your story. An indi-
vidual with a secure attachment can tell a coherent story about their childhood and 
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how these experiences have shaped them as an adult and a professional. They can 
take on numerous complex perspectives without avoiding the difficult parts of their 
story (Type A) or becoming overwhelmed by their own feelings (Type C) [17]. 
Health care professionals may benefit from taking time to reflect on their own child-
hood attachment experiences and in some instances, it may be beneficial to seek out 
a counsellor or therapist to help integrate these experiences.

 Understanding the Child

The A, B, and C patterns or strategies of attachment can also aid in understanding 
the different behaviours children may display in the health care setting.

 Type B Patterns
Children who display Type B (secure) attachment behaviours typically have care-
givers who have been consistently responsive and attentive. These children experi-
ence low attachment anxiety and are more likely to see adults, including health care 
professionals, as sources of help. These children will be better equipped to deal with 
the stress of medical intervention and will be readily soothed and comforted by the 
presence of their caregiver. It is conjectured that these children will be able to accu-
rately communicate their symptoms and level of discomfort while receiving medi-
cal care. As Crittenden [11] observes, these children tend to be open in their 
communication and able to express both positive and difficult feelings.

 Type A Patterns
Children who display Type A attachment behaviours experience high attachment 
anxiety and a tendency to inhibit distress, to meet their attachment needs. In a 
medical setting, these children may seem overly calm or brave. These children 
may be less likely to view caregivers or health care professionals as a source of 
help or comfort and may present as overly self-reliant or pseudo-mature. These 
children are typically over-sensitive to the needs of their caregiver and may avoid 
expressing feelings that they perceive may upset their caregiver [11]. Therefore, 
these children may not show negative affect, cry, demand attention or report their 
pain or discomfort accurately. These children may show ‘false positive affect’ and 
appear smiley and happy on the surface, despite experiencing distress, pain, or 
discomfort [11]. These children will be easy to care for and highly compliant with 
medical procedures and may be perceived as the ideal patient and praised for their 
bravery. The risk for the health care professional is to assume that these children 
are coping well, when in fact, under the surface they may be experiencing signifi-
cant distress.

Children utilising a Type A strategy of attachment will have a tendency towards 
cognition, logical reasoning and following the rules [11]. They will be eager to do 
the right thing when it comes to health care and medical procedures and will cogni-
tively grasp the reasons for their medical intervention and what needs to happen and 
why. These children may benefit from being provided with choice, where possible, 
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to enhance their feeling of independence [21]. These children will need permission 
and support to express their feelings, especially negative feelings. The use of meta-
phor, narrative, or symbolism through play could be used to engage these children 
as this provides a child with an avenue where they can express their inner world 
without the need to speak directly about themselves or their feelings. A child utilis-
ing a Type A strategy may find it easier to express their feelings through the charac-
ter of a puppet or toy. Play provides a symbolic distance that allows children to 
explore difficult content without becoming overwhelmed or fearing that they will 
overwhelm others.

 Type C Patterns
Children who display Type C attachment behaviours experience high attachment anx-
iety and a tendency to exaggerate distress, to meet their attachment needs. These chil-
dren give more weight to feelings than cognition [11]. They may also keep a close eye 
on their caregivers and are vigilant to the outside world and may cling to caregivers 
and health care professionals. These children may report numerous symptoms, may 
be difficult to comfort, and may protest medical procedures. Therefore, they may be 
perceived as difficult to care for. While these children may be talkative, they may lack 
clarity and adults may struggle to understand what it is the child needs or wants. As 
Crittenden observes, language functions to keep others involved, rather than to clearly 
communicate a need [11]. These children will readily express their feelings and will 
need a greater level of emotional containment along with routine and predictability. 
Caregivers may need to be supported to respond to their child’s distress in a calm and 
consistent manner [21]. Rather than support to express their feelings, these children 
will need help to see the connection between events and outcomes [11]. In the health 
care setting, these children may benefit from understanding the connection between 
their medical treatment and health outcomes.

 Understanding the Caregiver

Finally, an attachment lens can be used to understand the caregiver.

 Type B Patterns
Caregivers who operate from a Type B strategy of attachment will be in the best 
position to provide their child with a positive relationship that will strengthen the 
child’s ability to cope with illness or injury. These parents will be able to hold their 
child’s distress without becoming dysregulated themselves and will be able to make 
use of their own personal supports to effectively manage their own distress.

 Type A Patterns
A caregiver operating from Type A strategy of attachment may approach their 
child’s care in an intellectual fashion. They may seek out literature and be well 
versed in their child’s condition, but this may also serve the purpose of shielding 
them from their child’s distress or their own. These caregivers will be able to 
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provide a coherent account of their child’s medical history, but this may be pre-
sented in a matter-of-fact manner, with a tendency to minimise the difficulties expe-
rienced. These caregivers may be more rigid in their coping mechanisms and 
suppress negative emotion such as anger and fear. Caregivers with a Type A strategy 
may not be perceived by health care staff as problematic but may be considered 
controlling or avoidant [22]. These caregivers may benefit from being provided with 
choice and control where possible and an understanding of what is happening and 
why, along with clear and concrete instructions on what they can do to assist and 
comfort their child. These parents may need assistance in connecting with and 
responding to their child’s fears and worries.

 Type C Patterns
Caregivers operating from a Type C strategy may approach their child’s care in a 
more emotive fashion. They may demand a lot of attention from medical staff and 
be overwhelmed by their own emotional needs and may catastrophise regarding 
their child’s care. These parents may be less able to provide a coherent medical his-
tory and may provide a fragmented account that is difficult to follow. These parents 
may express strong emotions such as anger and aggression. This in turn may result 
in the health care worker feeling a desire to either rescue or pull away [22]. These 
caregivers may benefit from support groups, parent education, or counselling to 
help them manage their own emotions, along with regular times when they can meet 
with the treating team for support.

 Further Considerations

 Attachment and Medical Trauma

As evident in Laura’s admission to hospital in the 1950s, parents play a vital role in 
providing comfort to children in the medical setting. A key role of the paediatric 
health care professional is to support parents to be a secure base and safe haven for 
their child. Engaging parents in the medical setting is a key means of guarding 
against medical trauma. Approximately 30% of children requiring medical care will 
develop symptoms of post-traumatic stress [23]. Frequent separation from caregiv-
ers for medical intervention has been identified as a risk factor for post-traumatic 
stress [24]. Medical trauma is defined by the presence of two features—overwhelm-
ing fear and a sense that you cannot escape [25]. In instances where a parent is 
involved in holding a child down for a medical procedure, studies have shown that 
these children present with more dissociative symptoms [26]. Dissociation is linked 
to the immobilisation freeze response and a greater propensity for developing PTSD 
[25]. If parents are to be involved in their child’s medical care, where possible, this 
should be non-intrusive, with a focus on comforting the child and not assisting in 
the child’s restraint.

It is also possible that chronic childhood illness may impact on the quality of an 
attachment relationship between a child and parent, especially where a child 
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experiences long or frequent hospitalisations [27]. In instances where a child has a 
chronic illness, this may lead to lower levels of parental responsiveness and emo-
tional warmth, and higher levels of control [27], like the features of a Type A pattern 
of attachment. It could also be hypothesised that a Type A strategy of attachment 
may be an adaptive means of coping with chronic illness for a child, given that this 
may require a child to cut off from uncomfortable feelings and endure medical pro-
cedures without the presence of a comforting adult. Further research is needed to 
ascertain the impact of medical care on attachment. However, in instances where 
medical treatment has adversely impacted on the attachment relationship between a 
caregiver and child, family interventions such as filial therapy may be helpful to 
repair and enhance the attachment relationship [28].

 Attachment and Health Outcomes

While childhood medical intervention may impact on attachment security, attach-
ment security may also play a role in health outcomes. Attachment relationships 
impact on the physiology of the stress response system. A child with a secure attach-
ment can rely on their caregiver to help them regulate their physiological stress. A 
child with an insecure attachment is less able to rely on their caregiver to help them 
regulate their arousal and may therefore experience chronic physiological stress, 
that may in turn lead to an increased risk of future illness [29]. It is well established 
that adverse childhood experiences are associated with an increased risk for poor 
health outcomes in adulthood [30]. Insecure attachment is linked to more frequent 
ill-health and somatic complaints [21]. It is also possible that the different strategies 
of insecure attachment may be linked to a greater risk for specific health issues. For 
example, Baim and Morrison [31] observe that individuals who adopt a Type A 
strategy of attachment and suppress negative affect, may instead find these feelings 
somatically expressed through illness and depression. Alternatively, individuals 
who adopt a Type C strategy may be more at risk of engaging in dangerous behav-
iours to attract the attention of distracted caregivers, such as self-harm or substance 
abuse [31].

 When Caregivers Harm

In some instances, children may present with illness or injury that has resulted from 
harm caused by their caregiver. In these cases, the caregivers themselves are the 
source of danger and these families will need to be provided with specialised inter-
vention and referred to child protection services. It is not always easy for health care 
professionals to spot these highly vulnerable at-risk children and families. As dis-
cussed, children can become apt at presenting what they think others wish to see. 
Health care professionals should observe a child’s behaviour and be on the lookout 
for incongruencies. If a child is inordinately happy following a terrifying experience 
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resulting in significant injury, this may indicate that further investigation is 
warranted.

While an extreme illustration, the murder of eight-year-old Victoria Climbié in 
the UK serves as a warning for health care professionals. Despite several admis-
sions to hospital during her abuse with numerous injuries that were suspected as 
non-accidental, Victoria was discharged to her abusive caregivers. While subsequent 
investigation highlighted numerous system flaws, this case has also been identified 
as an example of how a child’s strategy of attachment may be misunderstood by 
health care professionals [32]. Victoria was perceived to be a friendly, happy child 
with a smile that lit the room. A hospital nurse observed that she would twirl up and 
down the ward. Following her death, the pathologist reported numerous injuries, the 
worst case of child abuse he had witnessed [33]. It is theorised that Victoria was 
utilising a compulsive Type A self-protective strategy of attachment according to 
the DMM [32]. Her smile was in fact a false positive affect that aimed to please oth-
ers and hide her true pain and distress. This behaviour, while designed to shut down 
and deflect abuse by her caregivers, also had the effect of shutting down a protective 
response from the many professionals she encountered [32]. An understanding of 
attachment theory may aid the health care professional in not only understanding 
and adapting health care to the individual needs of children and caregivers within 
the health care setting—it may also equip practitioners to better detect children 
at risk.

 Chapter Summary

This chapter explored how attachment theory may inform paediatric health care. 
The chapter provided an overview of the development of attachment theory from 
Bowlby to the present day and the different patterns of secure and insecure attach-
ment. An attachment lens was applied to the child, caregiver, and health care profes-
sional. Health care happens in relationship and an understanding of attachment 
theory may aid in tailoring treatment to the individual and responding with compas-
sion to stressed caregivers and children within the health care setting. A key role of 
the paediatric health care professional is to promote and protect healthy attachment 
between children and their caregivers, which in turn may guard against medical 
trauma and lead to enhanced health outcomes.

 Reflective Questions and Activities

• Some of the content in this chapter is challenging and may touch on your own 
lived experience. You may wish to take some time to engage in a self-care activ-
ity or journal a response to this chapter. As noted, personal counselling or ther-
apy can be helpful for the practitioner who wishes to gain greater insight into 
their own childhood and how this has shaped them as an adult and professional.
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• How might an understanding of attachment theory inform your work with chil-
dren and families in the future?

 Additional Resources

• The Family Relations Institute https://familyrelationsinstitute.org/
• The National Child Traumatic Stress Network (NCTSN) www.NCTSNet.org
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Therapeutic Play and Maintaining Hope 
in the Infant Child

Dolores Dooley

Chapter Objectives
At the end of this chapter, you will be able to:

• Describe key developmental tasks and transitions in infancy.
• Explain attachment in relation to the infant–parent relationship.
• Identify key aspects of care which will support optimal development and suc-

cessful transitions in infancy.
• Consider therapeutic play approaches to enhance infant–parent relationships.

 Introduction

Hope is both the earliest and the most indispensable virtue inherent in the state of being 
alive. .…if life is to be sustained hope must remain, even where confidence is wounded, trust 
impaired [1, p. 115].

Infancy refers to the period of development from birth through the first year of life, 
a significant period in the life cycle which is characterised by key developments in 
physical, social, emotional, and cognitive capabilities. Understanding developmen-
tal norms relative to the infant child is important for the provision of optimal care. 
This chapter focuses on key domains of development of the infant child between the 
ages of 0–18 months including physical, neurological, attachment and infant play. 
Incorporating Erikson’s psychosocial development stage of trust versus mistrust 
and Bowlby’s secure-base representations, it also includes considerations for nurs-
ing and allied health care and the integration of therapeutic play approaches to sup-
port infants and their parents as partners.
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 Child Development and Assessment

 Physical Development

Understanding normative measures including expectations for infant growth and 
development is an important element of health care. Physical growth in infancy is 
readily visible and measurable and reflects the overall health and wellbeing of the 
infant child, changes in growth patterns can be a sign of underlying health or devel-
opment issues. In 2007, the World health Organization (WHO) published interna-
tional growth standards portraying healthy growth in early childhood [2]. The 
infants’ weight, height, and head circumference are measured according to percen-
tiles which compare each individual infant’s measurements with an appropriate age- 
sex specific growth chart. The standards assess the growth and development of the 
infant child and are recognised as key indicators of health and wellbeing. Poor 
weight gain, for example, can be predictive of an underlying medical condition that 
may require attention.

In Australia, a healthy newborn’s birthweight range is between 2500 and 4499 
grams [3]. On average, the infant will double their weight by 4 months of age and at 
1 year will have tripled their birth weight, their length will increase by about 50% 
in the first year of life. From 12 months of age, the rate of growth slows and is fol-
lowed by a steady increase in weight and height until adolescence. Head circumfer-
ence also increases rapidly during infancy and reflects brain growth, by 12 months 
the brain is already two-thirds of its adult size [4].

The physiological development that occurs during infancy indicates the significant 
changes taking place in the brain. At birth the newborn displays a range of reflexes 
which are essential for adaptation to the extrauterine environment, most of these 
reflexes disappear over the first year of life as the cerebral cortex develops resulting in 
an increase in voluntary control of movements [5]. The infant’s motor development 
correlates with increasing development of the nervous system and follows a cephalo-
caudal (head to toe) and proximodistal (from midline to outer) sequence [6]. While 
motor skill milestones progress in an orderly sequence, the age at which each skill is 
achieved is variable. Exactly when the infant sits, crawls or walks is dependent on 
several factors including maturation of the neural and muscular system as well as the 
opportunity to practise motor skills [7]. Parents can be encouraged to notice key stages 
in motor developmental for example, their infant turning over, sitting, crawling, and 
standing and can be reassured that their child is progressing as expected for their age 
or identify when a child requires early intervention.

 Psychosocial Development

Erik Erikson (1902–1994), one of the leading figures in the field of psychoanalysis 
and human development describes fundamental psychosocial stages or crises that the 
individual must face and resolve to attain healthy development across the lifespan. 
Regarding infancy, the first crisis of life is basic trust or mistrust. If the infant feels that 
their caregiver recognises and responds to their essential needs with “consistency, 

D. Dooley



79

continuity and sameness of experience” [1, p. 247], then this develops a sense of trust. 
Hope is the virtue associated with trust, the infant (and later the child & adult) who 
can trust that their needs will be met by their caregiver, will develop hope (confidence) 
in their own ability and learn to trust the self [1]. Conversely, if the infant’s physical 
and/or psychological needs are not met, then the infant will lean towards a mistrust of 
their world and the self. The capacity to form healthy attachment relationships is 
closely linked to the experience of trust and hope instilled during infancy.

In essence, infant attachment is the organisation and patterning of behaviours 
resulting in feelings of trust and closeness to the parent. Attachment theory asserts 
that biologically based behaviours (crying, smiling, clinging, gazing) support the 
infant’s survival, promote proximity seeking and security, thereby influencing emo-
tional regulation [8]. Ainsworth et al. [9] described attachment styles as secure or 
insecure. Secure attachment is associated with responsive and consistent caregiving 
during infancy and contributes to the development of the infant child’s self- 
organising system including their ability to trust. Conversely, insecure attachment is 
associated with inappropriate or inconsistent care and/or responses from the pri-
mary caregiver. The infant does not see the caregiver as a secure base and this may 
elicit behaviours of anxiety and uncertainty. The secure base concept, central to 
attachment theory, allows the infant to explore and play knowing the caregiver will 
be “…. available, ready to respond when called upon to encourage and perhaps 
assist, but to intervene actively only when clearly necessary” [8, p.  11]. The 
Bowlby–Ainsworth concept of secure (vs. insecure) attachment embraces much of 
what Erikson meant by trust (vs. mistrust) [10].

A central characteristic of the infant–parent relationships is the development of 
reciprocal attachment bonds. Brazelton et al. [11] described this reciprocity as the 
achievement of synchrony. The infant sends cues (cry, smile, gazing, movement) 
about their readiness to interact, the parent adapts their own behaviour responding 
to the infant’s signals (soothing, cuddling, smiling, feeding). Infant behaviours rein-
force the behaviours of the parent, sensitive adjustments made by the mother sup-
port the infant to maintain homeostasis and to develop an expanding attention cycle 
[11]. This reciprocal back and forth between the infant and parent nurtures the 
development of attachment and emotional growth in the infant child [12]. Creating 
secure attachment experiences and relationships is important not only for fostering 
healthy coping skills in the infant but to support brain development. As Siegel [13] 
states “… these salient emotional relationships have a direct effect on the develop-
ment of the domains of mental functioning that serve as our conceptual anchor 
points: memory, narrative, emotion, representations, and states of mind”.

 Neurological Development

Where attention goes, neural firing flows, and neural connection grows [13, p. 41].

Human brain development is a complex and lengthy process beginning shortly after 
conception and continuing into early adulthood, brain maturation during this period 
correlates with cognitive, emotional, and social development. The brain develops 
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hierarchically and in a predictable sequence from the most primitive to the most 
complex parts of the brain, with the lower regions of the brain responsible for physi-
ological homeostasis; the central areas or limbic region responsible for a wide range 
of mental processes such as emotional activation, motivation, memory, and attach-
ment; and the upper brain structures mediating more complex processes such as 
language, thought, and reasoning [13]. Brain growth is highly organised, neurons 
which are specialised nerve cells communicate with each other via synaptic connec-
tions and change in response to signals from other parts of the brain, the body or 
from experiences [14]. Neurons use neurotransmitters (brain chemicals) to com-
municate across synapses. As the newborn’s brain possesses more neurons and con-
nections than is required by an individual, gradual synaptic pruning occurs in 
infancy and early childhood to remove connections that are not needed, reaching a 
stable adult level [15]. Experiences to a large degree will determine which synaptic 
connections will endure and strengthen, and which are selectively eliminated 
because of inactivity [16].

Greenough et al. [17] distinguish between experience-expectant and experience- 
dependent processes guiding brain development. Experience-expectant refers to 
synaptic development that take place when the brain is primed and anticipates the 
sensory experiences necessary for specific neuronal circuitry organisation. The 
developing brain “expects” to receive common environmental experiences such as 
exposure to light to activate the visual cortex or sounds to stimulate the auditory 
centres in the brain. If these circuits have been deprived of sensory experiences, cell 
death may occur resulting in lost or reduced functional capacity [13]. Experience- 
dependent refers to new synaptic development triggered entirely by experiences 
unique to the individual. The experience-dependent nature of brain development 
highlights the critical importance of relational and social interactions for the infant. 
Conversely, if the infant is exposed to inappropriate or stressful experiences, the 
developing brain may not develop as expected. How the brain adapts or changes in 
response to experiences is called neuroplasticity and the developing brain, particu-
larly during infancy, is remarkably plastic [16]. Indeed, this “large window of plas-
ticity” presents an opportunity for early caregiving relationships to significantly 
influence the infant’s developing brain and support development in key domains 
[18, p. 328].

Jean Piaget (1896–1980) was a developmental psychologist and the first person 
to identify stages of cognitive development in children. Piaget proposed four stages 
of cognitive development, the first stage encompassing birth to 18–24 months is 
defined as the sensorimotor period during which the infant experiences the world 
through their senses and motor actions [19]. Piaget believed that cognitive develop-
ment proceeds through a series of six connected stages within the sensorimotor 
period where the infant progresses from reflexive behaviours in early infancy to 
intentional action [20]. In sum, physical, psychosocial (including emotional), neu-
rological, and cognitive development are dynamically linked and work together to 
foster self-regulation in infancy and beyond [21]. Play is also regarded as essential 
to development across key domains in infancy. Indeed, Piaget showed that the child 
acquires knowledge about objects through their action with them, which has been 
interpreted as learning through play [22].
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 Play Development

Play is an active and emergent process of engagement with the world, which encompasses 
exploratory processes. It is repetitive, but not stereotyped, and is spontaneous in nature 
[23, p. 17].

Infants are social beings. From the moment of birth, the newborn demonstrates that 
they are indeed active partners in the mother–infant relationship and are already 
shaping their own environment. Almost immediately, the newborn will selectively 
attend to the mother’s voice and focus on the face, their gaze behaviour signalling a 
readiness to communicate and to engage in play [12]. From birth, the mother uses 
baby talk or “motherese”, facial expressions and movements, to attract the infant’s 
attention and sustain their interest [24]. These behaviours generate and sustain com-
municative sequences and help to regulate the infant physiologically and emotion-
ally through sensitive nurturing care. Over the first months, the infant’s autonomic 
nervous system becomes more integrated and stable and from about 4 months, the 
infant seeks exploratory play [25]. This often takes the form of sensory play (e.g. 
touch, songs, ‘peek-a-boo’, or ‘this little piggy’) which activates a state of co- 
regulation between the mother-infant as well as triggering the release of oxytocin 
further enhancing the attachment bond and feelings of trust [24]. Further, neurosen-
sory play interactions, especially touch via gentle massage and stroking, also release 
neurochemicals (oxytocin, serotonin, and dopamine) in the infant’s brain which 
soothe and calm the infant’s nervous system [26]. Exploratory play heightens as the 
infant begins to crawl about and the desire to explore the world around them 
increases [20]. The infant who can engage their parent in play and manipulate 
objects acquires a fundamental belief in their ability to affect their world [27]. 
Importantly, infants with secure attachments will feel confident in exploring their 
environment knowing they have a secure base in which to return [28]. The interac-
tions that occur through play reinforce feelings of trust for the infant, as Brown and 
Vaughan [29] put it, “Play sets the stage for cooperative socialization. It nourishes 
the roots of trust, empathy, caring and sharing”.

 Considerations for Nursing and Allied Health Care

…early emotional experiences can have life-long consequences… even though there may be 
little to be observed in obvious short-term external behaviours ([30], p. 135).

All social emotions affect the brain particularly sadness and fear, the infant sadness 
implies withdrawal and is associated with physiological stress [20]. When social 
distress is extreme due to abuse, neglect, or trauma, brain development is disrupted 
resulting in social, emotional, and cognitive impairment [31]. As Panksepp [30] 
puts it “…the larger the sphere of influence of the positive emotions, the more likely 
is the child to become a productive and happy member of society. The more he or 
she is influenced by negative emotions, the more the paths toward unhappiness 
are paved”.
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 Common Fears and Anxieties

Infants experiencing abnormal social interaction become sad, hesitant, withdrawn, 
anxious, and vigilant [32]. Berger [20] highlights two kinds of social fear responses 
typically seen in infancy, stranger wariness, and separation anxiety. Stranger wari-
ness is commonly seen between 7 and 12 months, the infant shows an expression of 
fear (wrinkled brow, grimace) as a stranger appears. To diminish the impact of 
stranger fear, gradual introduction to the ‘stranger’ in the presence of the parent is 
recommended. Separation fear refers to the infant’s anxiety when they are separated 
from or when the parent leaves the room. The infant will cry “protest” and try and 
cling to the parent. Separation fear is part of normative development and usually 
appears between 9 and 14 months then gradually declines. However, when sudden 
or prolonged separation (such as abandonment) occurs, this may result in life-long 
susceptibility for sadness, despair, or resentment [30].

 Grief and Loss/Death and Dying

The infant child is capable of grief in response to loss, early rejection, or trauma [13, 
27]. Bowlby’s theory of attachment helps in understanding how the infant construes 
loss or death of an attachment figure. Secure attachment, that unique relationship 
between the infant and their parent is protective against social-emotional maladjust-
ment [33]. It is when the parent is perceived as unreachable that “grief” occurs [9, 
p. 21]. Bowlby observed that infants experienced many of the same reactions as 
grieving adults when separated from their mothers. The infant losing hope, displays 
indifference and sadness. A predictable pattern emerges, the infant first engaging in 
vigorous protest followed sometime later by despair with depression-like symptoms 
[34, p. 698]. The infant can recover from the loss of an attachment figure if they can 
rely on an existing caregiver or can attach themselves to another fig [34].

 Pain Management

In the 1980s and early 1990s it was common practice for neonates to undergo sur-
gery without anaesthesia or analgesia [35]. It was the voice of a mother who brought 
neonatal pain to the world’s attention. Jill Lawson’s baby Jeffrey was born at 
26 weeks’ gestation in 1986 and underwent surgery for ligation of a patent ductus 
without any analgesia [36]. Infant pain is a complex phenomenon, being preverbal, 
assessment of pain is dependent exclusively upon behavioural and physiological 
responses. Evidence-based behavioural variables are facial expression and diffuse 
body movement, physiological variables with strong evidence are variability in 
heart rate and oxygen saturation [37]. Although the ethical imperative to treat 
infant’s pain is beyond question, Harrison [38] argues that there still exists myths, 
misconceptions, barriers, and knowledge gaps when it comes to using the three key 
evidenced-based strategies of “breastfeeding, skin-to-skin care (SSC) and sucrose” 
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for infant pain management. Further, she contends that the evidence regarding pain 
management needs to be put into consistent practice. Although pain assessment is 
the “fifth” vital sign, Gardner et al. [39] recommend that neonatal pain be viewed as 
an adverse and traumatic event.

Pain will activate the child’s attachment behaviour [40, p. 4] so it is important 
that the parent is present and supported to help the infant manage their pain and 
regulate their emotional state. Alongside the three evidenced-based strategies for 
infant pain management mentioned above, other non-pharmacological interventions 
that have demonstrated efficacy include: maternal presence; non-nutritive sucking; 
containment holds; swaddling and developmentally supportive positioning for the 
smaller infant [41]. In sum, infants do feel pain, it is now known that traumatic 
experiences in infancy are part of implicit memory, memories that are stored in the 
body and brain but not recalled through language.

 Therapeutic Play Approaches for Clinical Practice

While play occupies a great part of an infant’s day, play therapy approaches to sup-
port this unique population is a more recent concept. Baldwin et al. [42] defines 
infant play therapies as “…informed by the fields of neuroscience and infant mental 
health, are culturally sensitive, and utilize the therapeutic powers of play to effect 
positive change for the infant and parental relational system and social 
environment”.

Several play intervention programmes have stemmed from attachment theory. 
Benoit [33] asserts that the question we should consider is, “what is the quality of 
attachment between this parent and child?”. The circle of security (COS) is one 
intervention developed to assist caregivers provide a secure base and enhance 
infant–parent attachment relationships [43]. The COS graphic [44, p. 110] provides 
a visual “path to secure attachment” for the parent to help develop their sensitivity 
and responsiveness to their infant’s signal related to the infant moving away from 
their secure base to explore, and moving back towards their parent’s outstretched 
hands for comfort and soothing. The COS also supports the caregiver’s capacity to 
reflect on their own and the infants’ behaviours and interactions as well as how their 
own developmental history may impact current caregiving behaviours [45]. Several 
other approaches are available wherein trained play therapists utilise the therapeutic 
powers of play to optimise outcomes for the infant–parent relationship. For exam-
ple, FirstPlay ® therapy founded by Dr. Janet Courtney fosters healthy infant–par-
ent relationships by supporting the parent to provide sensitive nurturing care, build 
trust and increase secure attachment [42]. FirstPlay ® focuses on pre-symbolic play 
and is underpinned by attachment theory, developmental play therapy, filial therapy, 
family systems theory, Ericksonian-based storytelling as well as mindfulness and 
touch therapy [42, p. 84]. Other therapy models to support infant–parent relation-
ships include Theraplay [25] and the embodiment-projection-role model developed 
by Sue Jennings [46]. The clinician can use therapeutic play approaches within the 
health care setting to support the infant and their family, for example, through music 
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or singing (e.g. lullabies); touch (massage); playing games (e.g. peek-a-boo); creat-
ing a visual environment with mirrors and coloured mobiles or cot toys; using toys 
to encourage movement (rolling, crawling, kicking). Incorporating therapeutic play 
can be used to not only assess, support, and maintain the infant’s developmental 
milestones but can be used to empower the parent(s) to be the secure base for their 
infant. Importantly, the overarching goal of the therapies is to demonstrate empathy, 
remain hopeful for the infant, and strengthen the parent–infant dyadic relationship.

 Parents as Partners

According to Nugent et al. [12], infancy, particularly the early month of life can be 
“… the teachable moment par excellence across the lifespan”. The provision of sup-
port and positive nurturing experiences during critical periods of brain refinement 
can have long-lasting implications on the parent–infant relationship and on infant 
developmental outcomes. Supportive care interventions can be implemented by the 
clinician and may include modelling social and emotional skills and perspectives; 
providing practical help and guidance; being attentive towards the infant and model-
ling this to the parents; complementing parents on their parenting skills; using a 
nurturing voice and demeanour; encouraging additional attachment figures for the 
infant; acting as an advocate where necessary; and supporting parents’ decision 
making without enforcing own values or beliefs. The potential cascade of adverse 
transgenerational transmission of risk can be halted through “…consistent attitudes 
of warmth, nurturance, vigorous playfulness, along with a better recognition of how 
rhythmic-melodic interactions and growth challenges may allow brain systems to 
flourish” [30, p. 135].

 Considerations for Referral

The infants’ early relationship experiences influence the developing brain, thus, the 
need for early identification and interventions to support emotional engagement and 
attachment. Screening should commence antenatally and appropriate referrals made 
(e.g. for anxiety/depression; drugs/alcohol). Similarly, in the postnatal period, it is 
essential to screen for mood disorders or any infant–parent relationship or interac-
tional difficulties and refer accordingly.

 Chapter Summary

Infancy is a fascinating period of human development, the changes that occur across 
the developmental domains during this period are significant and have implications 
across the life span. Positive nurturing experiences are critical for optimal organisa-
tion and development of the brain particularly during infancy. Early caregiving mat-
ters, a secure attachment fosters trust and facilitates self-regulation in the infant. 
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Conversely, mistrust or an insecure base brings about feelings of despair and hope-
lessness. The infant brain displays great plasticity—this is where the hope lies. 
Supporting positive infant–parent relational experiences and incorporating thera-
peutic play can enhance brain development and set the stage for healthy future 
development. In sum, it is essential that clinicians are aware of potential risks that 
may impact the infant especially in relation to infant–parent attachment. Then pri-
oritising the creation of safe, nurturing, and playful environments and including 
parents as partners thereby promoting and maintaining hope in the infant child.

 Reflective Questions and Activities

 1. Observe infants in public places, for example, the supermarket, playground, on 
public transport. From your observations, consider body size, gross and fine 
motor skills, play development and interactions—are they ‘typical’?

 2. Discuss the parallels between Erikson’s trust verse mistrust and Bowlby’s 
secure-base model of attachment.

 3. Review one or more of the therapeutic play approaches mentioned above and 
consider how you could incorporate aspects of these therapies into your clinical 
practice.

 Additional Resources

https://www.zerotothree.org/resources/156- brain- 
wonders- nurturing- healthy- brain- development- from- birth

h t t p s : / /www.s t a r t i ngb locks .gov. au /o the r-  r e sou rce s / fac t shee t s /
brain- development- in- children/

https://www.aaimh.org.au/
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Therapeutic Play, Volition, 
and the Toddler

Rhiannon Breguet

Objectives
At the end of this chapter, you will be able to:

• Describe the key milestones in development for children aged between 18 months 
and 3 years.

• Describe Erikson’s stage of autonomy verses shame and doubt and how this 
applies to the toddler.

• Consider the use of therapeutic play to engage the toddler in a developmentally 
sensitive manner and identify play and environmental considerations that may 
assist in engaging the toddler in the health care setting.

• Consider the role of attachment and engaging parents as partners when working 
with toddlers.

 Introduction

The more slowly trees grow at first, the sounder they are at the core, and I think the same is 
true for human beings—Henry David Thoreau

Nursing and allied health care professionals are in a unique position to support 
toddlers through challenging health care experiences. This chapter considers car-
ing for children, aged between 18 months and 3 years as they navigate Erikson’s 
psychosocial developmental stage of autonomy versus shame and doubt. Child 
development refers to the sequence of development that occurs from birth to the 
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beginning of adulthood. While each child is unique, children typically move 
through comparable paths of development. It is strongly influenced by a range of 
factors including genetic factors, prenatal experiences, the environment, and the 
child–caregiver attachment relationship. Child development is dramatic, rapid, 
and incredibly complex within the first 2 years of life. During this developmental 
stage toddlers are energetic, curious, enjoy exploration via their senses, and 
exploring their physical skills [1]. Child development can be positively influenced 
by physical and emotional safety and can be slowed by various negative experi-
ences such as trauma, abuse, or neglect [2]. An understanding of child develop-
ment provides the health care professional with knowledge that can be used to 
engage the child and tailor interventions to a child’s chronological age and devel-
opmental stage.

 Child Development and Assessment

 Physical Development

Physical development encompasses changes in physical growth. Over the course of 
the first few years of life children grow in spurts, where they experience periods of 
rapid growth followed by periods of stability. Children typically by the age of three, 
experience an increase in both gross and fine motor skills [3]. Gross motor skills 
involve large body movements that enable toddlers to explore their environment 
independently. Toddlers typically commence walking by the age of 2 years and may 
have commenced running and climbing, reaching almost full mobility, but lacking 
preciseness in coordination. By this time a toddler’s mobility sharply increases and 
follows a predicative trajectory. From an infant first learning to move their head and 
hold it steady, to rolling over, sitting up, standing with support, and then indepen-
dently walking, leaping, and kicking with somewhat accuracy [3]. While growth 
occurs in spurts, it is slower in the toddler in comparison to the first 2 years of life. 
In this stage the toddlers’ body portions continue to transform through the develop-
ment of their torso and legs [2].

Fine motor skills allow children to manipulate small objects and control their 
hands and arms. Throughout the first year of growth infants increase their finger 
and hand coordination and by 2 years of age they are more proficient with a pincer 
grip, and self-care skills such as eating with their hands or with utensils. They are 
learning to turn pages of books and manipulate small toys. This increase in dexter-
ity permits selective engagement with their environment due to movements 
becoming more controlled and deliberate [3]. Toddlers have an unflappable desire 
to explore and exert control over their bodies and the world around them. They 
begin to show interest in toilet training and display an increased curiosity in their 
bodies. During this time, they possess few inhibitions around nudity, and show an 
increased interest in their genitals leading to self-exploration and differentiating 
between genders [2].
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 Neurological Development

Neurological development is how the brain grows and integrates cognitive and emo-
tional capabilities. By the age of three, children have experienced tremendous neu-
rological development, accompanied by a decline in physical growth and an increase 
in cognitive capabilities. Research has found that a child’s environment, attachment 
relationships, and experiences within childhood impact the formation of the brain 
[1, 2]. Brain development occurs sequentially in a ‘bottom up’ fashion from those 
parts of the brain responsible for primitive, survival functions, such as breathing, to 
the ‘top’ parts of the brain responsible for more complex functions such as judge-
ment and decision making [4]. Siegal and Payne Bryson [5] developed a simplified 
model of the brain—the upstairs downstairs brain—based on the analogy of a two- 
story house. The downstairs house is the engine of the body, responsible for bodily 
functions such as regulating arousal, body temperature, heart rate, beathing, reflexes, 
and the flight, fight or freeze response. Like the downstairs of a house, where the 
kitchen, living room and bathroom are located to service basic needs, this part of the 
brain accommodates the most primitive section of the brain, the brainstem, which is 
the most developed part of the brain at birth [5].

The upstairs part of the brain is the most complex part of the brain and houses the 
cortex. This is where thinking, creativity, planning, decision making, empathy, 
problem solving, and a sense of self reside. This part of the brain makes us human, 
is the most evolved part of the brain, and the very last to mature developing into 
adulthood [2, 6]. For toddlers, while the lower parts of the brain are consolidating, 
their upstairs brain remains largely under construction, which can explain why tod-
dlers find it difficult to control their impulses. Toddlers need the assistance of others 
to help them become aware of and regulate their emotions and impulses [2]. The 
upstairs and downstairs need to work in unison, and adults can assist children to 
integrate these parts of the brain. Both parents and health care professionals can 
support the integration of the toddler’s brain by having age and developmentally 
informed expectations around the toddler’s behaviour. Toddlers cannot be expected 
to always make good decisions and regulate their big emotions as their brains are 
still under construction and these skills are still in development. Toddlers need the 
help of an adult brain to help them regulate through connection and co-regulation 
and the provision of regulatory activities such as sensory motor activities that 
involve moving their body or engaging in sensory play [5].

 Psychosocial Development

Children require an array of social skills and social intelligence to be able to create, 
nurture, and develop loving intimate relationships into adulthood. Eric Erikson 
believed that humans develop identity through their environment and social inter-
actions and identified eight stages of psychosocial development. Children need to 
develop through each stage, solving challenges to progress to the next stage. 
Without this, children may not have all the tools to navigate challenging life events. 
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If a stage is missed or underdeveloped, children may require support to revisit and 
resolve each stage. In the first stage of development, trust versus mistrust, the 
infant child is dependent on their caregivers for comfort and protection. In toddler-
hood, children move into the second stage of psychosocial development which 
occurs from 10 months to 2 or 3 years of age. This stage of development is titled 
autonomy verses shame and doubt and is characterised by exploration, where the 
toddler wishes to discover their world, seek self-expression and increase their 
autonomy [7]. Toddlers who successfully traverse this stage of development 
achieve greater self-control and an ability to separate from their caregivers, which 
in turn results in the psychological strength or virtue called will. Toddlers who 
struggle within this stage may devlop feeling of shame, insecurity, lack boundaries, 
become risk adverse, or rigid in behaviour. If a toddler masters this stage, they 
develop confidence in their abilities and achievements and develop a sense of self-
worth which leads to the capacity to develop positive relationships, mutual respect, 
and free expression [2, 7].

While toddlers are developing a greater sense of self-control and seeking auton-
omy from their caregivers, the attachment relationship is still vital at this stage of 
development. A positive attachment relationship is helpful in the activation of a 
child’s emotional and social intelligence allowing them to learn, be attentive, reflect, 
plan, regulate their emotions, be empathic and problem solve. The Circle of Security 
(COS) provides a model for attachment that explores the role of the caregiver as safe 
haven and secure base. This model acknowledges the core need of a child for explo-
ration as part of the attachment relationship which fits with Erickson’s second stage 
of psychosocial development, characterised by exploration and volition. Toddlers 
who are provided with secure attachment have greater capacity to explore their 
environment, leading to greater exploration of their world, themselves, and increased 
autonomy [8].

 Play Development

Play is fundamental for children, it influences their physical, social, cognitive, and 
emotional well-being. Play is also important to a child’s brain development. It is 
through play that children from an early age learn and engage with the world around 
them. For parents, play also provides an opportunity to engage with their children in 
a meaningful way and provides insight into a child’s inner world. For the health care 
professional, play can be used to engage children at an age-appropriate develop-
ment level [9].

Play is a sequentially developing ability and can be aligned with a toddler’s age 
and stage. During this stage two-year-olds show enjoyment in their body’s move-
ments. They display an increased ability to show sequences within their play, enjoy 
interactive signing games, mirroring sounds and gestures, and begin to try out role 
play related to activities such as feeding a baby doll. They partake in mainly solitary 
play whereby they prefer to play on their own and spectator play, whereby they 
watch others play but do not interact. Solitary play facilities a toddler’s development 
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in imagination and creativity. It also builds self-esteem, attention, increases curios-
ity, social skills, and language [10]. Play materials at this stage may include toys 
that move, dolls and teddies, blocks, large crayons, water and sand play. By the age 
of three the toddler includes more symbolic and interactive aspects to their play. 
They may begin to discover imaginary creatures, increase the depth of their role 
play and project their desires onto another play companion. Most toddlers’ play is 
characterised by their real-life experiences and dramatic role play continues to 
increase in the context of one-on-one relationships. They also have commenced 
parallel play whereby the toddler will play next to or near another child. Play mate-
rials enjoyed by a three-year-old may include doll accessories, stuffed animals, 
messy play, drawing, and materials that they can sort [10].

Play materials are important as they aid in the expression of a child’s inner self, 
and assist the toddler in conveying abstract concepts, such as emotion [2]. However, 
a toddler’s play is not activated by play materials alone and can be enhanced by an 
engaged adult in relational experiences and physical play interactions. These play 
experiences lay the foundation for self-regulation, resiliency, and the ability to man-
age stress. Physical social play or rough and tumble play also has an important place 
in toddlerhood due to its positive effect on brain development and self-regulation. 
Other benefits include learning social rules, the stimulation of anti-stress chemicals, 
decreased impulsivity, and increased self-esteem. Not to mention it is fun [1].

 Considerations for Nursing and Allied Health Care

Children love and want to be loved and they very much prefer the joy of accomplishment to 
the triumph of hateful failure. Do not mistake a child for his symptom.—Erik Erickson

Working with children in early childhood involves understanding the importance of 
the physical and psychosocial tasks children engage in, including the development 
of social skills, language, and autonomy [9]. Children within this developmental 
stage often display tantrums, non-cooperation, and irritability. It is important that 
expectations around typical development are conveyed to families [2]. Medical 
information can be tailored to a child’s developmental stage to help children prepare 
for procedures, recover from medical interventions, and/or make sense of their diag-
nosis. For example, by creating a social story or a picture book that provides a nar-
rative of a child’s medical intervention. A transitional object, for example a favourite 
toy or blanket, may also support a child’s feeling of safety and reduce stress.

 Common Fears and Anxieties

A common fear at this age is separation anxiety. This is a fear of being separated 
from parents or caregivers. Toddlers may display their distress by crying and cling-
ing to their parent. Separation anxiety is a common aspect of child development that 
commences in infancy and typically dissipates throughout early childhood. Fear of 
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strangers may also occur within this developmental stage and typically diminishers 
around 2 years of age, however, can continue depending on a toddler’s temperament 
[11]. When bonding chemicals in the brain are activated, this leads to reduced anxi-
ety, fear, and stress. Therefore, it is optimal to ensure that a toddler has access to a 
parent or caregiver who can provide comfort during times of stress, such as medical 
procedures.

 Pain Management

A child’s developmental capacities are a major mediating factor in how a child 
interprets a painful medical event. The younger the child, the less likely it is that 
they will be able to make a conscious connection between a previously frightening 
or painful medical experience and states of hyperarousal, dysregulated behaviours 
and moods [12]. Health care professionals can assist toddlers by providing activities 
that can increase brain well-being chemicals and reduce stress hormones. This may 
include activities such as massage, water play, sensory play, touch objects, warmth, 
movement, and rocking. These activities can assist in releasing chemicals in the 
brain that help the child to regulate [1].

 Therapeutic Play Approaches for Clinical Practice

The playing adult steps sideward into another reality; the playing child advances forward 
to a new stage of mastery—Eric Erickson

Toddlers receiving health care require age-appropriate communication to ensure a 
positive health care experience. Quite often, toddlers may be afraid or anxious about 
visiting health care settings and this can be eased by considering the environment 
and how toddlers and parents are engaged in the health care setting.

 Environmental Considerations

First impressions matter. It is essential toddlers experience an environment that 
feels safe and comfortable. In a clinical setting consider creating a ‘holding’ space 
in the waiting area to support a smooth transition into the treating room. Consider 
the noise level, smells, and lighting, ensure that these are of a soothing nature and 
not overstimulating. Decorate the room with fun playful items and consider provid-
ing activities for toddlers that include sensory objects, books and pretend play 
objects. If possible, make sure they can be easily sanitised. In the treatment room—
to assist in engagement and cooperation, again consider the space, ensure safety, 
and a comfortable quiet environment. Age-appropriate playful objects that toddlers 
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can hold may also assist the child to feel more comfortable and serve as a distraction 
during assessment or medical procedures. An environment that provides engage-
ment through, cognitive (thinking), physical (movement), social (relational), and 
sensory (stimulating), has been found to reduce stress chemicals in the brain, reduce 
anxiety, develop positive attachment, aid memory, increase social skills, and 
enhance self-regulation [1].

 Engaging the Child

Ensure that you allow the toddler time to ‘warm up’. Try not to rush them and pro-
vide time and space to allow them to warm to you as a health care professional and 
to the environment. Toddlers attempt to read facial and body expressions, therefore 
make eye contact and get physically at their level to ensure that you do not tower 
above them. This can convey a deep respect to the toddler. Quietly introduce your-
self, convey warmth and friendliness, humour can be advantageous where appropri-
ate. Children at this stage find humour related to poo and fluctuance incredibly 
hilarious. So, use your creative flow and unleash your crazy funny [1]. Engage in 
conversation, be well versed in toddler interests. This can facilitate a relationship of 
trust, reduce anxiety, and increase rapport. Be curious and consider how you use 
your facial expressions and tone of voice to communicate care to the child. Tracking 
can also assist in engaging a toddler. You may track or verbalise what you observe 
the child doing or looking at, such as ‘You’re looking around the room to see what 
is in here’.

Toddlers can be unsure about what to anticipate during a medical consultation 
and may tend to make their own assumptions on what is going to happen. Proving a 
toddler with a narrative may help dispel any illogical or scary scenarios they may 
have created in their mind. Toddlers are still developing their language, so this 
should be simplified. For example, ‘today I am going check your tummy, listen to 
your heart and see how tall you are. At the end I will talk with your mum and then 
it will be time to go home’. This provides the toddler with a clear structure, helping 
them to prepare for what is going to happen next and reduce the fear of the unknown. 
You may also demonstrate procedures with the help of a doll or toy. You may invite 
the toddler to be an ‘assistant’ as toddlers enjoy a ‘job’, it makes them feel special 
and in control. They could also have access to a special doctor’s coat, hat, or a 
sticker badge to make this more playful.

It is also important to convey empathy and unconditional positive regard (UPR). 
As mentioned, a toddler does not yet have a fully wired brain and is still learning to 
control their emotional and physical impulses. A toddler cannot speak or listen care-
fully when they are distressed and require the help of an adult to navigate stressful 
experiences. Providing empathy and UPR can assist a toddler to make sense of 
uncertain experiences and develop new neural networks, where the brain practises 
reflecting instead of reacting [1].

Therapeutic Play, Volition, and the Toddler



98

 Parents as Partners

Effective communication with parents is essential for creating a positive experience 
for the toddler. It is fundamental that early childhood interventions are rooted in the 
child–parent/caregiver relationship. Not only to do toddlers need to be provided 
with empathy, patience, and UPR, so do parents and caregivers. Parents and caregiv-
ers want to protect and avoid distress to their toddler. Sometimes parents can be as 
anxious as their child. Toddlers can also pick up on parental distress and emotional 
atmospheres [1]. If a parent seems overwhelmed themselves, consider speaking 
with the parent separately from the child to avoid the children being present during 
stressful or difficult conversations.

 Considerations for Referral

Within the health care setting children may need to be referred for specialists thera-
peutic intervention if there are concerns for the parent–toddler relationship, when 
there are concerns for a child’s development, or where children may have experi-
enced medical trauma or demonstrate indicators of psychological distress.

 Chapter Summary

We don’t stop playing because we grow old: We grow old because we stop playing—George 
Bernard Shaw

To best support toddlers and their families, professionals require an understanding 
of child development. Working with toddlers within this stage of development can 
be challenging and rewarding, they can experience big emotions, and need carefully 
considered regulatory and relational experiences. Health care professionals who uti-
lise playful approaches can engage toddlers in a developmentally sensitive manner. 
An awareness of the importance of promoting play with families and service pro-
viders is vital in the delivery of therapeutically sensitive health care. When health 
care professionals achieve the cooperation and attention of a toddler, the anxiety 
levels for both the toddler and the caregiver are decreased, which may in turn lead 
to improved patient outcomes.

 Reflective Questions and Activities

• How might an understanding of the upstairs and downstairs brain help you to 
better understand the toddler?

• Examine the physical space within a medical setting (e.g. the waiting room or 
treatment room). Attempt to see the space through the eyes of a toddler. Are there 
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changes that could be made to assist a toddler to feel comfortable and relaxed? 
What toys might be appropriate to include for a toddler within this space?

• What as some ideas for developmentally sensitive toys or play activities you 
could use with a toddler during a medical assessment?

 Additional Resources

• Website—The Raising Kids website has fantastic information on child develop-
ment as well as resources for parents. https://raisingchildren.net.au/preschoolers/
play- learning/active- play/rough- play- guide
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Therapeutic Play and Aiding Purpose 
in the Preschooler

Leanne Hallowell

Objectives
At the end of this chapter, you will be able to:

• Develop an understanding of Erikson’s psychosocial development stage of initia-
tive verses guilt and how this may be impacted when children are hospitalised.

• Identify how therapeutic play may minimise the impact of hospitalisation and aid 
purpose in the preschooler.

• Identify how relationships between parents and health care professionals and 
developmentally sensitive communication can support the reduction of anxiety, 
whilst supporting the development of resilience and coping in children.

 Introduction

This chapter focuses on caring for preschool children aged between 3 and 5 years. 
It considers child development and assessment and incorporates Erikson’s psycho-
social developmental stage of initiative versus guilt. Considerations for nursing and 
allied health care and the integration of therapeutic play approaches to support 
young children, siblings and their parents as partners are included.

Play is critical for the healthy development of children. Play provides space for 
physical, emotional, cognitive, and social development. Obstacles which may 
impede or negatively impact play and developmental progression include hospitali-
sation and potentially painful medical procedures. Children between 3 and 5 years 
of age, preschoolers, are noted by Erikson [1] to be in the third stage of develop-
ment, ‘initiative versus guilt’ and are beginning to assert power and control over 
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their world through the direction of their play and social interactions. Successful 
completion of this stage of development leads to a sense of initiative and the virtue 
of purpose. The helplessness that can come with hospitalisation and medical proce-
dures may result in a child not achieving the initiative required to successfully 
accomplish milestones in the preschool stage of psychosocial development.

Although the need for play increases when a child is hospitalised, play in hospi-
tal may in fact be suppressed [2]. The suppression of play may be due to the child’s 
medical condition and a diminished ability or desire to play; reduced opportunity 
for play due to limited resources, space, or the child not having actual or perceived 
permission to play. The integration of play and playful approaches (including in a 
playroom, isolation room, or in a hospital bed) may provide children with a sense of 
initiative and can be used to support children to engage in impending medical pro-
cedures. Parents can also be involved throughout hospitalisation and engaged in 
medical procedures. When parents and siblings are involved, the child feels a sense 
of normality and continuation, providing a sense of security. Further, Graves and 
Larkins [3] note when parents encourage, support, and communicate with their 
child, showing understanding and tolerance, they support the building of confidence 
and resilience.

 Child Development and Assessment

Children reach developmental milestones at different rates. However, when hospi-
talised, there may be some regression which a typically developing child will regain. 
However, engaging children in play whilst in hospital, whilst building confidence 
and resilience is also known to minimise regression [4]. Assessing children prior to 
hospitalisation in relation to their physical, social, emotional, cognitive, and lan-
guage development is critical to support discussions regarding care, and planning 
playful interventions related to impending hospitalisation and medical procedures. 
This allows interventions to be planned to meet the specific needs of the child and 
their family.

 Physical Development

In terms of gross motor skills, healthy children, 3–5 years of age, can dress and 
undress with little help, they can catch and throw balls, and climb playground equip-
ment. Their fine motor skills are also developing. Hand preference is noted, as is an 
ability to imitate shapes when drawing and cutting with scissors. Assessing this in a 
medical context may be undertaken as part of the medical assessment. Questions 
may be directed at the child, ‘Do you like to throw a ball? Can you throw a ball with 
one hand or two?’ The child may even be engaged in a game of catch, making the 
medical assessment fun [5]. This can also be assessed through observation by allow-
ing the child access to drawing implements or asking if they can remove parts of 
their clothing during a medical assessment. If a child is experiencing illness or 
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injury, their physical capabilities may be impacted, and this will need to be consid-
ered when determining what part of their medical treatment a child has the physical 
capacity to assist with.

 Psychosocial Development

Play provides a context for the child to continue their usual activities [2] and a space 
for communication and self-expression [6]. Bruner [7] notes that play minimises the 
consequence of one’s actions and of learning, and that it provides an ‘opportunity to 
try out combinations of behaviour that would under functional pressure, never be 
tried’ (p.693).

Socialisation skills are developed in play [8]. Associative play and cooperative 
play are distinct forms of play seen in children from 3 years of age. Associative play 
occurs as children begin to play together. When children engage in more sophisti-
cated cooperative play, typically from around four and a half years, they begin to 
negotiate with others. Social development at this age can be observed by engaging 
in conversation with the child, keeping in mind the age of the child and their devel-
oping language abilities. Questions such as ‘How many friends do you have at kin-
dergarten? What is your best friend? What do you like to do when you play with 
them?’ may elicit an understanding of the child’s social world. It is expected that a 
child aged 3–5 years will enjoy playing with others and may have a particular friend. 
Alternatively, the child could be provided with play-based activities such as draw-
ing a picture or showing with toys how they play with their friends. These types of 
show and tell activities rely less on verbal language ability and allow the child to 
communicate through the language of play.

Erikson [1] suggests that at this ‘play age’ the child understands and comforts 
another, but also responds to affection and praise—given and received. This sug-
gests that as health care professionals engage with children in this context, there 
needs to be a focus on exploring the strengths children exhibit, such as what the 
child does well prior to a medical intervention, throughout the intervention, and to 
unpack positives post intervention. It is acknowledged that concerns and fears 
may be evident in relation to a procedure, however, in the lead up to and through-
out a medical procedure itself, to maximise coping, refine self-regulation skills, 
and to minimise pain, the focus needs to be on the child’s strengths and abilities 
[9]. A child’s attachment with the caregiver is also vital at this stage of develop-
ment. Attachment theory notes the need for a committed caregiving relationship 
with at least one adult fig [10]. and a secure base from which to explore [11]. In 
supporting a child through hospitalisation and medical procedures, Karlsson et al. 
[12] observe that the attachment relationship can be tested. Children typically 
want parents to be present during medical procedures [13] and they should be 
encouraged by nursing and allied health staff to use supportive measures, such as 
play and talk, to meet their child’s needs. In supporting their child through distrac-
tion and/or nonprocedural talk, parents are in fact protecting their child and pro-
viding a ‘secure base’.
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 Language Development

Children aged 3–5 years, in the initiative versus guilt stage, can and do speak in 
sentences, ask questions (many questions), and can answer questions. Typically, 
they can take part in conversation, and enjoy experimenting with new words. Rather 
than seeing questions as trivial or a nuisance, they should be understood to reflect a 
child’s current need to understand and should be responded to with care and consid-
eration. Hospitalisations and medical procedures can provide children with many 
new words. However, it is critical that the practitioner does not assume that a child 
understands these words. When providing a child with a medical term, defining the 
term can provide context and reduce confusion and anxiety. Explaining that ‘a small 
tube will be left in your arm so we can give you medicine when we need to. We will 
take the small tube out when you don’t need the medicine anymore’, is more easily 
understood by a young child, than ‘we need to cannulate you’.

Understanding a child’s ability to take on new knowledge helps the health care 
professional to pitch the language they use about impending medical procedures in 
a way the child can understand. Knowing if a child understands positional words, 
not limited to big and little, and middle and end, can follow simple instructions and 
provide simple answers and recall events, provides health practitioners with an 
understanding of the child’s capacity to understand words that may be used to 
describe medical procedures and to adapt their explanation to the child. When a 
child does not have a context for a word or concept, they will replace it with some-
thing they do understand. For example, the author asked a child if they could tell her 
why they were at the hospital. The child told the author that they were there to have 
a ‘scan’. When asked if he could tell the author about the scan, the child answered 
that he could not tell her, but he could draw it. When the child spoke about the draw-
ing, he described a handheld scanner used in grocery stores. This was his known 
context. Although he was able to recall the event correctly, expected as part of this 
stage of cognitive development, it was a transference of his knowledge, in this case 
a single word, into a different context which created confusion for the child that 
needed to be unpacked with the help of a health care professional. Piaget [14] 
referred to this as assimilation. The child understood what a scan was, however, 
additional information expanded and developed his knowledge of a scan in a medi-
cal context.

 Neurological Development

Neurological development is at its greatest before a child reaches the age of 5 years. 
At this age the brain of a child has developed by 90% [15]. In the period between 
2–7 years of age, further myelination and development of dendrites occurs in the 
brain’s cortex. The left hemisphere, typically involved with language skills, grows 
dramatically. The right hemisphere, which grows throughout childhood, is involved 
in tasks which require spatial skills. As this occurs there is a corresponding change 
in the child’s capabilities. As well as the development of thinking, children are 
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better able to strategise, and control attention and emotion [16], and the child is 
increasingly able to understand their environment. However, in unusual circum-
stances, such as being hospitalised or requiring medical intervention, children will 
need additional support to feel safe and make sense of this unfamiliar environment.

 Play Development

‘Play is a context for learning that allows for the expression of personality and 
uniqueness; enhances dispositions such as curiosity and creativity; enables children 
to make connections between prior experiences and new learning; assists children 
to develop relationships and concepts; stimulates a sense of wellbeing’ ([17], p 10). 
Although play is easily recognised when observed, play has no formal or agreed 
definition. Typically play has broad and general definitions and elements of play can 
be found in, but are not limited to, games, sports, language, competitions, and art. 
Whilst play may appear to have no intended serious purpose, play is important for 
physical, social, emotional, and cognitive development [18]. Jean Piaget [19] theo-
rised that the make-believe play of young children provides them with opportunities 
to play out real-life conflicts and to discover and work through possible resolutions. 
Sutton-Smith [20] suggests that play can be used as an expression of frustration, to 
cope with and manage environmental challenges. Erikson [1] proposed that play 
allows children opportunities to experiment with a range of experiences and to con-
sider possible real-life consequences, in safe settings.

In a medical setting, play can help reduce a child’s anxiety and concerns related 
to their health condition or hospitalisation [21]. Being able to play imaginatively 
can be an adaptive coping mechanism that aids mastery over challenging experi-
ences and provides stress inoculation [22, 23]. Stress inoculation may also include 
play-based activities that encourage muscle relaxation, breathing exercises, cogni-
tive restructuring, and guided imagery. Play can also illicit information about the 
child’s knowledge of their medical condition or treatment. The health care profes-
sional may engage children in art or play-based activities. For example, asking the 
child, ‘could you draw me a picture of the machine that will take pictures of your 
sore arm’, or ‘can you draw on this doll where you are feeling sore’ will give the 
health care professional useful knowledge and insight into the child’s view of their 
medical care.

 Considerations for Nursing and Allied Health

Preschool children are at what Piaget referred to as the preoperational stage of cog-
nitive development [14]. When children are at this stage of development, provision 
of procedural information should include the use of appropriate resources such as 
images, (still or moving), and/or medical props. The use of concrete resources can 
provide clarity to new knowledge. Children who have been supported in this way 
have opportunities to accommodate this new knowledge and will report lower levels 
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of anxiety and pain. Further, this will support prevention of negative distortions or 
exaggerations in the later recall of events. Noel et al. [24] found that children who 
reported high levels of pain immediately following a medical procedure tended to 
overestimate this level over time whilst children who had been exposed to distrac-
tion and coping behaviours were more likely to accurately recall details of the 
procedure.

In terms of the provision of new knowledge, this is most effective for children in 
the preoperational stage if the focus is on external, concrete events. This may involve 
the provision of procedural descriptions, such as what will take place and where, as 
well as sensory descriptions, such as what they might feel, hear, or smell [25]. For 
example, part of the work of the author was to support children to develop strategies 
for the induction of anaesthesia. A variety of tools were used, including images of 
the room where the induction would take place, explanations of what the equipment 
was and what and how it was used in this process (and what would not be used), and 
opportunities to practise the use of a mask for the provision of anaesthetic gases 
(often on a doll first). In this process, children were provided with information about 
the temperature of the induction room and asked if they wanted a blanket to keep 
warm. They could also change the smell of the mask—essence was wiped on the 
inside of the mask to alter the smell to one of their choosing. Supporting children to 
be agentic in how processes are managed further develops coping mechanisms.

Being hospitalised, pain, fatigue, social isolation, and treatment regimens are 
likely to compromise the play of hospitalised children [26]. Adaptive capacities and 
the resilience of children are impacted when unable to participate in playful activi-
ties. Typically, health care professionals focus on the biological facets of treatment 
and are less inclined to address social and emotional facets. Nijhof and colleagues 
note that there is a relationship between stress, play, and resilience in children [26]. 
Children who are stressed or anxious are less likely to engage in playful behaviour 
[27] whilst children themselves report that play is one of the coping strategies that 
they are most likely to use [13]. Shields [28] noted that feeling a lack of control may 
increase in children who are hospitalised, with daily routines interrupted, an unfa-
miliar environment, and with strange and unfamiliar medical procedures. Children 
may behave in ways which suggest defiance as they try to navigate this new environ-
ment. Opportunities that allow the child to show initiative, to be in control, to make 
choices when appropriate, and to use coping strategies where they are actively 
involved, are vital through all aspects of the hospital journey.

 Common Fears and Anxieties

Hospitalisation is rarely a choice children make. What is important for children of 
this age is to explain why hospitalisation needs to occur and to offer choices that are 
realistic for the child. An explanation of why a child needs to go to hospital should 
be clear, developmentally sensitive, and provide opportunities for the child and fam-
ily to ask questions and seek clarification. Lerwick (2017) notes that hospitalised 
children can be subject to psychological trauma, which may manifest as anxiety, 

L. Hallowell



107

aggression, and anger. Hospitalised children also lack control over their environ-
ment and this sense of helplessness, coupled with fear and pain, may cause children 
to feel powerless. Children may fear mutilation, and suffer from guilt, pain, or rage 
[13], often because processes are ill-explained or their voices not heard [29]. Often 
the most significant fear for a child and their family is that of the unknown. 
Explanations to the child and their family may include what has happened or is hap-
pening to their body and an explanation of what the treatment options may be. This 
needs to be undertaken in a way that is developmentally appropriate for the child. 
By involving the family, the fears and anxieties of the family are also minimised. 
When children feel helpless and out of control, the cooperation which is required 
for the smooth undertaking of medical procedures and treatment may be lost. Choice 
empowers the child. Children will feel more in control when they know what to 
expect [30].

 Grief and Loss

Children may feel bewildered in an unknown medical environment, and as medical 
and allied health staff take control over their bodies, they may feel a loss of auton-
omy and control. Further, this sense of loss can be heightened if they feel their body 
is failing them. Pain or changes in mobility are examples of this. Heightened by 
potential misunderstandings of what is happening or about to happen, children of 
this age do not have the ability to understand the complexities of their experience 
and will consider things from their developmental viewpoint. For example, they 
may think that all the equipment in the room will be used on them when in fact it 
may not, or being put to sleep, meaning they will not wake up from an operation. 
Stanford [31] outlines language considerations when talking about pain and proce-
dures with children. He noted that words with dual meanings should be avoided, 
‘put to sleep’ being one. Children who have heard the word ‘sleep’ in the context of 
explaining a death may misconstrue its meaning in a medical context.

 Pain Management

Potentially painful procedures can be supported in several ways to minimise the 
chance of a child experiencing medical trauma. Children need to be reassured that 
there are things they can do, along with their parents and the medical staff to help 
minimise the pain and discomfort they may feel during a procedure. It is also impor-
tant that health care professionals are honest in their explanations. Rather than 
responding to a child that they will not feel pain, statements such as ‘some children 
say it hurts a bit, others are not so bothered’ is a more honest approach. This would 
be followed by reassurance that there are things that can be done to make it easier 
such as medication, distraction techniques, and controlled breathing exercises.

Explanations about the procedure should include a description of why the proce-
dure needs to occur and how it will help them, what happens in the procedure, where 
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it will happen, and what the child might feel. The timing of the explanation is impor-
tant. Timing the provision of new knowledge will influence how readily a child is able 
to attend to, process and act on the new knowledge [25]. Generally, for children aged 
3–5 years, in the preoperational stage, this should be in the lead up, not immediately 
(if it can be avoided) before the procedure happens. Limited new information should 
be provided just before and/or during the procedure. Once a procedure is underway, 
the child will then benefit from assistance in applying coping strategies. Providing 
information about medical procedures too early can increase a child’s anticipatory 
anxiety [32]. Furthermore, children will retain very little information a week after 
being told (Eiser & Patterson, 1983). If information is provided too close to a medical 
procedure, a child will have limited time to process the information or to develop cop-
ing strategies [33]. Ideally children should be provided with information 1 or 2 days 
prior to the procedure. Decisions around timing the provision of new knowledge may 
be further impacted by the child’s temperament and coping style and the type of 
admission. In terms of emergency admissions, there may not be the option to consider 
timing the provision of new knowledge.

Providing choice as to how a procedure may be carried out can also be empower-
ing. For example, a child may be provided with options regarding what position a 
procedure may occur in, for example, they may be able to sit or lie on a parent’s lap, 
hug their parent, or provided with a choice regarding the site of the cannula. Other 
choices could include deciding which clothes/nightwear to pack or allowing the 
child to take off their own clothes during a medical exam and only those which need 
to be removed. Doing this in a way that is sensitive to the need for privacy. Choice 
can also be as simple as asking, ‘I need to listen to your heart and to look in your 
ears, which shall I do first?’ In doing this, it is noted that this needs to happen, the 
choice is in which order. Furthermore, adding why each needs to be done supports 
knowledge development. Small shifts in language can foster empowerment, and the 
development of an environment of trust and safety.

Further intervention after the procedure can also provide comfort. For children 
aged 3–5 years, it can be helpful to discuss what they did well, as this optimises 
their memory, that is their recall is enhanced and distress is reduced [34]. This will 
have positive implications for future medical procedures. There will always be 
something positive you can mention to provide a sense of achievement which can 
support a child to return for a further procedure if required. When ‘bookended’ with 
positive experiences before and after a medical procedure, negative associations can 
be reduced, and positive associations become the starting point for future medical 
interventions [35].

 Therapeutic Play Approaches for Clinical Practice

A key application of therapeutic play approaches for the preschool child is the use 
of distraction techniques during medical procedures. It is important that suitable 
distraction techniques are developed with the children and their family so that 
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everyone has ‘their own job’ to focus on. The types of distraction used will be based 
on the child’s interests, capabilities, and choice. Distraction techniques may include 
‘blowing away scary feelings or any hurt’, blowing bubbles or a windmill, counting 
games, using a search and find book (also useful as a visual block), and mind pic-
tures (where the child describes a picture in their mind and responds to questions 
about it). Counting games can be as simple as counting bubbles, or how many lights 
are on the ceiling. Search and find books, can also be used as a tool for counting. 
Holding the book between the site of the cannulation or procedure and the child, 
creates a visual block and keeps the focus on the book as a distraction tool. It is 
important that the child knows that whilst they are counting or looking for items in 
the book, the procedure will continue.

 Parents as Partners

The impact of hospitalisation is not limited to the child themselves, but extends to 
the entire family [36]. In any intervention to prepare children for medical proce-
dures, families, where possible, should be included. Families also need support in 
understanding what may happen to the child, how the child may be feeling, and 
what they may understand. Families can also be provided with strategies to support 
their child, including creating opportunities for the child to engage in physical and 
imaginative play, and supporting the child to make choices within safe boundaries. 
Giving children the freedom to make appropriate choices and to engage in play 
reinforces a sense of initiative. When health care providers identify and work with 
the strengths of children and their parents, they support the establishment of a trust-
ing relationship. Space should be provided to normalise common fears and anxiety, 
and for the child and their family to have their feelings and perspectives recognised. 
Vasey et al. [44] found that parents want to be involved in their child’s care and in 
supporting the management of pain. Furthermore, parental involvement in medical 
procedures is known to improve the child’s overall experience, reduce anxiety and 
improve satisfaction in care [37].

 Chapter Summary

Within the health care setting children need information/new knowledge provided 
in a way that is age appropriate, developmentally sensitive, and tailored specifically 
to their needs. Furthermore, children need opportunities to engage in suitable play 
activities to minimise the impact of hospitalisations and potential painful proce-
dures, relieve anxiety, assist them to make sense of medical procedures, and support 
the development of resilience. Key to this is the relationship between parents and 
the health care professional, so that sensitive communication occurs to support 
development and coping in children within the medical setting.

Therapeutic Play and Aiding Purpose in the Preschooler
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 Reflective Questions and Activities

• A key element to providing new knowledge about impending medical proce-
dures and hospitalisation to young children is to engage in conversations that will 
elicit information about what they already know. Consider a series of questions 
or playful activities you could use with a young child to unearth this information.

• In discussion with a child and their family, you discover that a previous medical 
procedure had been stressful. Develop a plan for how you would address this to 
support better outcomes for the child and family prior to the next medical 
procedure.
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Therapeutic Play and Instilling 
Competence in the School-Aged Child

Sarah Hickson

Chapter Objectives
At the end of this chapter, you will be able to:

• Demonstrate a basic understanding of the key milestones associated with the 
development of school-aged children 5–13 years.

• Describe Erikson’s fourth stage of psychosocial development, industry verse 
inferiority, and how this applies to the school-aged child.

• Consider the use of therapeutic play techniques to engage the school-aged child 
in a developmentally sensitive manner in the health care setting.

 Introduction

The school-age years are an important stage of development where a child’s social 
world expands. Understanding how children present based on typical developmen-
tal expectations is essential knowledge for health care practitioners. This chapter 
will focus on school-aged children 5–13 years. Incorporating Erikson’s fourth stage 
of psychosocial development, industry verse inferiority, the chapter will explore 
several key elements that contribute to healthy development and instilling compe-
tence in the school-aged child. The use of therapeutic play techniques within the 
health care setting will also be explored.
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 Child Development and Assessment

 Physical Development

Children reach many physical milestones during the school years as their under-
standing of themselves and the world around them develops. It is important to 
acknowledge that some children may progress at a different rate than others depend-
ing on individual circumstances, including genetics, environmental factors and 
early childhood experiences. Some of the common physical milestones children 
may reach at this stage include the ability to distinguish between their left and right, 
independence in self-care tasks such as bathing and dressing, the ability to ride a 
bicycle, jump, skip and chase, as well as an increased ability to use tools, such as 
eating utensils [1]. Children of school age need plenty of opportunities for physical 
activity to assist in building strength, coordination and confidence in themselves 
and their physical abilities. Physical activity can also enhance a child’s academic 
performance, increase their self-esteem and prevent obesity and serious illnesses in 
the future, such as diabetes [2].

During this stage of development, children will have an increased body aware-
ness which may lead to an increase in physical complaints, which may be related to 
their physical development, illness or injury. Regardless of the nature of a physical 
complaint, it should not be dismissed, so that any underlying health condition or 
emotional concerns can be explored. For children who have experienced significant 
trauma, it is not uncommon for these children to complain of physical ailments. 
Whilst these complaints may not have a physical cause they may reflect an unmet 
emotional need. No matter how small or big, health care professionals should 
always check and tend to these ‘hurts’ giving the message that ‘you are important, I 
want to help you with your hurts, and I care about you’.

 Psychosocial Development

Developmental psychologists have theorised about the psychosocial processes 
involved in development. Psychologist Jean Piaget identified four stages of cogni-
tive development. Piaget’s theory explains how the child not only acquires knowl-
edge as they develop but also create a mental model of the world [3]. During the 
school years, a child is said to be at the Concrete Operational Stage. During this 
stage, children become less egocentric and begin to understand that not everyone 
shares their thoughts, beliefs or feelings [4]. Piaget believed that a child’s cognitive 
development was dependent on changes in a child’s cognitive processing ability. 
Piaget observed that children learn and develop in sequence. However, Piaget’s 
theory did not extend to the child in relation to their social context, which in the 
school years, becomes significant. Alternatively, Lev Vygotsky focused on a child’s 
community and believed that it held a critical role in how children learn to make 
sense of the world. He believed that a child’s observations and experiences of the 
community around them will make meaning out of everything they see, learn, feel 

S. Hickson



115

and hear [5]. Unlike other developmental psychologists, Erikson not only examined 
child development but the whole human lifespan, from birth to death [6]. The 
school-age years are known as Erikson’s fourth stage of psychosocial development, 
industry verse inferiority. Successful resolution of the crisis that accompanies this 
stage of development results in the virtue of competence. The developmental stages 
before the school years focus on the influence of caregivers and family members. 
From the school years the focus widens to include the greater social network around 
the child, including peers. These new social interactions influence a child’s confi-
dence, self-esteem and self-concept.

By the school-age years, children can understand emotions in a more complex 
way. They understand that someone else can feel differently and be able to operate 
recursively on this understanding [7]. At this age, children are also more likely to 
make comparisons between themselves and others. A child observing their peers 
completing tasks may discover that they are more or less able than their peers. This 
experience is likely to influence how the child perceives themselves in relation to 
others. In other words, the child may increase in confidence and self-esteem if they 
experience a sense of achievement compared to another child, especially if their 
abilities receive praise and validation from others. Here they gain a sense of indus-
try—they feel competent in their ability. However, a child may decrease in confi-
dence and experience feelings of inadequacy and low self-esteem if they feel their 
abilities are less than those of their peers, here they may experience feelings of 
inferiority.

A child’s early attachment experiences also impact on the development of a 
child’s sense of competence. A child’s strategy of attachment will influence how 
the child responds in relationships. Bowlby [8] believed that if a child experiences 
a secure attachment with a caregiver, they take this security with them into the 
tasks of life. They are less dependent on external validation, less devastated by 
failure and less in need of status to reassure themselves of their own worth. These 
children carry with them a stable, measured and secure sense of who they are. 
When it comes to the school-aged child these early attachment experiences will 
shape a child’s ability to regulate their level of emotional arousal. A school-aged 
child who has experienced a complex and emotionally challenging environment 
with an unavailable or unpredictable caregiver is likely to respond differently to a 
child who has experienced an available and consistent caregiver. If the stages 
before act as a blueprint for what is to come next in relation to the self and others, 
children with difficult attachment experiences may also have difficulty forming 
positive peer relationships which may impact on their capacity to develop a sense 
of industry at this stage of development. Children who have difficulty interacting 
with peers are at risk for social difficulties [9]. Some of these difficulties may 
include an inability to recognise emotions in oneself and others, respond appro-
priately and communicate effectively. This may then lead to future problems with 
mental health, maintaining friendships or low academic performance. A child’s 
eligibility for play and group activities enables them to meet their social needs and 
provides opportunities for genuine personality development and the creation of 
healthy peer relationships [10].
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 Neurological Development

Two important brain growth spurts occur during the school-age years [11]. Between 
the age of 6 and 8 years, there are significant improvements in fine motor skills and 
eye–hand coordination. A second growth spurt occurs between 10 and 12 years, 
where the frontal lobes become more developed leading to an increased capacity for 
logic, planning and memory (Molen & Molenaar 1994). School-age children are 
also better able to plan and coordinate activity using both left and right hemispheres 
of the brain, and to control emotional outbursts. Attention is also improved as the 
prefrontal cortex matures [12].

During this stage the emotional brain also develops considerably. Siegel [13] 
explores the link between social interactions and how the mind develops meaning. 
He describes how meaning making and relationships appear to be mediated via the 
same neural circuits responsible for initiating emotional processes. Emotion can 
therefore be seen as an integrating process that links the internal and interpersonal 
worlds of the human mind [13]. Essentially at this stage, the brain is molded by 
learning and social influences. It is an optimal time for learning because children are 
developing critical and abstract thinking skills. They are becoming more skilled in 
reading, writing and linguistics [14]. In play, they may now be able to create their 
own games with complicated rules. At this age, children need opportunities to prac-
tice and repeat skills such as bike riding, swimming and cleaning their teeth.

Trauma, abuse or neglect can have a negative impact on the developing brain. 
These changes can have lifelong physical and psychological consequences. Perry 
[15] observes the brain’s sensitivity to adverse experiences in early childhood and 
how this has the potential to impact on brain development and emotional, behav-
ioural, cognitive, social and physiological functioning.

 Play Development

The power of play is incredibly profound and is crucial to a child’s development. 
Frequently in the school-age years, there is an emphasis on intellectual development 
which can overshadow social and emotional development. Play can allow children 
to freely express themselves, it is not dependent on how well a child is doing in sci-
ence or how skilled they are at remembering mathematical equations. Play not only 
aids the development of the self but also the development of relationships with oth-
ers. For example, children can learn about turn taking through games with simple 
rules. Learning how to play fairly and equally can help a child develop skills in 
making and maintaining friendships. Games with rules and simple structures can 
also help a child to develop skills that assist them in managing timetables and learn-
ing frameworks at school. According to Vygotsky [16], efficient learning occurs in 
a social context, where learning is scaffolded into meaningful contexts that resonate 
with children’s active engagement and previous experiences. Children learn through 
the enjoyment of the play and increase their confidence, self-worth and sense of 
industry through the achievements they experience whilst playing. Older children 
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tend to become increasingly interested in play involving risk and challenge. For 
example, a child might want to ride their bike down a steep hill or reach the highest 
point of the climbing frame in the playground. As well as learning about their physi-
cal limits, they are developing their problem-solving skills as they negotiate risk 
through play.

Jennings [17] has developed two interweaving developmental paradigms for 
play, Neuro-Dramatic-Play (NDP) and Embodiment-Projection-Role (EPR). NDP 
begins in infancy and continues until 6 months, whilst EPR follows the progression 
of dramatic play from birth to 7 years. By the school-age years, the child is in the 
‘role stage’. The child’s play becomes increasingly dramatised including stories and 
scenes being enacted. At this stage, children build confidence and increase skills in 
communication through being able to play roles in superhero and fantasy stories, 
improvise with new ideas to set a scene and create masks and costumes to develop 
characters. EPR addresses the physical, cognitive, emotional and social develop-
mental stages of the young child. Children can experience EPR through play, dance, 
games, singing, movement, stories and sensory experiences. With myths and fairy 
tales, the child can experience different roles and identities, relationships as well as 
explore risk and resolution. Jennings [18] suggests that competence in NDP and 
EPR are essential to maturity due to their influence on early attachment, formation 
of emotional intelligence, problem solving and conflict resolution. In the school-age 
child, role play will also contribute to the development of the skills needed to navi-
gate the social world.

Through play, school-aged children can feel competent and gain a sense of 
industry. Everyday play is not scored or graded. For the school-aged child, it can 
also help children escape the pressure and focus on academic achievement. An over-
emphasis on academic learning may lead a child to constantly compare themselves 
to their peers. There is a risk for school-age children to feel inferior when the focus 
weighs heavily on academic progression. Every child can be successful and feel 
competent at something if given the right opportunity. Broadening the horizon of 
what these opportunities look like can give every child a chance to experience a 
sense of industry. Play can offer every child a place to grow, learn, achieve and feel 
good about something.

 Considerations for Nursing and Allied Health Care

 Common Fears and Anxieties

Young school children are likely to feel afraid and anxious when engaging with 
services including health and therapeutic care. At this stage of self and social aware-
ness, they may be worried about what is the matter with them or nervous about 
interacting with strange professionals. Children will often use behaviour to com-
municate how they feel, especially in situations of stress and uncertainty. A child 
may become aggressive or withdrawn. This may become problematic for assess-
ment or medical procedures, so it is essential that appropriate therapeutic skills are 
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applied to help create a safe space and foundation of trust for the child. For a par-
ticularly nervous child, allowing time for the child to relax into the appointment is 
important. They will need the support of their parent/caregiver and preparation for 
what to expect. As well as a nurturing and inviting physical environment. Building 
rapport and developing trust with the child will help ease anxieties and lessen the 
child’s fear and anxiety.

 Grief and Loss/Death and Dying

Children have an awareness of death from a relatively young age, although they 
may not fully understand it. Children of school age have the capacity to understand 
the permanence of death [19]. It is therefore important they are provided with the 
facts in an age-appropriate way using developmentally sensitive language. A sensi-
tive approach is needed to avoid overwhelming children with too much information 
that may scare or confuse them. Overly complicated terms and details may be hard 
for a child to understand. Not enough explanation, however, such as saying a person 
has ‘gone to sleep’, may lead to confusion and the false belief that the person is 
going to wake up again. It is best to listen and answer any questions that may arise 
sensitively and honestly, no matter how big or small.

However, loss does not always mean death and can refer to losses including the 
loss of a parent through severed relationships such as divorce, the loss of friendships 
in schools, the loss of a favourite teacher or the loss of an ability due to illness or 
injury. No matter what the loss is, grieving for that loss is important. Children grieve 
and cope differently than adults. They are likely to act out how they are feeling 
through their behaviour rather than verbalise it. They may become withdrawn or 
emotionally reactive. Although expressed differently, children still experience pow-
erful feelings, so it is important their experiences are not minimised. Support needs 
to be developmentally appropriate. Children of school age need to be encouraged to 
grieve and be able to express their feelings both verbally and non-verbally through 
play, art and creativity. Children’s books about death, such as Badgers Parting Gifts 
by Susan Varley, can be read with a trusted adult to help start conversations about 
loss. We know how important play is at any stage of child development, especially 
when words are just too hard. Drawing pictures and telling stories are examples of 
the many ways to help a child express a feeling of loss.

 Pain Management

When a child of school age is in pain, they may not always verbally communicate 
this. Some behaviours that may indicate distress include a loss of appetite, insom-
nia, crying, lack of play, increased sedentary behaviour, irritability and physical 
sensitivity. Therefore, observing how a child is behaving is as important as listening 
to what they are saying. Children will need comfort in times of pain through the 
presence of a caregiver. A transitional object may also provide comfort. The concept 
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of a transitional object was introduced by Winnicott [20]. A transitional object is 
something which represents the mother–child bond. Common examples include 
soft toys, dolls or blankets. By having a familiar object, the child may feel a sense 
of psychological comfort and security in anxious times, such as when receiving 
medical care. This may also minimise distress for a child who may need to separate 
from their parents for a specific medical procedure.

Play can help distract a child during a painful medical procedure, for example a 
puppet could be used to shift the child’s focus from the pain of receiving an injec-
tion. Language considerations are also important. Young children may be prone to 
confuse fantasy and reality. When not provided with the appropriate facts, children 
tend to create a much worse fantasy about a situation than the actual reality. Piaget 
[21] suggested that children not only confuse fantasy and reality, but the mental and 
the physical, dreams and reality, and appearance and reality. A child may see some-
one dressed up as Spiderman and struggle to realise that the person behind the mask 
is in fact not Spiderman. When young children have been provided with accurate 
information, they can more accurately imagine it. Trust and respect need to be at the 
core of our relationships with children. If children are not provided with the truth 
about what is happening to them, in a developmentally sensitive way, they may feel 
lied to when they later experience it and then lack trust in professionals in the future.

 Therapeutic Play Approaches for Clinical Practice

Play is a universal language. Sadly, adults often forget they can speak the language 
of play. Play is something we should always tune in to when communicating with 
and helping children, especially in challenging and anxiety-provoking situations. 
Play techniques can regularly be incorporated into working with children within the 
medical arena. Dolls, puppets and figures can help children understand complex 
situations and help them explain or re-enact how they may be feeling. Medical pro-
cedures can be explained using dolls. A child may also use dolls to explain how and 
where they may be feeling pain or symptoms. By using a doll, puppet or figure 
provides emotional distance allowing the child to explain something difficult in a 
way that feels safe by projecting this onto the toy. Puppets can also be used in sev-
eral ways: children may find it easier to answer difficult questions asked by a puppet 
than directly from a medical practitioner. A puppet may have its own life story that 
the child can also ask questions about, which can lead to the child talking about their 
own story with the puppet.

Having a small play kit in your practice that is inviting is essential. If you are 
working from an office space, consider a corner dedicated to play that will help a 
child to feel relaxed. Play will help engage the child and decrease their anxiety, 
which will lead to a more productive and successful assessment or examination. 
Helpful things to include in this kit for the school-age child could be Lego bricks, 
sensory toys such as play doh, bubbles, slime, paper, colouring pens/crayons, pup-
pets, dolls, figures, simple non-competitive games (such as Story Cubes or Story 
Cards), cuddly toys and soft balls. Sandtrays can also be a great tool when working 
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with children. The sensory nature of sand can help calm children and provide a 
space for them to play out scenarios and create words. A sandtray could be used to 
explain and aid the visualisation of a hospital setting. This could help prepare a 
child for a hospital visit or a medical procedure. You could describe the hospital 
setting by drawing in the sand and explaining where the children’s department is 
and what they may see when they are there. You could ask the child to pick a figure 
for themselves so they can walk through the sand in preparation for their upcoming 
visit. The child may want to choose a strong and courageous animal figure for them-
selves, like a lion, to help them feel brave towards their upcoming medical event. 
Alternatively, they may choose a timid creature, like a rabbit, to help externalise and 
express their fears. Where it may not be possible to use a sandtray, the same activi-
ties can be undertaken through drawing tasks or virtual sandtrays. For all children, 
play is their first language. The more we can use and understand play when com-
municating with children, the more we will understand them. When it comes to 
play, children are the professionals, and we must learn and be led by them so we can 
be the professionals they need.

 Parents as Partners

Fostering a good working relationship with parents is vital. Bowlby recognised the 
importance of supporting parents for positive outcomes for children from the outset 
noting that ‘if a community values its children, it must cherish their parents’ [22, 
pp. 84]. A parent’s support for their child is key in supporting healthy development 
and supporting the child through the challenges that may come with medical care. 
Respect and authenticity with a nonjudgmental approach are advised when working 
with parents. Developing a trusting relationship will help activate the trust of the 
child towards the professional. When children observe positive interactions between 
their parents and the health professional, it indicates that they are safe.

 Considerations for Referral

A child’s experiences in their early years will greatly influence their development 
and functioning in the school years. Identifying concerns as early as possible is key 
to supporting healthy development. An appointment in a health care setting may be 
the first opportunity to observe developmental signs that may indicate a need for 
further referral. A child may attend a medical appointment for a physical ailment 
where it is also reported that they are struggling with learning, reading, attention, or 
memory. In this instance the child may need to be referred for a further developmen-
tal assessment. Children who have experienced significant medical trauma may also 
present with feelings of depression, anger or anxiety, where a referral for counsel-
ling or therapy may be appropriate.
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 Chapter Summary

Many important milestones are reached during the school years. Ability, activity 
and the social world expand significantly. Successful completion of this stage of 
development results in the virtue of competence. The use of therapeutic play within 
the health care setting may aid children to develop a sense of industry and self-
worth and provide each child with the opportunity to flourish and thrive in the 
school years, as they navigate the complex world of feelings and relationships.

 Reflective Questions and Activities

• Consider how nurturing environments can be created in the health care setting.
• What therapeutic play activities might be appropriate for the school-aged child 

during a hospital stay?
• How would you incorporate play into an assessment session with a highly anx-

ious child in your practice? How would you ‘set the scene’? What therapeutic 
play techniques might you use?
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Therapeutic Play, Fidelity, 
and the Adolescent

Phoebe Godfrey, Belinda J. Dean, 
and Natalie A. Hadiprodjo

Chapter Objectives
At the end of this chapter, you will be able to:

• Outline Erikson’s psychosocial framework and the stage of identity versus role 
confusion for the adolescent.

• Describe holistic play development for the adolescent including the role of play 
and relationships in shaping the adolescent brain.

• Discuss ethical considerations in working with and supporting the adolescent.
• Highlight how the practitioner can involve parents/caregivers as partners
• Identify principles for playfully engaging adolescents therapeutically in the 

health care setting.

 Introduction

This chapter will provide an overview of the considerations needed as a health care 
practitioner working with, and caring for, a young person aged between 12 and 
18 years. A span of years is defined through the term ‘adolescence’. A Future for the 
World’s Children? A WHO-UNICEF-Lancet Commission [1] describes adoles-
cence as a critical period of development which results in a window of opportunity 
for developing agency and identity, but also a time of potential vulnerability. It is a 
time when negative or positive habits are formed, such as nutrition, exercise and 
harmful or protective behaviours.
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Erikson’s stages of psychosocial development identify adolescence as a period 
where the individual faces a conflict of identity versus role confusion [2]. This chap-
ter will explore the possible obstacles an adolescent may face as they work to over-
come role confusion and towards an accepted identity and the virtue of fidelity. 
These years include a range of physical, social, sexual and spiritual changes for the 
adolescent. Positive resolution of this stage, like those before it, is critical to the 
development of the personality and the continuing maturity of the adolescent into 
adulthood [3].

The chapter will explore considerations for nursing and allied health care profes-
sionals, with the integration of therapeutic play to support young people and their 
parents as partners within the health care setting.

 Reflection Activity

Consider your own experience of working with adolescents using the following 
prompts:

• You are to begin working with an adolescent in your health care role. What are 
your immediate thoughts and feelings?

• Have you worked with adolescents in the past? What was this like?
• How confident are you in working with an adolescent? Are you confident with 

one age more than another? A particular binary of gender or non-binary status? 
Certain presentations/difficulties over others?

• What are your ‘go-to’ strategies to engage and connect with adolescents? Do 
these differ from those you use when working with younger children?

• What was your own adolescence like? How does your own experience of adoles-
cence inform your view of this stage of life?

Despite adolescence often being perceived as an intimidating developmental 
stage to engage with, once you understand the adolescent brain, and the develop-
mental conflicts they face, it can ease the self-doubt a professional may have around 
their capacity to offer support at this age and stage. In this reflection, and the learn-
ing to follow, we hope to provide space for you to explore adolescent development 
and be curious about their world. Simply knowing that they are developing—that 
they are finding their place in their world and coming into themselves more fully, 
can be useful to hold in mind, so that you can meet them with kindness and uncon-
ditional positive regard.

It can be a scary and overwhelming period for an adolescent, witnessing the 
physical changes of their body, whilst their brains are rapidly rewiring and reorgan-
ising, as they navigate relationships with peers and form their own identities. At the 
end of the day, adolescents need someone who believes in them, cares for them and 
accepts them—just as children need at least one person who believes the sun rises 
and sets with them. Alongside parents, health care professionals can support and 
form positive connections with adolescents who can help grow their sense of self 
and establish their identity.
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 Adolescent Development

 Physical and Psychosocial Development

Of all the stages of life adolescence is the most difficult to describe. Any generalisation 
about teenagers immediately calls forward an opposite one. Teenagers are maddeningly 
self-centred, yet capable of impressive acts of altruism. Their attention wanders like a but-
terfly, yet they can spend hours concentrating on seemingly pointless involvements. They 
are lazy and rude, yet when you least expect it, they can be loving and helpful [4, p. xiii].

Adolescence is generally associated with the secondary school years, physical 
maturation and puberty. It is an intense period that when viewed through a psycho-
social developmental lens can see an adolescent face a combination of anxiety and 
pride regarding physical changes (including forming an opinion of body image) and 
their emerging sexuality [5]. These are just two factors that contribute to an adoles-
cent’s developing self-identity. Erikson identified eight stages of psychosocial 
growth across the lifespan. The stage of development that defines adolescence is the 
fifth stage, identity versus role confusion. Prior to entering this stage of develop-
ment, the adolescent needs to successfully navigate the four prior stages (trust ver-
sus mistrust, autonomy versus shame and doubt, initiative versus guilt, industry 
versus inferiority). Each stage of development is characterised by a psychosocial 
crisis that needs to be overcome and captures potential positive and negative impacts 
on the personality. Whilst an individual may experience both the positive and the 
negative elements at each stage, the goal of healthy personality development is to 
integrate the positive aspects of each stage. The goal for the adolescent is to over-
come the challenge of role confusion to establish their identity and independence as 
they prepare for adulthood.

Erikson [2] recognised that identity formation develops through a recognition of 
one’s abilities, interests, strengths, and weaknesses by both self and others, and is 
the optimal outcome of a crisis resolution process. A complex process that involves 
exploration and experimentation to lead to commitment (which Erikson labels as 
fidelity); through establishing a set of spiritual and religious beliefs; social values 
including relationships and gender orientation; intellectual and political interests 
and/or occupation, vocational or career path, as well as culture, ethnicity, and per-
ceptions of one’s personality traits—all of which contribute to forming a positive 
sense of identity [2, 5].

In western cultures, role confusion may be characterised by excessive anxiety 
and emotional turmoil, seeking independence from parents, or activities previously 
enjoyed [6], separating self-and/or experimenting with new activities and pleasur-
able and/or risk-taking behaviours. Exploring new friendships and conforming with 
a peer group is desired, as the opinion of friends and peers are now highly valued. 
In collectivist cultures, cultural identity and personal identity need to be considered 
alongside each other [7]. When considering the importance of social belonging for 
young people, Goldingay et al. [8] recognise that collectivist traditions such as those 
of Australian Aboriginal, Torres Strait Islander, and New Zealand Māori cultures 
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identify development as a collectivist process that involves passing cultural knowl-
edge and understanding from the previous generation to the next. They further dis-
cuss the importance of identity being formed through oral history sharing including 
storytelling and time with elders, to learn about connections to land, bloodlines, 
beliefs, and values for these specific cultures. Western adolescents consider their 
own story as part of their identity formation which is considered in the literature as 
developing an autobiographical narrative. Early pretend play development supports 
this narrative development (see Chap. 4) as adolescents become the holder of their 
own stories and develop an autobiographical account of past, present, and 
future [8, 9].

How an adolescent views their physical and sexual development heavily contrib-
utes to and impacts on their self-esteem [10]. Powerful influences on an adolescent 
during this time, include evaluations of others’ perceptions of and attitudes towards 
one’s body, and the media (e.g. social media, advertisements, magazines, music 
videos, video games, movies, and the fashion industry). Difficulties navigating this 
time of psychosocial development can see one move towards adverse health and 
social outcomes. These can include psychosocial problems such as eating disorders, 
depression, and substance misuse or abuse, all of which can contribute to future 
psychosocial vulnerabilities in adult life.

Carefully targeted access to developmentally appropriately learnings associated 
with this stage, include an educational focus, exposure to different body types (for 
example in social media and friendship groups), and an understanding that their 
feelings and thoughts about their body are not unique to them, but in fact universal 
at this age, as well as having support from family and friends, and adult mentors 
who can promote and positively influence the adolescent’s adjustment to their bod-
ies. Searching for identity in the period of adolescence is best supported by enabling 
them to explore parts of themselves, “Who am I?”, and the world around them, 
“Where and how do I fit in?”. These two elements, individualistic and contextual 
components [11], are what enable an adolescent to navigate towards their known 
and accepted identity.

To support adolescents to achieve a sense of identity, they should be encour-
aged to explore different roles, opinions, and preferences; be empowered to make 
choices and reflect on their experiences. They need to be able to explore a variety 
of activities, relationships, and lifestyles before they can decide and settle on their 
own viewpoint, set of values, and preferences within life. This process of examin-
ing their own perspective, making social comparisons, and evaluating what they 
know about themselves and what others think of them, supports them in moving 
towards knowing what makes them unique as an individual. An additional context 
to consider for adolescent is their online identity. Many adolescents have a digital 
avatar as well as a modified version of themselves (digital persona) which they 
choose to share online [12]. Despite positive and negative impacts associated with 
online versions of self, it is interesting to consider the intersection between ado-
lescents’ personal identity and online identity in relation to the adolescent’s con-
sideration of self.
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 Play Development

Play is seen at all ages, stages, abilities, and across cultures. Play does not discrimi-
nate; it is a universal language. Many authors describe play in various ways, but 
there is a united acceptance that play is complex. It can present in all different man-
ners, with a range of resources and toys, or with little to none, it can be a social or 
an individual task, it can happen in almost any environmental context, primarily 
allowing the individual to lose a sense of time, and to volunteer their self into their 
play world. Play develops across the lifespan and may ebb and flow in various for-
mats and intensities. It may look different for a 2-year old compared to a 20-year 
old. However, play in childhood can be viewed as a precursor to play as a lifetime 
activity, which contributes to wellness in adulthood and across the lifespan [13].

As shown in the holistic play development diagram (see Chap. 4, Fig. 1), adoles-
cence and Erikson’s stage of identity versus role confusion aligns with the later 
stages of play development as identified by Sue Jennings. The Embodiment-
Projection-Role (EPR) paradigm considers the progression of dramatic play in chil-
dren [14]. This development of EPR is essential for early attachment as well as 
building a strong base for independence and identity. Integrating EPR through play 
supports creativity and imagination development and builds opportunities for con-
flict resolution, resilience, and problem solving, all of which build a strong sense of 
self [14]. Prendiville [15] explains that any disruptions to this sequential process can 
impact the child given the influence of the previous stage on the next, however, 
points out that adults also engage in embodiment, projective, and role play. 
Adolescents who have missed earlier stages of play development may re-enact these 
earlier stages to ensure they understand themselves as a separate person (embodi-
ment), understand their emotions, thoughts and become aware of others (projective) 
and understand relationships and build empathy through seeing the viewpoints of 
others (role). Within play, the adolescent “can explore and engage in new behav-
iours and roles, be exposed to different interests, establish likes and dislikes, and 
socialise with an array of social groups, thereby developing skills, patterns of 
behaviour, and self- identity” [5, p. 97].

 Neurological Development

The holistic play development illustration also shows how adolescence and Erikson’s 
stage of identity versus role confusion align not only with play development but also 
with brain development. In particular, the development of the more complex parts 
of the brain such as the cortex, parts of the brain responsible for complex functions 
such as judgement and decision-making. These higher parts of the brain develop 
into adulthood and remain plastic throughout life. During adolescence, the brain is 
also undergoing a period of significant reorganisation, which in part may explain 
why this stage of life is marked by such intensity. During this stage of development, 
the brain undergoes structural changes, alongside the growth and pruning of syn-
apses in the brain [16]. The brain develops in a sequential and hierarchical fashion 
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from the lower more primitive parts of the brain responsible for survival, such as the 
brainstem, to the limbic system or the emotional centre of the brain, through to the 
thinking brain or cortex [17]. Successful development of these higher regions of the 
brain relies on the lower parts being provided with positive experiences within the 
early attachment relationship to shape these foundational parts of the brain. Adverse 
childhood experiences, such as repeated experiences of trauma, abuse, or neglect, 
that occur during the development of the lower parts of the brain will impact on the 
formation of the higher parts of the brain. An adolescent who has experienced 
adverse childhood experiences may struggle with functions that are managed by the 
lower brain, such as self-regulation, which in turn will impact on higher brain func-
tions, such as the capacity to empathise and take the perspective of others.

Perry [17] identifies six core strengths of healthy brain development that become 
possible as the brain develops from the lower parts of the brain up: attachment 
(making relationships), self-regulation (containing impulses), affiliation (being part 
of a group), attunement (being aware of others), tolerance (accepting differences), 
and diversity (valuing differences). For the adolescent, the core strengths of affilia-
tion, attunement, tolerance, and diversity, require experiences that shape a healthy 
brain across the lifespan. Perry further identifies six R’s that comprise positive neu-
rodevelopmental experiences that aid healthy brain development and the strengths 
above. Experiences must be relevant, repetitive, relational, rhythmic, rewarding, 
and respectful [18]. Each of these R’s can also be applied to the adolescent in the 
health care setting.

Relevant Therapeutic activities need to be relevant to the area of the brain that you 
hope to influence. For example, if an adolescent is dysregulated and needs assis-
tance in regulating the lower stress networks of the brain, therapeutic activities need 
to be relevant to this part of the brain. The lower brain speaks the language of sensa-
tion and activities that are somatosensory may be useful to soothe and regulate this 
part of the brain such as art, music, movement, dance, yoga, or sensory play.

Repetitive The lower brain requires repetition to regulate, this is why music, drum-
ming, dance, and other rhythmic activities have a soothing effect. Furthermore, cre-
ating an environment that is predictable with a clear routine, provides structure and 
a sense of safety. This can be especially important for an adolescent who is facing 
the uncertainty that comes with medical treatment.

Relational Humans and their brains are born for connection and relationship. 
Positive relationships with health care professionals will help regulate the stress 
response system and can help create positive physiological states that support health 
and healing [19].

Rhythm Refers to the rhythm in a relationship and the importance of attunement. 
This is especially key in the early attachment relationship or early stages of rapport 
building. For the adolescent this requires the health care professional to attune and 
attempt to see the world through their eyes.
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Rewarding This refers to experiences that activate the reward biology in the brain. 
A key reward hormone is dopamine which can be activated through positive rela-
tionships and play. Alternatively, it can also be activated in unhealthy ways through 
drugs, alcohol, food, self-harm, and risk-taking behaviours [18]. Play is unique as it 
is closely aligned with the reward pathways in the brain, which is why play is asso-
ciated with laugher and joy [20].

Respectful Health care professionals should show respect for an adolescent’s 
racial, cultural, and religious background to further create a sense of safety.

 Considerations for Nursing and Allied Health Care

 Ethical Considerations

Ethical considerations are paramount for the adolescent client. Considerations 
around privacy and confidentiality as well as the adolescents’ rights (see Chap. 4) 
need to be at the forefront of the practitioners’ thought process when assessing each 
client. As adolescents work through Erikson’s stage of identity versus role confu-
sion, they are developing their sense of self and their place in the world. With this 
comes fears and anxieties around their self-perception and others’ perception of 
them. They may be afraid to speak about sensitive topics if they do not feel safe and 
comfortable. Being non-judgemental, showing unconditional positive regard, being 
fully present and congruent with the adolescent, are core therapeutic skills that build 
trust and allow the adolescent to feel accepted, and express their concerns fully.

Psychosocial assessments such as the HEEADSSS framework (Home environ-
ment, Education and employment, Eating, peer-related Activities, Drugs, Sexuality, 
Suicide/depression, and Safety) work to maximise communication and minimise 
judgement. This process occurs by asking open-ended questions that progress from 
less threatening questions to more intrusive questions to allow the practitioner to 
build rapport and trust whilst also finding out crucial assessment information [21]. 
See the following examples from each category:

Home Who lives with you? What does home mean to you? What would I expect if 
I came to visit you at home?

Education/Employment How often are you attending school at the moment? Are 
you engaged in any employment or making money in any way?

Eating What do you consider healthy eating to be? Would you say your diet is in 
line with that? If not, what are the barriers that you can think of?
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Activities What do you do for fun? If you could spend a whole day doing some-
thing, what would it be?

Drugs Does anyone you spend time with drink, smoke, or take any other sub-
stances? Do you join in these activities? What would be a typical amount for you to 
have of this substance?

Sexuality I wonder if you can tell me about any relationships you have been in or 
anyone you have dated or had sexual encounters with?

Suicide, Self-harm, and Depression Do you feel like there is nothing to live for? 
Do you feel like everything is too hard and you want to give up? Have you ever 
expressed these feelings to anyone else or really wanted to act on them? Have you 
found ways of doing things to your body that help to either take the pain away or 
allow you to feel some pain (stop the numbness?)

Safety What sort of things help you to feel safe? Is there anyone in your life that 
helps you to feel safe? Is there anyone in your life who makes you feel unsafe?

When working with an adolescent, just like with any aged client, it is important 
to establish the boundaries and orientate them to what to expect as a part of this 
professional relationship. Depending on the age and capacity of the client—this is 
framed and communicated in different ways—but the end message is the same. You 
need to establish a safe space that enables you as the health care worker to hold and 
be with the client—in this case, the adolescent. In addition to maintaining a warm 
and accepting relationship, one must be clear and communicate the expectations, 
the importance of confidentiality, privacy, and safety. Where possible it is also 
important to provide the adolescent with choice.

The following principles can be used when communicating with adolescents:

• Adopt a warm, friendly, and accepting manner.
• Increase feelings of safety by ensuring the adolescent understands privacy and 

confidentiality.
• Convey feelings of safety using verbal and non-verbal communication such as a 

gentle voice, and open body language.
• Respect the adolescent’s capacity to contribute to their health care needs.
• Offer choice where possible. For example, in relation to their daily schedule (e.g. 

when to have a shower and when to have visitors), or care requirements (e.g. 
dressing their own wound with support and taking their own temperature).

• Use empathy and reflect the adolescent’s thoughts and feelings in a non- 
judgemental manner.

For example, an Occupational Therapist introducing themselves to an adolescent 
patient for the first time may say something like, “Hi John, it’s wonderful to meet 
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you. My name is Jenny and I’m an Occupational Therapist. I’m really looking for-
ward to getting to know you. My job is to help you get ready to return home. Some 
of the things we need to discuss may seem a bit personal. Nothing that you tell me 
will be shared with anyone else, unless I’m worried that you are at risk of getting 
hurt, then I will need to share this with other people to keep you safe. I’ll be coming 
to see you every day this week. You have the choice of a morning or afternoon ses-
sion, what would you prefer?”

Reflective Activity

Using the above principles produce a statement that you could use to introduce 
yourself to an adolescent client in your current context and role. Consider how you 
would feel asking this client some of the questions in the HEEADSSS assessment. 
Practice with a colleague or family member to see how it feels asking these open- 
ended questions using the guidelines above.

 Parents as Partners

As adolescents establish their identity, there may be a tendency to seek indepen-
dence from their parents/caregivers. It may then be difficult to know how and when 
to bring parents/caregivers in to further support the adolescent. Just like with 
younger children, in some cases they may prefer for an adult guardian to be present 
and close by, and this should always be an option. In instances of medical care, the 
adolescent may also revisit early stages of development and seek out greater prox-
imity and nurturing from their caregiver. In other cases, an adolescent may be trying 
to establish their independence and wish to be more autonomous.

Considerations for working with parents/caregivers:

• Know why you need to speak with/engage the parent/caregiver and be transpar-
ent about this with the adolescent.

• Invite the adolescent to be present or contribute to parent/caregiver meetings. If 
they choose to be present, facilitate an open and respectful space where each 
member has an opportunity to contribute and be heard.

An adult does not have to agree with the adolescent’s wants/desires or emotional 
needs—but should recognise and accept these as important to the adolescent at this 
present time. Legally, in Australia, mature minors can make their own medical 
choices so long as they are deemed competent. Generally, the adolescent needs to 
understand what it is they are consenting to regarding their treatment, what the risks 
and benefits are, and alternate options [22]. It is ideal to have parents or carers 
onboard and for transparent communication to occur, however, if it is deemed in the 
best interest of the adolescent to have treatment (for example commencing contra-
ception) the health care provider and adolescent can determine the best course of 
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action independently without parental consent. This is important to keep in mind 
when working with adolescents and within a multidisciplinary team. It is also 
important to consider the adolescent’s adult support network, and whether there 
may be another adult within their network who they feel more comfortable involv-
ing for personal support, for example an Aunty/Uncle, or Grandparent. This may be 
particularly appropriate in collectivist cultures.

The best support an adolescent can receive by the adults in their team, are adults 
that display consistency, care, and availability [6]. It is often the case that parents/
caregivers want to offer advice, and in the process may unintentionally dismiss the 
adolescent’s feelings or perspective and what they view as helpful or problematic. 
As a health care professional, you can demonstrate a genuine curiosity in the ado-
lescent’s perspective and model this for the caregivers.

 Therapeutic Play Approaches for Clinical Practice

Although chronologically it is not common for one to think of adolescence as a 
developmental period of playfulness—play is important to all stages of develop-
ment. Play provides relive and release and can be a valuable tool for soothing anxi-
ety in the medical setting. With the cognitive shift to formal operational thinking 
and the increased capacity of adolescents to engage in conversation, be insightful, 
and use abstract thinking, it is commonly thought that talk-based strategies are most 
appropriate. However, as was discussed in relation to brain development, adverse 
childhood experiences, trauma, loss, and grief, may make it difficult for the adoles-
cent to effectively communicate and express their thoughts, feelings, wishes, and 
needs. Increased emotional conflict at this stage of development may lead the ado-
lescent to be more receptive and better able to communicate and engage in play- 
based and expressive art activities or therapies [6]. Kottman [23] recognises that 
there is a limit to cognitive-based therapies for this age range as whilst they may be 
able to process the content shared, they may have difficulties in finding and choos-
ing words to express the depth of their own experiences, and in viewing multiple 
perspectives of the more abstract/less tangible experience that the conversation has 
to offer.

Play and playful approaches support a sense of safety by taking the pressure 
away from the ‘problem,’ ‘diagnosis’, and/or ‘fears,’ that may exist as a part of the 
adolescent’s medical or treatment journey. Play can also increase positive emotions 
and lift the adolescent’s spirits. Play and expressive art activities can support an 
individual who may need to communicate without words, but can describe their 
own creations, and can hence offer insight into the metaphor of their experience. 
Conversation may or may not be present during these activities. Sometimes free 
expression, being in nature, or having some music on during these tasks can be 
beneficial [24]. Consideration should also be given to mobility restrictions due to a 
medical condition, surgery, or other difficulties when planning therapeutic play 
activities.
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Within a medical setting technology may be especially suitable given its acces-
sibility. Technology offers adolescence a world of resources for emotional and self- 
expression, social engagement, communication, and connection. Fear often exists 
surrounding the digital and virtual reality worlds of the ‘unknown’ [25], but when 
used in intentional and positive ways, they can support adolescents, particularly in 
a health care setting where access to more traditional expressive resources may be 
limited due to space, noise disturbance, and/or hygiene concerns. The digital and 
virtual reality worlds can offer experiences such as photography, photo stories or 
blogging, videography, free expression through mandalas, virtual colouring and 
painting, guided imagery, or meditation apps such as those offered through Smiling 
Mind and Headspace or the VR apps such as Tripp, Virtual Sandtray app, or other 
printed materials such as blank comic stories pages see picklebums, or interactive 
games such as Rory’s story cubes (including the medic version) [26].

 Consideration for Referral

As has been identified across this chapter, adolescence constitutes a time in which 
the individual faces significant neurological, physical, social, and emotional 
changes and experiences as they work towards forming their own identity. Some 
adolescents will face specific issues such as depression and suicidal thoughts and/
or idealisation, self-harm, body image issues, and/or drug/alcohol abuse. These 
issues warrant referral to specialist support so that the individual may be best sup-
ported to overcome these challenges and move towards finding and accepting 
their own identity.

 Chapter Summary

This chapter has provided an overview of adolescence as viewed through Erikson’s 
psychosocial stage of identity versus role confusion, highlighting the conflicts and 
challenges an adolescent may face on their path to identity formation. Genuine care, 
openness, and respect for the adolescent will increase the adolescent’s feelings of 
safety, trust, and comfort across their health care journey. Knowing when, and how 
to engage other significant adults, including parents and caregivers as partners, as 
well as utilising developmentally appropriate playful approaches will support posi-
tive health outcomes for the adolescent.

 Reflective Questions and Activities

• Take a large piece of paper and create a body outline on a large sheet of butcher’s 
paper. Take some time to brainstorm experiences in adolescence that may lead to 
identity formation. Write these inside the body outline. Next brainstorm experi-
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ences in adolescence that may lead to role confusion and list these experiences 
outside of the body outline.

• Now that you have completed this chapter and the reflective exercises through-
out, how would you now rate your confidence in working with adolescents?

• What is one strategy that you can apply to your current context or health care 
practice?
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Preparing Jess for an Allergy Assessment

Michelle Perrin

Objectives
At the end of this chapter, you will be able to:

• Understand the importance of the therapeutic relationship in the process of re- 
framing traumatic experiences.

• Consider the unique needs of the child and family in developing individual cop-
ing plans.

• Develop awareness of strategies to support children and young people during 
needle-related procedures.

 Introduction

If you are distressed by anything external, the pain is not due to the thing itself; but to your 
estimate of it; and this you have the power to revoke at any moment—Marcus Aurelius

There is an increasing prevalence of asthma and allergic disease in children and 
young people [1]. It is estimated that around 20% of the global population are 
impacted by asthma, allergic rhinitis, atopic dermatitis, or food allergies [2]. 
Symptoms and severity of disease vary; however, it is understood that for many 
there is a significant psychosocial impact and reduced quality of life [2, 3].
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The immune system is composed of organs, cells, and proteins throughout 
the body. It is responsible for fighting infections and protecting the body. 
Immunology and Allergy Specialists diagnose and treat a range of Immunology 
disorders including those stemming from underactive immune systems (immu-
nodeficiencies); and overactive immune responses, such as allergies and auto-
immune disorders. Children at risk of serious illness or with severe symptoms 
may require hospital visits; regular outpatient appointments; and frequent 
treatments to assist in managing symptoms [4]. Treatment varies, however, 
there are some common interventions, such as skin prick testing (for allergies); 
immunotherapy, to manage symptoms relating to allergic disease; venipunc-
ture; oral food challenges; oral and intra-dermal drug challenges; and dressing 
routines to manage eczema. In this chapter, we look at Jess’ experience with 
allergen immunotherapy (AIT) and venipuncture. AIT results in a reduction of 
symptoms to allergy as tolerance is developed through regular, increasing 
doses of allergen extract. AIT can be delivered by regular injection or, in some 
cases daily oral medication [5]. In Jess’ case, she attends the Allergy and 
Immunology outpatient clinic monthly for injection to manage severe allergic 
rhinitis.

The Allergy and Immunology team provides both inpatient and outpatient ser-
vices. We are composed of two Consultant Immunologist’s, a rotating Registrar, a 
Clinical Nurse Consultant (CNC), two Clinical Nurse Specialists (CNS), Dietitian, 
Child Life Therapist (CLT), and administrative staff. My role as the Child Life 
Therapist involves supporting children and families through their healthcare experi-
ence; to develop strategies to engage in and manage treatment and support ongoing 
child development.

We notice that several children present to clinic with anxiety—due to previous 
healthcare experiences; relating to their disease; and in some cases, generalised 
to their daily life. Many parents of children with severe food allergies describe 
feelings of anxiety, especially around accidental exposure. This is not surprising 
given the degree of vigilance that is required to prevent such exposures. Patel 
et al. described children with food allergies, and their families as being signifi-
cantly impacted emotionally, socially, and financially [6]. Others support this 
view and purport that separation anxiety in children with food allergies is expe-
rienced to a greater degree than siblings without food allergy [7]. A recent study 
has shown that there is an increased psychosocial impact for children who have 
had two or more exposures in the past year; and those whose parents have 
reported anxiety [8]. It is recommended that clinicians screen for anxiety and 
provide appropriate support and referrals [6, 9]. The Child Life Therapist sup-
ports children with anxiety or distress in the context of their medical condition 
and treatments. Children and families whose lives are significantly impacted are 
provided with referrals to external services such as psychology, play therapy, or 
counsellors.
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 Introducing Jess

 The Clinical Setting

This case study evolves in a tertiary hospital with a large catchment area providing 
specialist paediatric services to children and young people from regional and rural 
areas. It is attached to an adult’s hospital, sharing some of the services such as radi-
ology, emergency, pathology, and operating theatres. There is a great deal of activity 
with staff, patients, and visitors moving hurriedly about, the buzz of coffee machines 
in the cafeterias contributing to the cacophony of sounds, bright lights, big open 
spaces with high ceilings, and a myriad of smells. It is no wonder that some visitors 
describe a sense of feeling overwhelmed.

Visitors enter the hospital beside the emergency department and make their way 
past pathology to attend children’s outpatient clinics. Before arriving for their 
appointment, they will have walked past two areas that have the potential to trigger 
an unpleasant memory. Families sit in the waiting room, sometimes for an extended 
period. This space was designed with consideration to a paediatric population; how-
ever, it is a large open space, with bays of fixed seating, and limited access to appro-
priate toys. This area does not contribute to soothing or calming an aroused child. 
Clinic rooms are neutral in colour, have a treatment bed, desk with computer where 
the clinician sits, and chairs for the patient and family. The environment, uniforms, 
and general order to this scenario serves important functionality, however, each of 
these subtle messages communicate an imbalance of power, and resultant loss of 
control for patients and families [10]. As space is limited, Child Life Therapist’s 
often see children in these clinic rooms, sometimes with others coming and going. 
Goodyear-Brown poses the question of whether the therapeutic space communi-
cates felt safety that is required for children to take risks, leading to growth [11]. As 

Jess was referred to Child Life Therapy by an Immunologist for commence-
ment of monthly immunotherapy injections. These injections will continue 
for around 3 years and occasional blood tests will be required. When I met 
Jess, she was almost 7 years old, she lives with her parents and two siblings in 
a small rural community around 1 ½ h from the hospital. She spent a short 
time in the neonatal intensive care unit (NICU) at birth and has had two hos-
pital admissions via emergency departments for regular childhood accidents 
and illness. The Immunologist was concerned that injections would not be 
tolerated as Jess had been apprehensive at her last skin prick test and had 
described her fear of needles as ‘off the scale’. The Immunologist described 
Jess as a delightful young girl who was able to clearly articulate her worries. 
Jess has been diagnosed with a sensory processing disorder. There has been 
discussion about assessment for autism spectrum disorder with their GP, how-
ever, the family felt that Jess was managing and did not feel it to be necessary 
at this point.
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described above, there are obvious challenges to providing this felt safety in the 
healthcare environment and to do this each child’s unique needs must be considered.

Activity one: Refer to end of the chapter for further exploration of the impact of 
the healthcare environment.

 Assessment

Gathering as much information as possible to inform interventions is essential to 
build a care plan that supports each child and family. A care plan should have the 
goal of building resilience and minimising the potential for iatrogenic trauma [12].

Each child and family bring with them important stories that provide insight into 
the development of their own coping plan. A child’s temperament, level of anxiety, 
exposure to medical procedures, parental stress, and parental support, all influence 
how a child responds to their illness and treatment [13]. Assessment can take many 
forms and should consider all perspectives. The ‘Emotional Safety Framework’ [12] 
explores a comprehensive approach to risk assessment for medical stress and lists a 
range of formalised assessments, such as the Psychosocial Risk Assessment in 
Pediatrics (PRAP) tool [13].

 Learning More about Jess

Reflection
Often, Child Life Therapists find themselves pressured to ‘come and fix 
things’, when the child is already in the procedure room distressed. As my 
practice has evolved, I have gained the confidence to insist on a pause in treat-
ment to allow a thorough assessment and to plan appropriate interventions. Of 
course, there are times due to urgent clinical concerns, it is not possible to 
wait. In these moments it is essential to make decisions quickly with the 
patient and family, communicate the plan to the team, and to advocate for 
adequate sedation if required. Debriefing with the child, and family as well as 
staff should not be overlooked in these situations and follow-up interventions 
to process the medical procedure should be supported.

Activity two: Refer to end of chapter to consider assessment and interven-
tions for a toddler requiring a blood test.

Prior to meeting Jess, I gathered information from a variety of sources to help 
me plan for our first meeting in clinic. These included:

 1. Discussion with familiar clinicians to provide insight into coping and 
engagement.

Clinicians explained that Jess had taken a long time to come around 
to agreeing to skin prick testing—she had a lot of questions and sought 

M. Perrin



143

Reflection
When talking with Jess’ mother I became curious as to whether her repeated 
exposure to distressing medical procedures was contributing to her bedwet-
ting and her tendencies for impulsive aggression, hyperactivity, and social 
withdrawal. My learning around trauma suggested that her internal alarm sys-
tem might be in overdrive, making it difficult to remain in emotional control 
[14, 15].

control by wanting to feel the lancet herself. Jess did agree to the pro-
cedure and watched whilst it occurred.

 2. Reviewed previous medical notes and correspondence.
There was limited information in previous notes that described her 

coping with hospitalisation despite her mother reporting difficult expe-
riences in the emergency department 2 years prior.

Jess was on a waiting list for a urology appointment due to frequent 
night-time enuresis.

 3. Phone conversation with Jess’ mother.
Jess’ mother was keen to engage and reported that Jess has a diag-

nosed sensory processing disorder. She attends mainstream schooling, 
achieving well academically. She has some difficulty engaging socially 
with peers but has a small group of like-minded friends. She has been 
described as hyperactive and has occasional aggressive outbursts at 
school and home which appear to be in response to being overwhelmed 
or bored.

She has had seven blood tests in the past 2 years, all of which she has 
been restrained for in local pathology services. She has a background of 
asthma, and eczema, which is well managed. Her mother was con-
cerned about the immunotherapy injections and felt that she would be 
best told on the morning of the visit given her likelihood to become 
more distressed.

Due to visitor restrictions relating to COVID-19 only one family 
member could attend clinic. It was decided that Jess would attend with 
her father. There were no specific calming tools that the family identi-
fied when Jess became overwhelmed. It was suggested that she would 
need time to ask questions and would enjoy exploring sensory and 
fidget toys. In this conversation, I reiterated the process of immuno-
therapy injections. It is important that the carer has a good understand-
ing of what will occur, so they provide accurate information to the child.
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 Building the Foundation—The Therapeutic Relationship

‘There is no greater agony than bearing an untold story inside you’—Maya Angelou

There is much discussion in the literature around the emotional effects of medical 
procedures on children if not well managed:

• Early medical experiences leave an imprint on children, and a trauma response 
may be elicited when a child feels helpless, perhaps magnified if they were 
restrained [14].

• Frightening experiences in healthcare, such as undergoing painful or distressing 
procedures can cause treatment-related, or iatrogenic trauma [16].

• Medical procedures can be stored as traumatic emotional memories [17].

It could be assumed that given Jess’ admission to NICU, and repeated frighten-
ing medical experiences involving restraint, that there was potential for medical 
traumatic stress.

The therapeutic relationship is perhaps the most vital aspect in supporting a child 
who has experienced medical traumatic stress. McInnes describes how Anna Freud, 
believed that children were able to play out their unconscious thoughts and discuss 
their conscious thoughts in the context of a facilitated environment and therapeutic 
relationship [18]. The therapeutic relationship develops in the presence of the three 
core conditions of empathy, congruence, and unconditional positive regard. These 
conditions were first introduced by Carl Rogers as some of the necessary conditions 
for change to occur [19, 20].

This relationship is important in the context of the medical environment as 
children can easily become hyper-aroused, or hypo-aroused when triggered by 
sounds, sights, and smells of equipment that has previously caused distress. 
When they become dysregulated and do not feel safe, they lose the capacity to 
engage [21]. In the face of potential danger, the vagal nerve prepares us to fight 
or flee. In this stress response, we are not able to utilise our brain’s full potential 
and require co- regulation [22]. The sensitive therapist can co-regulate the child 
and support them to expand their window of tolerance—the space in which they 
remain regulated and can function effectively [23], increasing their capacity 
to cope.
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 Drawing by ‘Jess’—“Us playing together whilst Dad waits’

 Meeting Jess

I had many questions around what happened to Jess, and how that would 
shape our time together. I was armed with a range of fidget and other sen-
sory items to explore and was looking forward to building a relationship 
that I was hoping would, over time, support a change in her perception of 
treatment. I found a young girl sitting next to her father, picking at her 
fingernails, eyes downcast, repeatedly scanning the room, taking in all who 
entered. I sensed a frightened child who was on high alert for danger. To 
support her need for safety I positioned myself on the floor, allowing plenty 
of space between us. Jess made eye contact with me when I intro-
duced myself.

She quickly noticed the sensory toys and reached out for one. At that moment, 
a nurse entered the room and Jess’ eyes darted to the door, noticing the 
yellow kidney dish she was holding. Jess moved under the chair, clutching 
the legs and began to scream ‘she’s got the needle, she’s going to hurt me’. 
The nurse withdrew from the room, however, Jess remained in this position 
repeating her mantra. In this moment I noticed that her father remained 
calm and gently reached down placing his hand on her back. This act 
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 Interventions

Play relating to a child’s medical experience allows them the opportunity to share 
their story, gain empowerment, experiment with different endings and re-interpret 
traumatic experiences [24]. Early developmental theorists Freud, and Erikson both 
valued the use of play in processing traumatic events to gain meaning and control 
[18]. Loose parts play, which can include a range of medical equipment as well as 
any other resources available, such as craft supplies or items found in nature, allows 
children the opportunity to gain mastery and empowerment in a creative and fun 
way. Children can learn about their illness or treatment and experiment, creating 
meaning out of their healthcare experience [25]. Using the skills of tracking and 
empathic responding the therapist can facilitate a child-centred approach to medical 
play allowing the child to feel acceptance and unconditional positive regard, 
enabling an environment in which to express whatever they would like to explore in 
their play [26].

When facilitating medical or traumatic play it is important to be mindful that 
even play experiences and discussions may trigger a significant emotional response 
and should be titrated to support the child’s coping.

Charles Schaefer defines the ‘Therapeutic Powers of Play’ in four domains—
Facilitates Communication, Fosters Emotional Wellness, Enhances Social 
Relationships, and Increases Personal Strengths [27]. Many of these core agents of 
change were enacted with Jess. I draw attention to the category of ‘Fostering 
Emotional Wellness’ where he describes the agents of change as catharsis, counter-
conditioning of fears, abreaction, positive emotions, stress inoculation, and stress 
management. Our play experiences enabled Jess to gain control in the environment 
and take charge of her fear which is essential to make change [28].

showed me that he was a supportive presence, and he was demonstrating 
that he was with her in this moment.

Jess remained highly aroused for some time, we moved rooms to give us 
space and lessen her perceived threat. Jess held on to the chair as we 
moved, keeping a physical barrier from danger. The team were in agree-
ance that we needed to provide a safe and positive first experience of 
immunotherapy to influence future interventions and reduce the chance of 
further trauma. They were fortunately supportive of time, allowing myself 
and her father to assist in regulating her back to a safe place.

I continued to play with the sensory toys, commenting on the textures as I 
went. Jess slowly released a hand from the chair and picked up a slime ball 
set inside a net, squeezing it hard and pounding it into the floor. Tracking 
her motions as we went, she returned her gaze to me, and I validated her 
fear. ‘You felt frightened when the nurse brought the needle into the room’. 
Jess quietly nodded.
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 Strategies to Support Needle-Related Procedures

There are many and varied strategies to support children and young people requir-
ing needle-related procedures. The key message would be to ensure a comprehen-
sive assessment is undertaken to inform what may be useful for each child.

Like adults, children (even some young infants) and young people have different 
coping styles. Some prefer to attend to what is happening to feel in control and 

Reflection
Jess had the option to pause the play when she needed. The play interruptions 
of dancing involved jumping, twirling, and highly physical movements. I felt 
that this was her instinctive way of using rhythmic movements for brainstem 
regulation when she became overwhelmed.

Due to distance from the hospital and COVID-19 restrictions, I was only able 
to see Jess on the days of her injection. I gathered some resources for her 
and her parents to explore creatively together at home with some instruc-
tions for the parents on supporting child-led play. Jess decided I needed 
homework as well and asked that we both create something to show each 
other on her next visit. We were both allowed to collect any loose parts we 
pleased. This served the purpose of Jess gaining some control with equip-
ment she may have previously avoided and strengthened our therapeutic 
relationship, fostering positive emotions in her wanting to return to the 
hospital to see my creation.

Jess required a blood test shortly after she commenced immunotherapy. Prior 
to this we spent 1 h together to build our ‘plan of attack’ (Jess’ words). 
There was a selection of sensory, creative, construction, imaginary, and 
medical play items available to Jess. She began by building a fort out of 
large blocks to play inside of. We had to retrieve extra blocks to make the 
walls high enough for her to hide (containment). Jess and I sat inside, and 
she initiated medical play using a calico doll. Jess re-enacted blood tests on 
the doll, frequently getting them ‘wrong’, which made the doll angry. Jess 
would facilitate the doll crashing the walls of the fort when this happened. 
Tracking and empathic responding was used to support Jess in this play 
and to assist her to gain some meaning—“He (the doll) is mad they didn’t 
get it right again! I wonder what would help them to make it right?’. There 
were points of play interruption in which Jess got up to dance and would 
return to the play. We were able to develop our plan of things we could do, 
and what we could ask the blood collectors to do to ‘get it right’.
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prefer a calm and supportive person to break down the steps and talk them through, 
drawing attention to the procedure. Others respond better to diversion or refocusing 
strategies.

It is beneficial to develop a procedure plan with children in advance. This should 
be discussed when the child is in a calm, regulated state. The child, family, or 
healthcare worker should communicate this plan to the team involved for a coordi-
nated approach. Those developing the plan with the child must be aware of the 
choices that can be followed through in the specific clinical environment.

Strategies that can be employed to support children include, but are not limited to:

• Sensory considerations such as the use of topical anaesthetic creams; cooling or 
vibration devices to alter the sensation of the needle.

• Regulated breathing techniques that stimulate the parasympathetic ner-
vous system.

• Distraction techniques carefully planned with the child and carer.
• Virtual reality as a diversion or designed to support coping through the procedure.
• Guided imagery.
• Hypnotic pain management technique—such as the magic glove [29], guided by 

a trained clinician.
• Deciding on a position of comfort in which the child can maintain contact with 

their primary carer whilst maintaining a safe environment.
• Planning who will be the primary voice that the child can focus on.
• Breaking the procedure down into small, achievable steps, to make it more man-

ageable if a child is overwhelmed.
• Encouraging participation when appropriate and desired (e.g. removing own 

numbing cream or placing the tourniquet).

All discussions with the child should be honest and consider what the child may 
experience from a sensory perspective.

On our first meeting, Jess told me ‘I feel things bigger than other people’. She 
described being bothered by loud or sudden noises, sometimes clothes felt 
funny on her body, she didn’t like feeling hot, and sometimes she would 
cry at things that others might not—like having a needle. She described her 
heart starting to beat fast and feeling sweaty when she thought about nee-
dles. After engaging in some grounding activities Jess removed the chair 
she had kept as a barrier and said she was ready to talk about the needle. 
She told me that she wanted to do it because she wanted her symptoms to 
go away.

We explored a range of sensory options to alter the sensation of the injection, 
such as the Buzzy® [30] and the use of topical anaesthetic. Jess enjoyed 
the vibrating sense of the Buzzy®, however, preferred to hold it in her 
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 Where to Next?

Our objective is always to empower the family with strategies for managing proce-
dures and the capacity to advocate for their own care. It is pleasing to report that 
Jess now attends her monthly injections independently. She has been able to cope 

Reflection
I was impressed by Jess’ interoceptive awareness. She clearly articulated the 
feelings within her body as her stress response was activated. Due to her inter-
nal attunement, we could quickly identify and engage strategies for regula-
tion. Jess has taught me to focus on this awareness when working with other 
children in dysregulated states and to engage in my own strategies when feel-
ing overwhelmed.

Activity three: See end of the chapter. What self-care strategies support you 
to work with children and families in stressful situations?

Jess’ father joked that she saved up every story from her month to share 
with me when she arrived. She often brought items of importance to show me. 
I protected the time for this sharing. This was key to maintaining our thera-
peutic relationship and demonstrated the core conditions of empathy, congru-
ence, and unconditional positive regard. It was important to demonstrate to 
Jess that I was an ally, even if she had a difficult time with her injection.

opposite hand as a distraction during the injection. She preferred not to use 
the topical anaesthetic cream as she did not like the feeling of this being 
applied.

We used a range of sensory activities to support the regulation of emotions 
prior to injections. Sometimes we would jump down the corridor to give 
Jess the proprioceptive feedback she required. Over time Jess was able to 
initiate her own breathing techniques to support her injections. On the first 
two occasions she required much support to remain in her window of toler-
ance. She sat on her father’s lap and cried, although remained in control. 
On the fourth injection she asked her father to sit beside her. Jess was in 
control of the timing of this step-down of support and felt empowered to 
make these decisions. By the sixth injection she was sitting alone, and we 
celebrated this achievement of the goal that she had set for herself.

Each month, we would close our time by her writing a letter to herself for her 
next injection. She focused on what had helped as a reminder that she was 
safe. This was a powerful tool as it used her own words to describe her 
feelings and progress.
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with adjustments to treatment such as an unfamiliar nurse administering the injec-
tion. I make a point of dropping in occasionally, to maintain the therapeutic relation-
ship. She feels confident in her injections but has requested support for her blood 
tests when required.

The family are considering a recommendation to pursue Play Therapy or 
Psychology in the community. We are fortunate to have a small amount of funding 
for Child Life Therapy services for this cohort of patients, however, the scope must 
remain within the context of medical treatment. It became apparent throughout our 
time together that Jess would benefit from these services to help her in understand-
ing and managing her big emotions and sensory experiences.

 Learning Activities and Reflective Questions

 Activity One

Consider a busy emergency department. There are many adults and children in a 
large, noisy, brightly lit waiting area. There is uncertainty about wait times. Inside 
the paediatric area you are allocated a bedspace with curtains as the boundaries. 
Around you are other children and young people being treated for a variety of ill-
ness and injuries. Everyone is wearing masks due to the increased risk of COVID-19 
infection, it is difficult to identify staff and their roles due to protective clothing.

List some of the things you may see, hear, smell, touch, and taste.
Now imagine this as a 7-year-old child who has difficulties processing sensory 

experiences.

 How May the Child Present?

Hyper- and hypo-arousal can present in a variety of ways. Some may include:

• Person appearing withdrawn, quiet, or seemingly unresponsive, motionless.
• Overly vigilant of the environment—awareness of background noises, staff and 

visitor movements, equipment in the environment.
• Acute responses to noise, light, touch, and other stimuli.
• Aggression.
• Inability to be still—seeking regulation through physical activity.

 What Would Enable them to Feel a Sense of Safety 
in this Environment?

• Capacity to remain close to primary caregiver.
• Introduction to staff members and their role.
• Developmentally appropriate information about the treatment plan.
• Capacity to make meaningful choices.
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• Ability to control some elements of the environment such as cubicle lighting dur-
ing waiting periods, and blankets for warmth.

• Access to comforting items and opportunity to engage in familiar activities 
whilst waiting.

 Activity Two

Consider how you could quickly assess and prepare a toddler for a blood test.

 What Information Would Be Important to Inform 
your Interventions?

• Is there a primary caregiver available to support? How are they feeling about the 
procedure? Do they require support or education?

• Has the child experienced similar medical interventions in the past? How did 
they respond? Was there anything that helped?

• How would the parent or carer normally provide comfort if the toddler was upset 
or unsettled?

• Does the child suck their thumb for comfort? If so which one? Use this to advo-
cate for appropriate location of blood test.

• Have the staff considered topical anaesthetics such as numbing cream and cool-
ing devices?

• What words have the carers used to inform the child of their illness or injury?

 How Could You Assess and Prepare the Carer for Their Role 
in the Procedure?

• Establish carers coping. Have they had challenging experiences with similar pro-
cedures? Do they require support to remain regulated? NB: If the carer needs to 
debrief their own experience this should be done away from the child.

• Provide information on what they can do to help, such as be an active participant 
in diversion activities, regulating calm breathing, stroking, singing, and soothing.

• Rehearse a position of comfort that allows the carer to support their child and 
maintain physical contact.

• Rehearse phrases to support coping and validate the child’s concerns.

 What Might the Toddler and Carer Experience 
from a Sensory Perspective?

• Bright lights of procedure room.
• Temperature change—some people report feeling cold in procedure room.
• Tightness of tourniquet.
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• Cold, wet sensation of cleaning wipe.
• Smell of cleaning and remove wipes that assist with tape removal.
• Firm touch and holding of arm whilst looking for the vein and throughout the 

procedure.
• Multiple voices and instructions.
• Seeing equipment for procedure and other items in the room, some of which may 

be unfamiliar.
• Sharpness of injection, feeling of pressure as needle is inserted, feeling of needle 

being removed.
• Seeing blood in the tubes, and possibly on the bed.
• Hearing the familiar voice of the carer.

 Consider Some Ways You May Be Able to Support and Prepare 
them for this

• Rehearse the procedure on a doll if time permits. Allow the child to explore the 
tourniquet, wipes, tapes, cotton balls, and blood tubes.

• Explain why this needs to happen in a developmentally appropriate way. Extend 
on information already provided by carers, such as ‘Mummy tells me your 
tummy has been feeling sore, this will help us to work out why’.

• Spend some time building a trusting relationship, this can be done quickly by 
establishing toddler’s interests or favourite activities.

• Establish any comfort items such as a favourite blanket, dummy, or soft toy that 
could be used for a pleasurable and familiar sensation.

• Encourage carer to participate in ways that they are comfortable, such as singing 
a familiar song, stroking, or reading a story.

• Discuss the importance of one voice in the procedure room and decide with the 
clinicians who this will be.

• Introduce and trial non-pharmacological supports such as cooling and vibration 
that may provide alternative sensory input and assist with pain [30, 31].

• Remove any unnecessary equipment from the procedure room.
• Have the room prepared prior to child entering the treatment space.

 Activity Three

Child Life Therapists who support children during medical procedures support chil-
dren to safely express and contain big emotions. At times, the therapist may experi-
ence compassion fatigue and require time to process their own big emotions. It is 
essential that self-care is seen as a priority.

List some of the signs you notice in your own body at times of stress.
What activities do you engage in to regulate your stress response?
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 Some Helpful Resources

https://www.healthcaretoolbox.org/
https://emotional- safety.org/emotional- safety- in- pediatrics/
https://paincarelabs.com/buzzy/
https://www.verywellmind.com/abdominal- breathing- 2584115
https://pediatric- pain.ca/wp- content/uploads/2013/04/The_Magic_Glove12.pdf
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Supporting Evan with Pain

Bridget Sarah

Objectives
At the end of this chapter, you will be able to:

• Explain the presenting medical and developmental issues for children diagnosed 
with Cerebral Palsy.

• Illustrate the experience of undergoing botulinum toxin injections through the 
eyes of a child and their family when psychosocial support is limited.

• Present a range of therapeutic interventions and strategies that may protect and 
heal the emotional self, for children undergoing painful and potentially trauma-
tizing medical procedures.

 Introduction

Cerebral Palsy (CP) is the most common physical disability in childhood, with a 
prevalence rate of one in every 500 live births [1]. It originates from the terms “cere-
bral” meaning brain, and “palsy” meaning lack of muscle control [2]. CP is charac-
terized by uncontrolled or unpredictable muscle movement, stiffness, weakness, 
and tightness. Postural and movement symptoms can also be accompanied by 
breathing, swallowing, communication, intellectual, and digestive difficulties. 
While children with CP present with a range of abilities, those with significant mus-
cle tightness often experience pain and limited range of movement.

To remediate significant motor impairment, children frequently undergo medical 
procedures by means of botulinum toxin-A (BOTOX ®) injections to relieve muscle 
tension and improve movement and comfort. While injections relieve long-term 
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tightness, remarkable short-term pain and discomfort may be experienced by the 
child patient, that is not habituated to over repeated treatments. This long-term man-
agement is frequently seen to be prioritized over short-term psychosocial health and 
well-being, with procedures often resulting in traumatic experiences for the child, 
family, and professionals.

Discourse on the psychosocial iatrogenic trauma for children with CP who 
undergo these procedures is limited in academic literature. This chapter will take the 
reader on a journey through the eyes of Evan. Evan is a seven-year-old boy who has 
experienced Cerebral Palsy which required him to be admitted directly into a 
regional and then tertiary hospital for specialized treatment including BOTOX © 
injections. This chapter will consider the world of Evan and his family as they 
encounter various stages of his treatment.

A therapeutic assessment will be outlined with a range of therapeutic interven-
tions and strategies highlighted in consideration of the health and well-being needs 
of Evan and his family, as well as the health care professionals tasked with this 
complex care.

 Cerebral Palsy

Cerebral Palsy (CP) is an umbrella term used to diagnose the result of a combina-
tion of events either before, during, or after birth that has led to an injury in a baby’s 
developing brain. The condition is a permanent, lifelong physical disability, but it is 
not unchanging as the individual grows and develops over the lifespan. There is no 
single cause of CP, with the source remaining unknown for most children. It is 
accepted that CP arises from a series of causal pathways, i.e., a sequence of events 
that when combined can cause or accelerate injury to the developing brain, with a 
small percentage of cases due to complications at birth such as asphyxia [3]. 
Perinatal stroke, that being focal vascular injury that occurs in the developing brain 
between 20 weeks of gestation and the 28th postnatal day, is the most common 
cause of unilateral Cerebral Palsy where damage to major components of the motor 
system results in lifelong physical disability [4]. In most cases, the brain injury lead-
ing to CP is believed to be caused either in utero or before one month of age [5]. 
Gender differences in CP diagnosis are slight, with a prevalence split of 57 percent 
of cases being diagnosed in males, and 43 percent in females [5].

Best practice clinical guidelines for the treatment of children with Cerebral Palsy 
have continued to advance, in step with what is known as “the decade of the brain” 
from 1990 to 1999 [6] and the mass explosion of neurology research that followed. 
This led to major advancements in an integrated understanding of brain structure 
and function. Today, an early, accurate diagnosis of CP is expected, to optimize the 
principles of neuroplasticity using specific and targeted early intervention [1]. In 
2021, the World Health Organizations’ Rehabilitation 2030 Initiative convened 
global content experts to conduct systematic reviews of clinical practice guidelines 
for 20 chronic health conditions, including Cerebral Palsy. The aim was to develop 
a set of evidence-based interventions for universal health coverage [7]. The 
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resulting document, titled “Interventions to improve physical function for children 
and young people with cerebral palsy: International clinical practice guidelines” [8] 
comprises 13 recommendations for interventions to improve physical function for 
children and young people with CP.

While the most recent iteration of the international clinical practice guidelines is 
comprehensive and evidenced by a strong research base, interventions focus primar-
ily on improving physical function for children and young people via approaches 
such as bimanual therapy and goal-directed training. The guidelines acknowledge 
that adjunct medical management may be needed for children with severe motor 
impairment. Recommendation number four states that “Intervention should involve 
enjoyable, motivating, and challenging activities. If the child is crying or distressed, 
the clinician should stop, comfort the child, and change the intervention to match 
the child’s needs and preferences. If the intervention is painful and/or distressing, it 
is not recommended” ([8], pg. 7.). What is absent in the guidelines is psychosocial 
considerations, or reference to therapeutic interventions and strategies that may 
complement and enhance the patients’ experience of the implementation of these 
therapies, nor how to protect against the inherent pain and distress caused by medi-
cally driven procedures such as BOTOX © injections.

 Case Vignette—Evan’s Experience

Evan is a 7-year-old boy diagnosed with level four, spastic quadriplegia Cerebral 
Palsy. This is a bilateral diagnosis, whereby both arms and legs are affected with 
significant muscle tightness. Children with a level four diagnosis use methods of 
mobility that require physical or powered assistance, in most settings. Evan is a 
cheeky young boy, who loves superheroes, electronic games, and outdoor adven-
ture. Evan can walk short distances with the use of ankle foot orthosis and a walking 
frame. He can play and crawl on the floor when at home and climb onto lounge 
chairs. He requires physical assistance for transfers, including in and out of the car 
and on and off the toilet. At school and in the community, Evan uses a manual 
wheelchair. Evan lives at home with his mother, father, and 10-year-old sister. 
Evan’s mother is his primary carer and assumes most of the responsibility for his 
day-to-day care, as well as coordination of external supports, such as medical and 
allied health appointments. As a result of Evans care needs, his mother has reduced 
her hours of paid work and at times takes substantial amounts of leave away from 
the workforce. Evans sister frequently assumes caregiving roles assisting Evan with 
activities of daily living. The demands of caring for Evan have wide-ranging physi-
cal, financial, social, and emotional impacts for his family.

In addition to limited mobility, Evan presents with global developmental delay, 
digestive discomfort due to chronic constipation, and persistent pain. While his pain 
is managed during the day via engaging activities and periods of rest, Evan’s sleep 
is significantly disrupted due to postural discomfort and unpredictable muscle 
spasms. For Evan, the continuous cycle of pain and mobility difficulties causes him 
distress, frustration, fatigue, and a reluctance to try new things. He is hypervigilant 
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to the sensory information in his environment with an increased need for reassur-
ance and predictability to feel safe in all settings. Evan finds it particularly uncom-
fortable and worrisome to participate in physical therapy.

At the age of three, Evan’s care team first recommended the use of botulinum 
toxin-A (BOTOX ©) injections to reduce muscle overactivity and stiffness, with the 
aim to reduce pain, improve range of movement and promote general comfort. In 
the three-to-six-month period following BOTOX ©, patients are required to partici-
pate in increased physical therapy with the aim to strengthen their opposing muscles 
before the temporary effects of BOTOX © wane. While injections relieve longer- 
term tightness, remarkable short-term pain, and discomfort may be experienced by 
the child patient, that is not habituated to over repeated treatments [9].

The first time Evan was treated using BOTOX © injections, he and his mother 
arrived at their local regional rehabilitation center. Neither of them had attended the 
site before. Evan and his mother were guided to a small clinical room where a range 
of medical instruments and a plinth bed were located. Evan’s mother was reminded 
of the benefits of BOTOX © treatment and asked to sign a consent form on behalf 
of her son. She was then instructed to place Evan on the plinth and stand beside him. 
Evan’s mother stroked his forehead and spoke to him about the chocolate frog she 
had waiting for him in the car when they were finished. The attending doctor applied 
a topical anesthetic to six sites on Evans’ legs, spanning from his groin to calf. Evan 
was cautious but relaxed and stared up at the imposing male figure above him. The 
doctor’s eyes were friendly, but his mouth and nose were covered with a medical 
mask, and he was wearing heavy framed glasses. The doctor proceeded to adminis-
ter the first injection, describing it as “a quick little sting.” Evan shrieked in pain, 
tears sprung to his eyes, and he began flailing his arms and legs attempting to move 
from the plinth into his mother’s arms. “Just a couple more little stings” replied the 
doctor. A further five injections were administered, with each one Evan becoming 
increasingly distressed. His mother and an attending nurse each held down one of 
his arms. A surprisingly heavy amount of force was needed to restrain this small 
framed and partially immobile boy. At one point, Evan’s mother felt herself on the 
verge of crying. She did not want to show Evan that she too was upset, so she 
momentarily peered into the nearby wall, taking a few deep breaths to gather her-
self. Evan searched for her eyes and could not understand why his mother was not 
helping him. She was sure Evan’s screaming would be loud enough to be heard as 
far as the reception area. Suddenly, the treatment was over. With both Evan and his 
mum in a state of distress, Evan was carried out to the car, buckled into his car seat 
and they left. Both Evan and his mother cried the rest of the way home.

In the months that followed, the traumatizing BOTOX © experience was not 
discussed, and there was no talk or play-based debrief offered for either Evan or his 
mother. Evan participated in increased clinic-based physical therapy sessions, and 
his parents implemented new physical therapies into his daily routine. Five months 
later, the procedure was repeated.

By this time, Evan had celebrated his fourth birthday and had begun preschool. 
Living in a regional town, Evan’s preschool, maternal grandparents house, and the 
rehabilitation center were all located within a 1-km radius of each other. Evan loved 
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preschool, and while he tired easily, he enjoyed playing in the sandpit and building 
with the large blocks. Given that he enjoyed going to preschool so much, Evan’s 
mother could not understand why he would begin crying in the car each time they 
passed through a particular roundabout on their way. After he began displaying the 
same distress when they would take a similar route to visit his grandparent’s house, 
his mother realized that Evan believed they were on their way to BOTOX © 
treatment.

As he grew older, and a further two rounds of BOTOX © injections were per-
formed, Evan was becoming increasingly fearful and hypervigilant to the world 
around him. Evan’s mother, having only ever attended the BOTOX © appointments 
on her own due to her husband’s work commitments, felt isolated in the experience 
and grew resentful toward her husband for having to, in her view, be the parent to 
inflict such a thing on their child. Evan began refusing to participate in clinic-based 
physical therapy and would become emotionally distressed at the sight of helping 
professionals or settings that resembled a clinic like environment, i.e., the general 
practitioner’s office and dentist. To reduce Evan’s fears surrounding physical ther-
apy, sessions were offered by visiting professionals in his home. Unfortunately, for 
Evan, this was experienced as a threatening intrusion into his once predictable, nur-
turing, and safe space. It was around this time that Evan’s care team agreed that his 
BOTOX © treatment was now outside the scope of the regional setting, and he was 
referred to a tertiary hospital for specialized treatment.

 Psychosocial Iatrogenic Trauma

Discussion on the psychosocial iatrogenic trauma for children with CP who undergo 
these procedures is limited in academic literature. Similarly, the available therapeu-
tic interventions to prevent, minimize, and resolve the impact on the child’s mental 
health and well-being are often unrecognized, underutilized, or absent within clini-
cal settings and hospitals. Children like Evan with developmentally reduced com-
munication ability and cognitive capacity are particularly vulnerable to perceived 
cruel treatment and the absence of choice and voice for optimal care preferences. 
This chapter will now present a summary of the therapeutic assessment of Evan and 
his family and highlight a range of therapeutic interventions and strategies that may 
be used to both prevent and ameliorate iatrogenic trauma for children undergoing 
botulinum toxin injections and their families.

 Therapeutic Assessment

Observational assessment, caregiver interview and the “Basic Ph” model of coping 
and resiliency [10] were utilized to gather information. The “Basic Ph” seeks to 
understand a person’s individual set of coping resources to identify individual pref-
erences and therapeutic approaches to further build resilience. A summary of the 
assessment outcomes for Evan and his family is as follows.
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• Evan was extremely fearful of any setting that resembled a clinical space and all 
health care professionals. He felt a keen sense of mistrust toward adults with 
whom he was unfamiliar and was continually uncertain as to whether his parents 
were the people who would protect and rescue him from painful and scary medi-
cal experiences or expose and take part in them against him.

• Evan’s nervous system was frequently stuck in a state of hyperarousal and hyper-
vigilance even in the absence of immediate threat or danger. He was increasingly 
over responsive to sensory information, particularly touch, which was impacting 
his daily life. For example, Evan could not tolerate grooming tasks such as bath-
ing, haircuts, and nail cutting. He would become dysregulated and lash out at 
adults when under perceived threat.

• To manage Evan’s heightened stress response, his parents had resorted to secret 
keeping, bribing, and lying about the details of his treatment. Evan’s parents 
were feeling unsure and conflicted about how to help their son access the physi-
cal healing that he needed, while questioning if the harm to his emotional being 
was truly in his best interests. This stress was often a cause of conflict in their 
marital relationship. Evan’s mum reported their confidence as parents reduced 
“down to zero.”

• Evan’s sister had become preoccupied with protecting him and following him 
around the school yard, often complained of tummy aches, and demanded days 
off from school to stay home and attend appointments with her brother and 
mother. She would become tearful whenever she was taken to her grandparents 
to be cared for while Evan went for an outpatient appointment or hospital 
admission.

• All humans have preferred modes of coping and draw on this in times of stress. 
The Basic Ph model of coping and resiliency [10] was used to gain an under-
standing of Evan’s temperament, nature, and behavior from the perspective of his 
individual survival and coping language. Using the Basic Ph, Evan was prompted 
to draw a six-part story and then tell the story to the therapist. Lahad [10] explains 
that to tell a projected story based on the elements of fairy tales and myth; we 
will see the way the child projects themselves in organized reality to meet the 
world. Fig. 1 shows Evan’s six-part story.

Over several years, Evans long-term pain and mobility management had been 
continually prioritized over short-term psychosocial health and well-being. When a 
medical experience is perceived by the child as mentally or emotionally overwhelm-
ing, this constitutes medical trauma [11]. Vicarious medical trauma is also common 
in the caregivers and siblings who help to look after them. Levine and Kline [12] 
explain that medical procedures are by their very nature the most potentially trau-
matizing to people of all ages due to the feelings of helplessness at the mercy of 
strangers, in unfamiliar settings while in elevated pain. It is this physical assault to 
the nervous system that becomes deposited in the emotional memory bank of chil-
dren. Damaging the emotional being, often an unintended consequence of healing 
the physical being [13].

B. Sarah



161

Fig. 1 Evans six-part story as pictured from R–L, top to bottom. There is a flying superhero who 
lives in the grass (image 1). The superhero is on a mission to remove a stuck key from an electrical 
outlet (image 2). There is a spare key that would be useful to the superhero (image 3), however, it 
is locked under padlock (image 4). The superhero uses his kicking strength and “magical strength 
power” to bust open the padlock (image 5) and thereby freeing the initial key from the electrical 
outlet (image 6)

 Therapeutic Intervention and Play Strategies Tailored 
for Iatrogenic Trauma

The following section of this chapter will outline a range of practical consider-
ations, provide normative and therapeutic medical play suggestions, as well as con-
sider the systemic supports that may enhance the well-being of Evan’s family unit.

 Practical Considerations

• Allowing options for physical positioning during procedures is a simple way to 
return some agency to the child. Comfort positioning is the term used to describe 
when a caregiver wraps their arms around their child and provides comfort 
throughout the procedure. Medical and allied health teams should discuss posi-
tioning that may work and provide demonstrations to the child, allowing the 
child to experiment and choose options that they prefer. Allowing caregivers to 
be a source of support and comfort, rather than discomfort promotes safety and 
trust in the child–caregiver relationship [14].

• Utilizing the “Buzzy” device to combine localized cold and vibration sensory 
input to reduce needle-related procedural pain [15].
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• Distraction methods, requiring either passive or active participation from the 

patient are an effective method in reducing behavioral responses. Best used from 
the first treatment, available distraction methods are limitless, based on the 
child’s interests and preference. Nurses, child life therapists, and allied health 
workers are well placed to use their personal knowledge of their patients to tailor 
distraction methods [16].

• A felt sense of control over the safe choice of distraction methods may counter 
against the lack of control felt over medical treatments [17]. Examples include 
bubbles, puppets, screen time, and immersive technologies such as virtual real-
ity. Biofeedback-assisted relaxation training in the form of heart rate-controlled 
artworks to help manage pain and anxiety is of note [18].

• Providing clear and honest explanations and answers to questions, at the child’s 
level of receptive language is core to a felt sense of trust and safety. Photos, pic-
ture books, and social stories may support children with less verbal language or 
lower cognition. It is important to consider the approach-avoidance paradigm 
where the assumption is that matching interventions with preferred style of cop-
ing, i.e., matching distraction with avoidance coping and information provision 
with attender coping, will result in optimal outcomes during stressful pediatric 
procedures [19]. Tools such as the Child Approach-Avoidance rating scale [19] 
and the Behavioral Approach-Avoidance and Distress Scale [20] may be used to 
supplement observation and parent and medical professional report.
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 Normative Play

• Frequent opportunities for pediatric patients to engage in normative play is cen-
tral to emotional wellness. The therapeutic powers of play inherent to normative 
play, particularly resiliency, positive emotions, stress management, and self- 
expression will bolster the patients overall coping and well-being. Child Life 
Therapists and Play Therapists may consider a menu of play experiences tailored 
for each patient in consideration of their health care needs and the diverse types 
of play. For example, sensory play to soothe the stress response system, bedside 
games such as scribble tag and board games where siblings, caregivers, and staff 
can be involved [21].

 Therapeutic and Medical Play

• Medical play in the form of syringe painting and water play can be utilized to 
reduce fear of the medical equipment used to administer BOTOX via familiariza-
tion and safe exploration [22].

• Educative medical play, documented with a procedural support plan, by a Child 
Life Therapist or Play Therapist assists to safely prepare the child for an upcom-
ing procedure, reducing anxiety-induced unknowns and thereby enabling accep-
tance, and participation in care. The use of real-life safe medical equipment is 
encouraged where possible, as is role play with toys or people and the involve-
ment of trusted others such as siblings and caregivers.

• Post-procedure medical Play Therapy may serve as an opportunity for the child 
to address complex psychological, emotional, and physical issues resulting from 
the trauma of BOTOX injections. Post-procedure Play Therapy supports children 
to communicate their story, express feelings, gain control, and rewrite the end-
ings of their trauma narratives [9].

• Applying assessment findings from the Basic Ph six-part story method [10] can 
inform prevention and intervention to help the child and family plan for and cope 
with distressing situations. Where the predominate coping strategy is fixed and 
rigid, children may benefit from support to expand their tool kit of coping options 
to gain increased flexibility and capacity in coping with stressful situations.

In the case of Evan, his six-part story demonstrated a preference for utilizing 
physical activity and the imagination as coping mechanisms. Opportunities for for-
mal and informal physical activity, as well as allocated time for free normative play 
and arts exploration will encourage self-expression.

 Systemic Considerations

• Supportive education for caregivers and siblings may support the general man-
agement of the family’s mental health care needs at home. Family education 
regarding physical and emotional medical trauma may be given alongside the 
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formulation of Behavior Support Profile that identifies trauma reminders and 
provides suggested activities for when they do occur.

• Family counselling or psychotherapeutic support, namely Filial Therapy, pro-
vided by a qualified Play Therapist may be of benefit. Filial Therapy is a capacity 
building family based therapy, where parents receive training, supervision, and 
support as they embark on a process of learning how to conduct therapeutic play 
sessions with their own children, including siblings. Filial Therapy has an exten-
sive evidence base for improving overall family wellness, functioning, and well- 
being. Parents report that through Filial Therapy they gain parenting skills and 
perceive themselves as having an enhanced ability to use their skills to promote 
positive change in their family [23].

• Compassion fatigue in the form of burnout and secondary trauma is common in 
health care workers. Staff should have knowledge of recognizing the signs and 
symptoms of compassion fatigue and feel equipped with self-care and stress 
management strategies.

 Chapter Summary

Cerebral Palsy is a complex disease where pediatric patients are often required to 
undergo painful medical procedures in the form of botulinum toxin injections that 
can cause great distress in the form of iatrogenic trauma. Protecting and healing the 
emotional self with the same importance as the physical self must become the stan-
dard of care. Play therapy professionals should work to advocate for the child’s right 
to psychosocial health and well-being within a system that often priorities physical 
treatment outcomes. Each health care professional has an integral role in the proce-
dural support team for these children and families, with a range of therapeutic inter-
ventions and strategies at their disposal.

 Reflective Questions and Activities

• How might you coach a caregiver to hold their 2-year-old child who is coming in 
for their first botulinum toxin treatment? What comfort positions might they try?

• How might you facilitate normative play at the bedside for a non-ambulatory 
patient and their sibling during visiting hours?

• Take a moment to visit the clinical space where some procedures are completed 
in your workplace. Imagine you are a child visiting this space for the first time. 
What can you see, hear, smell, taste, and touch? Are there changes you can make 
to this space to promote a felt sense of comfort and safety?

• Discuss some of the ways patients could be introduced to procedures using thera-
peutic medical play and the language you might use to supplement this.
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Connor Struggles to Stay in School

Kate L. Renshaw

Objectives
At the end of this chapter, you will be able to:

• Develop an initial understanding of how early life trauma can influence bio- 
psycho- social health and child development.

• Review suitable assessments for paediatric mental health practice at the intersec-
tion site of both health and education services.

• Consider a case example that aims to bring to life a complex case involving 
medical, education, and psychotherapeutic service provisions in a community- 
based setting.

• Reflect on three self-care resources targeted at preventing and countering sec-
ondary traumatic stress and compassion fatigue.

 Introduction

Play Therapy is a long-established psychotherapeutic modality for working with 
children in diverse settings such as clinical, educative, and community based [1]. 
Meta-analyses indicated that Play Therapy is developmentally and culturally sensi-
tive across a broad range of presenting paediatric mental health difficulties, with a 
beneficial treatment effect [2, 3]. Humanistic models of Play Therapy that include 
parents produce the most beneficial treatment outcomes [3]. This chapter is based 
on a composite case example that details a systemic Play Therapy approach to sup-
port the child, Connor, in a developmentally sensitive manner.
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 Meeting Connor in the Clinical Setting

Connor’s eyes were closed. He could feel the chilly wind on his face; it was bitterly 
cold. He could hear the muffled sounds of other children playing in the playground. 
He did not really want to be here, and he thought about what mum would be doing 
right now at home. Then, he heard the school bell ring. His eyes snapped open. He 
was immediately running towards the door that connected the playground to the 
classroom. He did not want to be late! His teacher greeted him at the door; he knelt 
and said quietly, “Mum is here to see you, go meet her at our classroom door”. He 
was excited as he was just thinking about mum, but then he wondered to himself, 
“what mum is doing here... it’s only the end of morning playtime?” He saw mum 
and started running towards her. She smiled and scooped him up into a hug. He 
melted into her hug; it was so good to see her! She said, “Did you remember, we are 
meeting Kate today…the Play Therapist in school?” Connor had forgotten about 
this; he shook his head side to side letting mum know he had not remembered. Mum 
held his hand and they walked together through the school’s corridors and into the 
connecting community centre. It smelt different in the community centre to the 
school. He had always liked it there as he had come to the community centre with 
mum before for things like playgroup and day care. He thought it smelt like biscuits 
and warm milk. Connor asked mum, “Is this where we are going to see Kate?” 
Mum said it was where she had her playroom and children and families from school 
came to see her there. He was relieved, as he liked the community centre. Connor 
was also a bit curious to see who Kate was, in case he had seen her around school 
before. Mum knocked on the door at the end of the corridor. The door opened and 
he saw Kate. He watched her for a few moments as she introduced herself, she 
seemed friendly. As she welcomed them into the room, he realised she was familiar, 
he had seen her around school. His body relaxed a little as he sat down in a chair 
next to mum. He looked around the room; there was a lot to see, he was a bit over-
whelmed, he held mum’s hand and waited to see when he could play with the toys.

 Background to the Presenting Condition

The School Nurse (SN), who is a Specialist Community Public Health Nurse, 
referred Connor and his mother, Gerry, to the British Association of Play Therapists 
(BAPT) Registered Play Therapist®. Referral information included the history of 
both family and school concerns in relation to Connor’s difficulties with inconti-
nence (enuresis and encopresis). The SN had previously supported Gerry to explore 
Connor’s continence difficulties with both his General Practitioner (GP) and subse-
quently a hospital referral to a multi-disciplinary paediatric specialist clinic at the 
children’s hospital in their region. The hospital clinic assessed Connor’s inconti-
nence and concluded that there was no underlying physical reason for this and rec-
ommended that Connor and his mother receive continence education and therapeutic 
support. The therapeutic support rationale was based on the history of Family 
Violence (FV) as reported by Connor’s mother. The SN and Gerry discussed a range 
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of options for Connor to access psychological services and decided on accessing the 
service provided by the school Play Therapist.

 Literature on the Presenting Condition

The supporting literature for the psychotherapy modality of Play Therapy aligns 
with the reasons for referral including family violence [4–6], developmental trauma 
[7–9], and attachment difficulties [10–13]. As elimination disorders were the pri-
mary focus for the referral to Play Therapy, a summary of the supporting literature 
is detailed.

 Elimination Disorders

Encopresis and Enuresis are both categorised as Elimination Disorders in both the 
American Psychiatric Association’s Diagnostic and Statistical Manual of Mental 
Disorders (DSM–5) and the International Classification of Diseases 11th Revision 
(ICD-11). The ICD-11 defines Elimination Disorders as “the repeated voiding of 
urine into clothes or bed (enuresis) and the repeated passage of faeces in inappropri-
ate places (encopresis)” ([14], para. 2). It is advised that elimination disorders 
should only be considered after the age of expected continence (4 years for encop-
resis and 5 years for enuresis).

Play Therapy-specific literature on elimination disorders inclusive of encopresis 
and enuresis is scant, with only four Play Therapy publications mentioning encop-
resis and/or enuresis. Enuresis was first mentioned in the Play Therapy literature in 
1982 [15]. The case study presented by Noll and Seagull [15] recommended a child- 
centred therapeutic approach that integrated behavioural and Play Therapy modali-
ties. The paper considered the child’s sense of autonomy, mastery, and control as 
central in the treatment plan for enuresis. Secondly, Knell and Moore [16] published 
a case study on cognitive-behavioural Play Therapy for encopresis. In this case 
example, a parent-implemented behaviour management programme was combined 
with individual cognitive-behavioural Play Therapy, and outcomes were reported 
for the cessation of encopresis. Thirdly, a case study using child-centred Play 
Therapy to treat encopresis and enuresis differed from the previous behavioural and 
cognitive- behavioural publications [17]. In this case study the child

was able to resolve his underlying fears, doubts, and frustrations in a safe environment, 
which resulted in his choice to change his behaviour... increased his self-awareness, allow-
ing for further growth in self-esteem and self-actualization... [and] was able to explore and 
master his environment without feelings of anxiety about being judged or ridiculed. (p. 224)

As a result, Child-Centred Play Therapy (CCPT) facilitated the attainment of 
continence. It is important to note that the author suggested that an integrative 
approach to treatment could be considered by clinicians when working with this 
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population [17]. The fourth and final publication only included brief description of 
cases which included elimination disorders as part of a broader survey of Filipino 
Play Therapists [18].

Two other publications of interest emerged. The first, researched in Argentina, 
included a medical publication on play with clay as a therapeutic treatment approach 
for six children aged 4–12 years [19]. This publication noted that “modelling clay...
is a good method of expression for severely constipated children who are still rela-
tively poor at expressing themselves with words” ([19], p. 487). The other publica-
tions included a biobehavioural approach that detailed a treatment plan for 
encopresis in children [20]. The treatment phases of this biobehavioural approach 
may be useful to note for integrative therapeutic treatment. The phases included 
demystification, bowel evacuation, toileting schedule, monitoring, feedback, clean-
liness training, dietary changes, facilitating medication, and fading facilitative med-
ication [20]. The lack of literature on the presenting condition provided a starting 
point to commence clinical case conceptualisation with Connor.

 Case Conceptualisation

The play therapist’s clinical experience and knowledge, together with the referral 
information for Connor, informed the case conceptualisation process. All previous 
assessment and diagnostic information were included with the Play Therapy refer-
ral. Information included past assessments and recommendations from the General 
Practitioner (GP), the multi-disciplinary paediatric specialist clinic at the children’s 
hospital, and the SN. The SN provided access to relevant medical history, assess-
ments, diagnoses, and reports. Because the Play Therapist was employed at the 
school, they had access to Connor’s education records, inclusive of assessments, 
academic reports, and teacher perceptions on overall functioning.

Medical, Connor’s continence difficulties had been identified as an elimination 
disorder with the recommendation for continence education and psychotherapeutic 
support. The Play Therapist had previous experience with continence difficulties 
and held knowledge of psychosocial development in childhood.

Educational, Connor had been identified as an anxious school refuser who pre-
sented with separation anxiety. As the Play Therapist worked in an education set-
ting, anxiety connected with school attendance and separation from caregivers was 
familiar with clinical casework.

Psychosocial, the Play Therapist was cognisant of the impact of Connor’s experi-
ence of family violence and therefore an attachment and developmental trauma lens 
informed the case conceptualisation.

Integration of medical, educational, and psychosocial aspects of the intake pro-
cess informed the case planning prior to commencing work with Connor as well as 
ongoing clinical reasoning.
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 Individualised Intervention Design

Connor’s individualised therapeutic intervention consisted of four phases:

 1. Therapeutic Assessment [21, 22].
 2. Humanistic Play Therapy (HPT) [23].
 3. Individual family Filial Therapy [21, 24].
 4. School-based Professional Development (PD) workshop.

Firstly, the therapeutic assessment phase consisted of an assessment session and 
three individual HPT sessions. The assessment phase allowed the Play Therapist to 
get to know Connor, Gerry, and the wider system of support, as well as gauge the 
suitability of HPT as a therapeutic modality and the commitment of the family and 
system of support for systemic family work. After the three initial HPT sessions, 
Connor was offered a further 12 HPT sessions with two review meetings after ses-
sions 5 and 11. The second review meeting included planning for the transition to 
the next phase of the intervention. A 12-session Filial Therapy phase enabled the 
Play Therapist to support Gerry to learn some therapeutic skills from Play Therapy 
to use with Connor during supported “special play times” [24] (see Chap. 1 for defi-
nitions of Play Therapy and Filial Therapy). The final step in the therapeutic inter-
vention was a Professional Development (PD) workshop for the school staff, which 
included Connor’s educational team and the SN.

 Considerations for Health Care Needs Based on Diagnosis

The multi-disciplinary paediatric specialist hospital clinic had considered Connor’s 
exposure to trauma from family violence when diagnosing and providing treatment 
recommendations. This aligned with the holistic health and wellbeing approach of 
the Play Therapist and Connor’s school. The Play Therapist worked closely with 
Gerry and the SN to ensure the recommendation for continence education was inte-
grated into Connor’s therapeutic treatment plan. The Play Therapist reviewed the 
educative materials and made recommendations on ensuring a playful approach was 
taken with Connor concerning continence education. The “Poop it kit” (see Chap. 
3) is an example of a playful and creative way to learn about bowel function. 
Psychoeducation was provided by the Play Therapist to both the SN and Gerry in 
relation to children’s physical and emotional regulation and their “window of toler-
ance” for the continence education to be informed by Connor’s state of arousal [25]. 
When a child is within their window of optimal arousal, they are better able to 
notice and cope with both physical and emotional regulation [25]. Please refer to the 
“Additional resources” section in this chapter for links to the resources recom-
mended in this section.
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 The Assessment Phase

A detailed referral from the SN, alongside the intake meeting between the Play 
therapist and Gerry, facilitated the selection of suitable assessment tools and allowed 
the Play Therapist to get to know Connor [21]. Several questionnaires were selected 
to contextualise Gerry’s early life experiences, including the Adverse Childhood 
Experiences (ACEs) and Playtime exercise. The Paediatric ACEs and Related Life 
Events Screener (PEARLS) questionnaire was chosen to screen for adversity in 
Connor’s life. Additionally, the Strength and Difficulties Questionnaires (SDQ) was 
chosen to monitor change before and after the intervention. Finally, three projective 
creative arts assessments were selected to assist the Play Therapist to learn more 
about Connor’s emotional state (Blob tree), sense of attachment (3D Birds nest), 
and family composition and dynamics (Family play genogram). These projective 
assessments can also be incorporated into post-assessment to track therapeutic 
progress.

 Adverse Childhood Experiences

Firstly, due to the history of family violence, a parental Adverse Childhood 
Experiences (ACEs) screening questionnaire was conducted (https://www.ace-
saware.org/learn- about- screening/screening- tools/). Gerry was provided the choice 
between an identifiable or de-identified ACEs questionnaire, and she indicated she 
was comfortable identifying her ACEs. Gerry’s ACEs score was a 6/10, indicating 
that she was in the higher risk category. See additional resources section on admin-
istration and scoring of ACEs.

 Playtime Exercise

To learn more about Gerry’s own childhood play experiences, the Play Therapy 
Dimensions Model (PTDM) Appendix D—Playtime Exercise was completed [26]. 
This showed the limited opportunities and resources for play that Gerry was afforded 
as a child and the absence of a caregiver’s presence within the play. During the 
ACEs questionnaire, she indicated that her teachers and school had really looked 
out for her, and she mentioned the opportunities within relationships for play she 
had at primary school. Identifying this Positive Childhood Experience (PCE) was 
important and informed the therapeutic intervention [27].

 Paediatric ACEs and Related Life Events Screener

With Gerry’s raised ACEs score in mind, the Paediatric ACEs and Related Life Events 
Screener (PEARLS) was then completed by Gerry for Connor (https://www.acesaware.
org/wp- content/uploads/2019/12/PEARLS- Tool- Child- Parent- Caregiver- 
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 Report- De- Identified- English.pdf). Connor’s PEARLS score in part one was 7/10 (the 
higher risk category) and in part two 2/7, indicating adversity in two areas of Social 
Determinants of Health (SDOH). See additional resources section on administration 
and scoring of PEARLS.

 Strength and Difficulties Questionnaires

To learn more about Connor’s bio-psycho-social functioning, a Strength and 
Difficulties Questionnaire (SDQ) was completed by Gerry and his teacher (https://
www.sdqinfo.org/a0.html) [28]. Parent and Teacher SDQ scores indicated that 
Connor was experiencing difficulties across all domains (emotional, conduct, 
hyperactivity, externalising, internalising, prosocial, and total difficulties) that 
ranged from slightly raised to very high.

 Getting to Know Connor through Projective Assessments

After his initial meeting with Kate and prior to Connor’s first Play Therapy session, 
he attended a play-based assessment session where he completed a series of projec-
tive creative arts assessments [29]. The assessments were carefully selected to form 
a developmentally appropriate method of getting to know Connor prior to the Play 
Therapy sessions. Throughout this assessment session, the Play Therapist (referred 
to as Kate in the case exemplars below) made therapeutic verbal and non-verbal 
responses which facilitated Connor’s emotional expression and supported the devel-
oping therapeutic relationship [30, 31].

 Blob Tree

To start the session, Kate asked Connor to look at the Blob Tree picture [32] and 
choose and colour (from a range of coloured pencils provided) the blob that repre-
sented him. He pointed to a blob lying on the ground, not close to other blobs or the 
tree, arms crossed in front with a downturned mouth and eyebrows. As he coloured 
it with a blue pencil, he said, “this blob looks like me today at lunchtime. I was by 
myself. I was a bit mad because it was cold, and I didn’t want to be outside. I wanted 
to be home with mum; it’s warm there”.

 3D Birds Nest

Next, Connor was invited to use the available arts and craft materials to “create a 
birds nest”, a three-dimensional version of the Birds Nest Drawing (BND) [30]. He 
got to work straight away and spoke quietly as he created. First, he scanned the 
available resources and chose the ball of natural twine, scissors, and glue. He then 
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cut many short pieces of twine into a pile. He chose an A4 piece of yellow paper and 
then used the glue stick in spiral motions on the centre of the page. The cut pieces 
of twine were then arranged haphazardly on the glued section of the page; he com-
pleted this step very quickly and was quiet as he worked. To finish, he selected two 
pom-pom balls, one big and one small. They were both orange. The two pom-poms 
were glued in the centre of the twine nest; they were glued right next to each other. 
During this crafting time, Connor had initially spoken about what he had been doing 
that day at school, but his conversation quickly turned to talk of his mother and the 
things they do together. Most of his stories involved time spent with his mother 
at home.

 Family Play Genogram

Finally, Connor was invited to create a family play genogram [33, 34]. The therapist 
placed an A3 piece of paper with hand-drawn concentric circles from the edge of the 
paper into the centre (see Fig. 1). Connor was then invited to “show [his] thoughts 
and feelings about everyone in their family, including [him]” and any other signifi-
cant people in his life ([33], p. 5). He was invited to choose small toy miniature figu-
rines for each person (from a wide range of symbols) and place them wherever he 
wanted on the paper. Connor explored the categorised trays of miniature figurines. 
He selected a figurine quickly, a chimpanzee adult cradling a smaller chimpanzee. 
It was one figure, with both chimpanzees connected. He placed it in the centre of the 
page, as indicated by the cross in Fig. 1. Connor was quiet; a narrative did not natu-
rally accompany his genogram. The Play Therapist used several prompts (adapted 
from [34], p. 56); the questions and answers were:

Q. Could you tell me about this small toy?
A. “It’s me and mum”.
Q. What might this toy say if it could speak?
A. “We are hanging out at home together”.
Q. I wonder what this toy is feeling or thinking.
A. “They’re happy”.

Fig. 1 Family play 
genogram using concentric 
circles
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 Connor’s Play Therapy

Connor hunched over his piece of paper at the table in the playroom. He wore a 
smock that covered his arms and body. Kate, his play therapist, sat next to him on a 
small chair, the same size as Connor’s. He was immersed in his finger painting. 
Using different fingers, he transferred assorted colours from the paint palette onto 
the white A3-sized paper. He then moved his fingers and hands around the page, 
smearing the colours together. Kate spoke quietly as Connor worked in silence. She 
observed his actions and narrated what she could see him doing in the play—
“putting red on your pointer finger...placing it on the paper and moving it around...
the page is filling up with different paint colours...your hands are mixing...swirling 
together...the colours are changing...”. After several minutes of repeating this play, 
the page was filled with swirls of brown. Connor asked if he could wash his hands. 
Kate had a bowl of warm soapy water next to the table and a soft hand towel ready. 
Connor again spent several minutes cleaning his hands, he moved his hands in the 
water and rubbed them together, the colour of the water started to change. Kate had 
moved with him and was crouched beside him close to the bowl holding onto the 
towel. Again, she used verbal reflections as Connor washed—“your hands are going 
into the water, maybe it is a little warm...touching the bubbles...swaying your hands 
in the water...the colour is starting to wash off...rubbing your hands together, your 
hands might feel a bit slimy...”. He then asked Kate to dry his hands. Kate engaged 
with Connor and verbalised what they were doing—“you’re placing your hands on 
the fluffy towel...I’m using my hands to put pressure on your hands through the 
towel...working together to dry all over your hands...”. As Connor worked with 
Kate to dry his hands, they were standing face to face; Kate had crouched onto her 
knees to be at the same height as Connor. Every so often Connor would look into 
Kate’s eyes and smile before returning to watching his hands being dried.

This mess-making and hand-washing play sequence occurred in all of Connor’s 
play sessions and was often repeated multiple times within sessions. Towards the 
end of his play sessions, the finger painting ceased, and he painted with brushes. 
Painting with brushes allowed him to explore the changing colours of the jar of 
water as he rinsed his brush between colours. The exploratory sensory play that 
occurred in every play session at times included other sensory resources such as 
play dough, clay, and brown “toilet noise putty” that was housed in a toilet-shaped 
container.

 Systemic Practice

Throughout the therapy, a holistic person-centred and systemically focused inter-
vention included the child, family, Play Therapist, educators, and medical profes-
sionals. A critical component was timely feedback to medical professionals (namely 
SN and GP) at the completion of each of the three phases of the intervention. In 
addition, regular consultation with school staff included targeted feedback and rec-
ommendations to assist the educators to support Connor’s bio-psycho-social devel-
opment and wellbeing in school.
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 Reflection on the Case Conceptualisation Process

Any referral to a Play Therapist benefits from a thorough intake meeting with the 
parent/s to discuss the life history of the child, from point of conception to present 
day. This was especially important for the work with Connor and Gerry as family 
violence had been prevalent during the time of his conception and during his early 
years of development. The intake meeting was also a valuable time to commence 
therapeutic alliance building with Gerry. As a survivor of family violence, this pro-
cess needed to be slow and careful, building trust gradually through consistent ther-
apeutic messages. Therapeutic skills were carefully implemented so that the referral 
information could be acquired without risk of re-traumatisation. Due to the com-
plexity of the case, a therapeutic assessment was initially identified as the most 
suitable start to therapeutic work. As Connor engaged well with the initial Play 
Therapy sessions in the therapeutic assessment phase, a medium-term individual 
intervention and filial therapy intervention were deemed suitable; the four-phased 
intervention consisted of approximately 30 contact sessions.

Reasons for referral can feed-forward into the selection of suitable toys and 
expressive resources ahead of a therapeutic intervention. For Connor, this included 
toy and resource considerations for encopresis and enuresis exploration in the play-
room. Ensuring that embodiment play [35, 36], and messy/sensory play [37, 38] 
resources were available was therefore particularly important. These included: 
finger- paints, clay (darker earth brown tone), play-doh® (a variety of colours 
including brown), slime, and toilet noise putty. Projective play resources were also 
an important consideration; these included a doll’s house with a toilet that had mov-
able parts and human figures with articulated joints or bendable and projective art 
and craft materials [23]. Finally, early relational play toys and resources to support 
attachment play [23] were key, these included: a pop-up tent and tunnel, scarves, 
and larger fabric pieces (suitable for peek-a-boo and hiding), a blanket, baby dolls 
and toys to care for a baby, a medical kit, bubbles to blow, puppets, and board games 
such as Jenga® and Connect Four®.

In summary, the case example of Connor has allowed for an examination of 
medical, education, and psychotherapeutic services working collaboratively. The 
SN, in this case, facilitated a community-based therapeutic service, which was in 
line with medical and education recommendations and most importantly was the 
choice of the parent for her child. The Play Therapist, with consent from Gerry and 
assent from Connor, shared pertinent feedback and recommendations throughout 
the intervention to support the family systemically in both the medical and educa-
tive domains.

Connor’s Play Therapy intervention ameliorated the impact of past trauma on his 
development. His toileting difficulties reduced and his school attendance increased; 
cessation of the elimination disorder and attendance within average parameters 
were achieved by the time of the discharge phase in Filial Therapy.
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 Reflective Resources and Activities

When working with complex cases, it is wise for the professionals involved to 
incorporate trauma-informed professional practice activities to care for the self and 
protect against secondary traumatic stress and compassion fatigue [39]. In this sec-
tion, three reflective resources and aligned activities utilized by the Play Therapist 
are detailed below under the following headings: titration and reciprocal inhibition, 
reflective journaling, and self-care.

 Titration and Reciprocal Inhibition

Titration and reciprocal inhibition can be used as a method of reducing the impact 
of secondary traumatic stress and compassion fatigue. “Titration is based on the 
notion that exposure to traumatic material is measured and engaged…in small man-
ageable ‘doses’ and then returning to a sense of resourcing or grounding before 
returning to the traumatic material” ([40], p. 269). And “Reciprocal inhibition is 
based on the notion that the relaxation response, which involves decreased levels of 
psychological and physiological arousal, is antithetical to the trauma response, 
which involves anxiety and increased levels of physiological arousal” ([40], p. 269). 
Both titration and reciprocal inhibition are useful tools for health and mental health 
clinicians. Titration in clinical practice may include considering your daily work-
flow when working on complex cases to allow for breaks and moments of titration 
between complex cases. Reciprocal inhibition resources can also be used to either 
titrate exposure or pair with exposure to traumatic content. Easily accessible recip-
rocal inhibition resources include breath work and access to nature. In Malchiodi’s 
[41] “Appendix 4. Breathing Prompts” (p.373), examples include foursquare breath-
ing, star breathing, and figure-eight breathing, which provide an array of choice for 
breath work. Further reading around accessing nature as a resource can be useful 
[42, 43]. When reviewing literature on nature, consider keywords and concepts such 
as awe, forest bathing, and blue mind theory [44, 45].

 Reflective Journaling

Reflective journaling in the form of written and/or creative arts journaling is a useful 
resource that many mental health clinicians experience as part of their training [46]. 
Clinicians who have learnt reflective journaling when training often go on to use it 
as a resource when practising. If you are not familiar with reflective journaling, 
consider reviewing literature on both written and creative arts journaling and trial-
ling it yourself.
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 Self-Care

Developing and maintaining robust self-care practices when practising as a health 
or mental health clinician are important considerations. Self-care is vital as a career- 
long practice. Developing and maintaining individualised self-care practices could 
be considered and monitored within management and/or clinical supervision. For 
ideas on developing an individualised self-care kit, see the additional resources sec-
tion below [47].

 Additional Resources

• ACEs Aware Clinical Team Toolkit: Preventing, Screening, and Responding to 
the impact of ACEs and toxic stress. https://www.acesaware.org/wp- content/
uploads/2020/05/ACEs- Aware- Provider- Toolkit- 5.21.20.pdf

• For continence-related information and resources for children, families, health-
care workers, and educators, refer to ERIC, the Children’s Bowel and Bladder 
Charity website. https://www.eric.org.uk/

• The Bristol Stool Chart can be useful for psychoeducation with children and 
families. Some families choose to hang this chart on the back of the toilet door 
and use the various categories to dialogue together. A downloadable/printable 
JPEG is available at https://pediatricsurgery.stanford.edu/Conditions/
BowelManagement/bristol- stool- form- scale.html

• Like the Bristol Stool Chart, the Am I drinking enough water? Urine colour chart 
can also be useful for psychoeducation with children and families. Some families 
choose to hang this chart on the back of the toilet door and use the distinct cate-
gories to dialogue together. A downloadable/printable PDF is available at http://
media.healthdirect.org.au/publications/Urine- Colour- Chart.pdf

• Continence advice often includes elevating the legs to assist in full elimination of 
faeces and urine. Either a small stool or a specifically designed product such as 
the Squattypotty® (https://www.squattypotty.com/) can be a useful resource to 
assist the whole family with complete and successful elimination. Parents and 
children dialoguing in a normative and matter-of-fact manner around healthy 
elimination practices can be a useful inclusion for psychoeducation.

• Sensory play ideas are a useful recommendation to families and educators for 
children who have experienced both developmental trauma and continence dif-
ficulties. Access some sensory play ideas here https://www.healthline.com/
health/childrens- health/sensory- play#takeaway.

• A visual aide for the Window of Tolerance. https://www.nicabm.com/
trauma- how- to- help- your- clients- understand- their- window- of- tolerance/.

• The Self-Care Starter Kit is a freely accessible online resource to support clini-
cians to develop their own self-care plan, as well as accessing to self-care assess-
ments, exercises, and activities [47]. Begin your self-care journey or continue it 
using this self-care kit. http://www.socialwork.buffalo.edu/students/self- care/
index.asp
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Bartholomew Learns about Diabetes

Belinda J. Dean

Objectives
At the end of this chapter, you will be able to:

• Reflect on the complex emotional needs of a child with a new chronic medical 
diagnosis.

• Consider best practice health teaching to support the newly diagnosed child and 
their family through play-based modalities.

• Understand play-based techniques for blood glucose testing and assisting the 
child along with their family to assist with emotional regulation.

 Introduction

One of the primary roles of the nurse or allied health professional is to educate 
newly diagnosed patients and their families on the complexities of their condition. 
Many best practice guidelines contribute to informing health teaching across many 
areas of health care. However, further research is required to create pediatric- specific 
best practice guidelines for each area of practice. Health teaching should consider 
the age and stage of development of the pediatric patient being taught. Play-based 
education is considered developmentally appropriate for children as play is a child’s 
way of understanding their world. Therapeutic play or play-based approaches 
should be considered as a tailored approach to support the newly diagnosed child 
and their family to process concerns related to the chronic condition. Thus far, there 
is little research outlining the benefits of age-appropriate play-based health 

B. J. Dean (*) 
School of Health and Social Development, Deakin University, Geelong, VIC, Australia 
e-mail: belinda.dean@deakin.edu.au

© The Author(s), under exclusive license to Springer Nature 
Switzerland AG 2022
J. A. Parson et al. (eds.), Integrating Therapeutic Play Into Nursing and Allied 
Health Practice, https://doi.org/10.1007/978-3-031-16938-0_14

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-031-16938-0_14&domain=pdf
mailto:belinda.dean@deakin.edu.au
https://doi.org/10.1007/978-3-031-16938-0_14


182

education. The use of age-appropriate play-based techniques support the child and 
family to build trust in the health care professional and limit the likelihood of iatro-
genic (treatment related) trauma in relation to the admission. The following sections 
outline Batholomew’s experience of being newly diagnosed with DM1. Theoretical 
underpinnings which outline how the diagnosis will impact Bartholomew and his 
family are then discussed. Finally, how play-based education and therapeutic sup-
port will allow Bartholomew and his family to manage his new condition is explored.

 Batholomew’s Background

Bartholomew is a 10-year-old boy who lives at home with his Mum, Alera, his 
Mumma, Katrina, and his 11-year-old sister, Zehra. Alera explained that 
Bartholomew was conceived through in vitro fertilization (IVF) and she carried him 
through to 38 weeks. Despite spending some time in the special care nursery Katrina 
described Bartholomew as a well and content baby. Preceding the onset of symp-
toms, there were no known traumatic experiences for Bartholomew or his family. 
Alera and Katrina described Bartholomew as a typically developing child who met 
expected health and developmental milestones. Bartholomew has been diagnosed 
with type 1 diabetes (DM1) after an episode of diabetic ketoacidosis (DKA). There 
is no known family history of DM1, however, Katrina and Alera discussed that they 
do not have an in-depth health history of the sperm donor for Bartholomew. 
Bartholomew and his family will be provided with health education and psychologi-
cal support to manage his condition prior to being discharged.

 Background to the Clinical Setting through the Eyes of the Child: 
Batholomew’s Experience

Bartholomew reflects on how he ended up lying in this cold, stiff hospital bed.....He 
thinks maybe he was brought into hospital because he was constantly hungry and 
thirsty and kept needing to wee and last night, he wet the bed. He thought back and had 
not done this since he was 3 years old. Bartholomew went red even thinking about it, 
and felt so embarrassed, he could not believe he passed out too. Bartholomew had been 
at a sleepover at his best friend Freddie’s house when he became very unwell, wet the 
bed, and became unconscious. Bartholomew remembered that Freddie had said that his 
breath smelt like lollies even though they’d only had a bag of skittles and some chips. 
He also remembered he started vomiting everywhere. The next thing Bartholomew 
knew an ambulance had arrived and there were people all around him, including 
Freddie, Freddie’s parents, and lots of people in uniforms. He remembered falling in 
and out of sleep and ending up in the kid’s ward of the hospital. The ward was so noisy 
and busy which made his head hurt and his eyes feel even more blurry than they had 
been for the past few months. Bartholomew felt so tired and just wanted to sleep, how-
ever, people kept coming in to take blood from his finger which really hurt. They put a 
tight squeezy thing on his arm and another thing on his finger that didn’t hurt but made 
him jump every time they went near his finger, and it made so many noises. The worst 
thing though, Bartholomew reflected, was the needles they kept jabbing into his tummy 
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which hurt the most. They said he had to keep having needles or a pump permanently 
inserted with a needle. This just made Bartholomew feel sad. He also felt so confused 
that the nurses and doctors and other staff kept talking about his sugar and he did not 
have any idea what that meant. He could not believe people really had sugar in their 
bodies. One person in a white coat said he would never be able to eat lollies again, even 
at birthday parties. He thought this was a cruel trick and someone would have to pop 
out soon to tell him he had been pranked. He thought how this was the worst day ever. 
They even sent his Mumma and Zehra home, only allowing his Mum to stay the night. 
He felt so scared, believing he would wet the bed again, and did not sleep at all. He was 
worried that Freddie would hate him or tell everyone at school he was a weirdo baby 
who wets the bed, vomits, and blacks out for no reason. He was already seen as being 
different and this was going to make it a billion times worse. He was also worried about 
all the sport and school he would miss because the doctor had said he cannot go back 
to school for ages and must stay in hospital until he understands how this thing called 
diabetes works. He thought there was no way he’d make the basketball team now. He 
did think that some of the people that had come in to teach him about diabetes had been 
nice. He especially liked the staff who “got him” and played games with him or drew 
with him, it made things not as scary.

 Activity

Consider Bartholomew’s experience. How might he be feeling? How would you 
feel if you were him? Given he is 10 years old boy, would he still want his family to 
be with him? What is he experiencing from the environment around him? How 
overwhelmed is he by the sights, sounds, smells, things touching him, and different 
food he is tasting? With your current understanding of diabetes, how would his 
diagnosis be altering his sensations and experience?

 Diabetes Mellitus

Diabetes mellitus type 1 (DM1) is known to be one of the fastest growing and most 
significant chronic health conditions experienced by children [1]. Australian data 
shows that there is between 500–600 new cases of type 1 diabetes each year in 
Australian children aged 0–14 years [2]. Currently, over six thousand Australian 
children experience DM1, which is the sixth highest incidence of new cases world-
wide [3]. DM1 is defined as a chronic autoimmune disease in which insulin- 
producing cells of the pancreas are attacked by the person’s immune system, 
resulting in the cells not being able to produce their own insulin [3]. The Australian 
Institute of Health and Welfare found that DM1 can occur at any time throughout 
one’s lifespan, however, statistics show that approximately half of all new cases are 
diagnosed in childhood aged between 0 and 14 years.

Being diagnosed with and living with DM1 in childhood results in ongoing stress 
and potentially medical trauma which can impact significantly on all areas of bio-
logical and psychosocial functioning for the child as well as their family [4]. The 
Royal Children’s Hospital, Melbourne (N.D.) states that obtaining a diagnosis of 
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T1DM can impact the whole family and brings about much uncertainty and fear for 
families. Forgey and Bursch [4] describe iatrogenic (treatment related) trauma being 
triggered through receiving a serious chronic diagnosis such as DM1. Hart and 
Rollins [5] elaborate on this discussing that both the diagnosis as well as ongoing 
invasive medical procedures for the remainder of the child’s life, can result in ongo-
ing negative psychological and emotional implications. DM1 has been linked to a 
higher incidence of depression, eating disorders, anxiety, and psychological distress 
in young people compared to typically developing peers [6]. The ongoing dysregu-
lation of the stress response system results in a toxic stress response which in turn 
results in negative health outcomes in adulthood [7]. Burke Harris et al. describe 
this exposure to toxic stress in childhood as an adverse childhood experience (ACE). 
The more ACEs a child experiences, the greater the risk of having comorbid chronic 
health conditions into adulthood [8]. Felitti [9] found through the ACEs study that 
childhood diabetes is a causative factor of later adult physical and psychological 
illness. DeCosta, Skinner and Grabowski [10] speak of trust at the time of diagnosis 
as being central to the child’s psychosocial experience and the negative impacts of 
a lack of trusting relationships with healthcare professionals. Play-based approaches 
at the time of diagnosis and throughout treatment are thought to increase trust and 
minimize the impacts of traumatic stress for the child and their family [11].

Despite DM1 being a non-modifiable childhood risk factor in relation to ACEs, the 
management of the condition as well as the modification of stress and strain on the 
family unit through the establishment of trusting relationships can improve health out-
comes. Age-appropriate psychosocial and health education including play-based health 
teaching, procedural play therapy, medical play therapy, child- centered play therapy, 
non-directive play therapy, and filial play therapy serve as a protective factor to buffer 
against the negative impact of ACEs on long-term health outcomes [12]. Burke Harris 
et al. [7] suggest that to prevent ACEs, research, intervention, and policy are required. 
Further, Burke Harris et al. suggest that these domains be achieved through the educa-
tion of families (primary prevention) as well as early detection and intervention (sec-
ondary prevention). The authors suggest that appropriate clinical management of 
childhood diseases results in improved physiological effects from the impacts of early 
adversity (tertiary prevention). Collaborative care from a multidimensional team is also 
vital to support the optimal development of the newly diagnosed child [11].

In the field of play therapy, it is widely accepted that play is the language of the 
child [5, 13, 14] and play-based teaching is the most appropriate means of providing 
health education and psychosocial support. Despite optimal health teaching and 
play-based management potentially requiring an increase in time and resources, the 
capacity-building of patients and their families results in positive outcomes [15]. 
Patients who are masters of their condition can thrive independently, confidently 
managing their condition without the need for continual tertiary services. Early 
intervention through age-appropriate, play-based psychosocial, and health educa-
tion will result in ensuring that those with a diagnosis of DM1 are able to achieve a 
long-term healthy integrated sense of self to live optimally with DM1.

Hart and Rollins [5] cite the importance of health teaching at the level of a child’s 
cognitive ability and advises that play is considered of upmost importance to assist 
children being able to understand the medical experience. Yogman et  al. [16] 
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emphasized the importance of play to reduce stress related to life transitions such as 
receiving a diagnosis of diabetes. It is hypothesized that if a child is not included in 
the health teaching for their diagnosis or the health teaching is not pitched at the 
appropriate age and stage of developmental learning, feelings of isolation, shame, 
and stress increase the likelihood of behavioral issues and non-compliance with 
treatment [16, 17]. Creative play acts as a conduit allowing children to express their 
concerns, problem solve, and process their emotions, it is also an appropriate 
method for health education [18].

There is little mention in the literature of which strategies are used in health 
teaching for children and if they are age and stage appropriate such as play-based 
teaching [19]. Current research reveals that most diabetes education is not standard-
ized [20]. Balderrama [21] provides a clinical checklist for health teaching that is 
supported by published guidelines providing information on what patient education 
entails for the child or adolescent with DM1, how this should be administered, 
where education occurs, and who provides the education [22]. This health teaching 
and checklist is focused on educational topics such as definitions of DM1, insulin 
therapy, exercise, diet, and potential complications [21]. It also covers checkpoints 
such as ensuring privacy, introducing oneself, assessing the patient’s readiness to 
learn, considering barriers to learning and the child’s learning desires and priorities, 
and the individual’s preferred learning style. However, the checklist does not men-
tion age-appropriate learning or play-based learning. Likewise, Lange, Swift, 
Pańkowska, and Danne [23] cite the importance of universal learning principles and 
state that every child or young person has a right to expert structured comprehensive 
education. Education should empower the young person to manage their diabetes 
and should be personalized and age appropriate. Despite outlining the importance 
of age-appropriate education based on maturity neither the checklist nor the univer-
sal language principles mention play-based learning [23]. Lange et al. [23] further 
cite the importance of the entire family needing to be motivated to learn.

Working from a therapeutic play-based lens, one can consider the underlying 
play therapy theory that places the child at the center of the experience. Play thera-
pists work from a humanistic stance and use specific techniques and strategies to 
improve the overall functioning of the child [14, 24]. A humanistic play-based 
approach is based on Carl Rogers’s constructs of personality and the therapy condi-
tions which support growth [13, 25]. Rogers describes the importance of the thera-
pist demonstrating empathy and unconditional positive regard for the child (client) 
and creating a positive relationship. Axline [26] emphasized the importance of 
being with the child and revised Roger’s foundations to develop non-directive play 
therapy. The below activity provides an example of a medical model approach to 
teaching where the health teaching is based solely on the condition compared to one 
which encompasses humanistic principles and takes a whole systems approach 
including the family in health teaching as well as Batholomew in a play-based 
developmentally sensitive way.

Activity—Try to guess which of the below health teaching methods is a tradi-
tional teaching method for Bartholomew and which is based on humanistic princi-
ples and play. Discuss why you chose the option you did and the pros and cons of 
each teaching method (Table 1).

Bartholomew Learns about Diabetes



186

Table 1 Health teaching activity

Health 
teaching 
activity Option 1 Option 2
Fingerstick 
glucose test

Nurse Lisa rushes into the room 
complaining about how busy her day is 
and how the boy in room 12 has just taken 
up all of her time. She comes at a time 
when Bartholomew is by himself because 
his family has gone to get a coffee and 
snacks. Nurse Lisa says, “I know you 
wanted your family here, but this is the 
only time I’ve got and you’re 10, you 
should be fine.” She shows Bartholomew 
the lancet and says “remember this, it’s 
for the finger prick” and then gets his 
finger and presses it in hard and says 
“remember I told you last time how you 
have to press this and then the blood 
comes out and you put it on the testing 
strip which is inserted into this machine” 
She pricks his finger mid-sentence and he 
gets a sharp sting…. “Oh, and don’t forget 
to calibrate the machine first or it won’t 
work” … “Got it?” She goes on to say, “I 
already did it this morning so it will be 
fine, but don’t forget next time.”
Nurse Lisa then says, “now you wait until 
the machine tells you the reading and then 
you should know what to do by now about 
your level, this is the basic stuff, if you 
don’t know this by now, you’re in trouble, 
you’ve got a whole lifetime of this you 
know.” Nurse Lisa walks quickly away 
saying “I’ve got to go but you can ask me 
any questions you’ve got when I come 
back later.”

Nurse James waits until the whole 
family is in the room with 
Bartholomew as per 
Bartholomew’s wishes to learn 
with his Mum and sister present so 
they can help in case he forgets 
anything. Nurse James speaks to 
Bartholomew about how his day 
has been, and how well his football 
team did this weekend. It turns out 
they go for the same team, so they 
have a little cheer together. James 
also speaks to Alera, Katrina, and 
Zehra about what they have been 
up to. James asks Bartholomew if 
he remembers the special 
handshake and clap game and 
song, they made together last time 
and they do that and laugh. Zehra 
wants to join in, so they all do it 
again together. Nurse James then 
gets Bartholomew to look at all the 
laid out equipment to see if he 
remembers what any of it is. He 
then says they are going to play a 
memory game and he asks 
Bartholomew to cover his eyes. He 
takes one item away and then asks 
him to open his eyes and tell him 
what is missing. Bartholomew gets 
it right every time. He has been 
practicing and looking forward to 
this game.
Nurse James checks if 
Bartholomew has any questions 
before he asks if Bartholomew’s 
ready to perform the magic glove 
trick (see below) Bartholomew 
does his magic trick and 
confidently pricks his finger and 
puts the drop of blood on the 
testing strip and waits for his 
reading.
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 Case Vignette—The Child’s Experience

Bartholomew loves it when there are nurses like James, they make the day go 
quickly and have a good time together. Nurses like Lisa seem scary to Bartholomew, 
and he feels like he is wasting their time, so he tries to hurry but then he forgets 
everything and feels anxious and stressed.

Bartholomew is thinking about this as he sees the friendly child life specialist 
Jess coming over to his hospital bed. He really likes Jess, and he can tell her which 
staff he likes and those he finds scary. He can also talk to Jess about how his learning 
is going with all the new stuff he needs to know and mostly how he is feeling. Jess 
does not always make him talk, sometimes they just play and draw and have fun. 
Jess told him at the start that what they talk about is private and she does not talk 
about it to anyone unless it is very serious like Bartholomew feeling extra worried 
about how someone has treated him or if he is feeling sad and needs help.

Jess told Bartholomew that each time they hung out together they would have 
some fun activities to do to help him to understand having diabetes. After spending 
some time chatting together, Jess engaged Bartholomew in several standardized and 
non-standardized play-based age-appropriate assessments to outline his underlying 
feelings about his recent diagnosis and hospital stay. Each assessment is detailed 
below. Following this Jess supported Bartholomew and his family with play-based 
health teaching to understand his diagnosis as well as techniques to help with the 
invasive procedure of having to monitor his own blood glucose through using a 
lancet on his fingertip several times a day. Jess provided support to the professionals 
involved in Bartholomew’s care to ensure play-based teaching was occurring sys-
temically throughout the whole treating team.

 Hospital-Based Initial Assessment

Projective assessments can be interpreted with a curious stance to wonder about the 
meaning of the art or drawing and to contrast and compare it over time with the 
child to support their representation of themselves at that point in their journey. An 
example of a projective assessment is a Blob assessment https://www.blobtree.com/ 
[27]. Blobs are black outlined people-like figure drawings that are printable and 
allow the child to color which one fits for them. They can assist the child to express 
their feelings without words. Bartholomew could complete a blob tree to consider 
how he is feeling about himself and his new diagnosis. He could also complete a 
blob hospital or blob sick to consider how he is feeling within the hospital 
environment.

First, Jess asked me to colour in a picture of a sort of stick figure in a tree or on the ground. 
I picked the one of the guy hanging onto the tree branch because I sort of feel like, ‘I’m just 
hanging in there’. I coloured the hands red because I have so many finger pricks and then I 
left the rest blank because I couldn’t pick what colour I was. Then I did one of stick figures 
in hospital, I picked the one in the bed talking to someone else sitting on the bed, that 

Bartholomew Learns about Diabetes

https://www.blobtree.com/


188

reminded me of how nice Jess is. Then I picked a sick one and I picked the one that had its 
arms folded and a cloud over its head because I feel really grumpy and have a headache.

An example of a standardized play assessment that the play therapist could 
engage Bartholomew in is, The Affect in Play Scale (APS) or the brief rating ver-
sion (APS-BR) of the Affect in Play scale [28, 29]. The Affect in Play scale is a 
standardized tool with a criterion-based rating scale that measures the child’s level 
of pretend play, divergent thinking, and emotional memories. Through assessing the 
play of a child, one can understand their functioning or adaptive functioning as well 
as emotional (affect) expression [18, 30]. The APS is appropriate for children aged 
6–10 years old. The APS or APS-BR is appropriate for a hospital setting and could 
be conducted at the bedside. It contains two human puppets (a girl and a boy) and 
three brightly coloured different-shaped blocks which are all laid out on a table [29]. 
The assessment only takes 5 min, making it a suitable tool for a child who is not 
well. Full instructions on administering the Affect in Play Scale can be found in 
Russ’s book Platy in Child Development and Psychotherapy as an Appendix [30].

The amount and type of affective expressions in Bartholomew’s play can be mea-
sured as well as themes that may be related to how Bartholomew is experiencing 
both his new diagnosis and the hospital stay in general [18]. Categories of affect 
range from happiness to fear and anxiety to disappointment. Affect categories are 
classified as positive or negative which is helpful to gain an understanding of how 
Bartholomew is currently coping.

At first, I thought I was a bit big to play with dolls, but it was actually really fun. I had fun 
with the girl and boy puppet and even got a bit silly which Jess was ok with. I pretended the 
girl doll tripped over one of the blocks and the boy doll laughed at her and she cried but 
then he went to help her.

An additional projective assessment is to have Bartholomew draw a picture (spon-
taneous or impromptu) and ask a range of open inquiry-based questions which pro-
vide context around Bartholomew’s presentation as well as what may be present 
within the metaphor of the picture [31]. Drawings could then be continued each 
week with inquiry-based questions to gain an ongoing understanding of 
Bartholomew’s processing over time. Utilizing drawing as a method for health 
teaching is an appropriate age-based method for ensuring Bartholomew understands 
his condition.

Jess said, I could draw a picture of myself, then she asked me all about it. I drew a skinny 
boy with eyes going round and round in circles stuck in a bed with a sad face and pin pricks 
all over like sharp rain falling from the roof. She then asked me lots of questions about this 
and l explained why I might be feeling like that and what it means to have diabetes and how 
it might impact my body, brain and mood.

 Intervention and Health Teaching Support

Russ [32] discusses the link between creativity and flexibility of thinking which 
impact and are impacted by affect. Being able to engage in creative activities such 

B. J. Dean



189

as drawing, allows Bartholomew to express himself non-verbally giving rise to 
emotions that may not be on the surface as well as providing a platform for explor-
ing and conveying his worries and concerns to his family and treating team [33]. 
Drawing can be utilized as projective assessments but can extend to ongoing play- 
based work with hospital-based children as a tool for communication, as a rapport- 
building technique, as age-appropriate health teaching and to aid exploration of 
experiences through inquiry-based questioning [31, 33].

Each week we had time together drawing and talking. Jess asked me all about my drawings 
in ways no one had ever asked me before, it really made me feel like she was interested and 
actually made some things make sense for me too. She then taught me so much about having 
diabetes and I really feel like I understand it now. I’ve got a long way to go but I know who 
I can ask for help if I need.

 Strategies for Blood Glucose Monitoring

The magic glove is a hypno-anesthetic technique that can limit nociception for a 
child who is having a painful procedure to their fingers, hands, or arms. The trained 
health care professional intentionally and repetitively uses physically calculated 
touch on the patients’ fingers, hands, and arms mimicking putting on a glove which 
is called a magic glove [34]. Suggestive phrases are used to support the outcome of 
having an altered perception and sensation in the area such as numbness to limit the 
pain [34]. The technique as well as limiting pain can also minimize anticipatory 
anxiety which is useful when needing to have ongoing blood glucose monitoring 
through pricking the finger with a lancet [35].

It felt a bit funny when Jess started pretending to put a glove on my hand and said things 
over and over like, I know what is happening, but I’m not bothered, as I know my glove is 
protecting my hand. But then when I had to do my next finger prick it didn’t even hurt! It 
was really magic; I actually can’t get over it and think I have special magic powers now.

 Systemic Considerations

A systemic approach is vital when considering the impacts of iatrogenic trauma. 
Levine and Kline [36] discuss medical and surgical procedures as being the most 
overlooked area when considering the impacts of childhood trauma. When a child is 
unprepared, is overwhelmed, is restrained, or separated from their caregivers, long- 
term trauma can be held within the body unless a way to discharge the charge is 
found. Levine and Kline [36] discuss the latency period of trauma and how it can 
last from months to years or even decades if not dealt with at the time. Forgey and 
Bursch [4] cite chronic illness being a risk for frightening experiences within health 
care settings that can result in iatrogenic trauma. Some situations include receiving 
a serious diagnosis, managing unfamiliar medical technologies, having painful or 
distressing procedures, and not having a parent present to support the child. Despite 
professionals not causing harm intentionally, non-patient-centered models do not 
allow the child to have a voice or time care at their pace. Parents too can feel 
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powerless in such a system. ISPAD guidelines recommend professionals be patient 
centered and have specialized training to deliver successful behavioral approaches 
to parents and children with an interdisciplinary team who speak with one voice to 
obtain both psychosocial and metabolic outcomes [6, 17]. However, this is not 
always representative of actual practice. It is important that health care profession-
als take on a systems approach and allow the voice of the child to be heard to ensure 
best practices.

Levine and Kline [36] discuss strategies to avoid trauma as well as first aid 
for exposure to iatrogenic trauma. Parents can be proactive by firstly aiming to 
find a treating team who are trauma informed. Secondly, parents can remain 
calm and regulate themselves. If parents and children both know what to expect 
they will be able to stay more regulated. Parents who are informed can be even 
more helpful and less anxious regarding medical procedures such as diabetic 
monitoring [22]. Levine and Kline [36] discuss that children should never be 
strapped down or anesthetized when in a terrified state and should not wake up 
from esthetic alone as both could cause imprinting of trauma due to an undis-
charged freeze response that increases the risk of traumatic stress and 
PTSD. Parents will feel more able to advocate for their child if they feel empow-
ered from the beginning.

Recognizing potential trauma symptoms such as the child being hyper-vigi-
lant, clingy, fearful, withdrawn, angry, or impulsive or experiencing inconti-
nence, headaches, nightmares, or stomach pains is important to allow the parent 
to find ways to ameliorate the traumatic response. DeCosta, Grabowski, and 
Skinner [10] report on depressive symptoms being linked to a reaction to being 
newly diagnosed. Some examples include depressed mood, irritability, social 
withdrawal, and feeling anxious. They also report on PTSD symptoms at the 
time of diagnosis and discuss that 4.3%–5.4% of the children studied displayed 
moderate to severe post-traumatic stress symptoms. Levine and Kline [36] 
report that post-traumatic reactions may remain dormant unless it is dealt with. 
Levine and Kline [36] provide a step-by-step parent guide to manage a trau-
matic response, the first steps are listed below as examples. See resource below 
for full details.

 1. Check-in with your own body first (to be sure you are regulated).
 2. Assess what traumatic symptoms the child has and allow time to rest.
 3. Guide the child to experience and speak about their bodily sensations (How do 

you feel in your tummy? What color, shape, and size is that feeling?).
 4. Be slow and follow the pace of the child, allow the child time to process and 

release their big feelings. Know when they may have processed the big feelings 
and are out of the traumatic state. They may start to smile, yawn, stretch, or 
breathe more slowly.

 5. Allow the child to have whatever reaction they need to have. Avoid saying “it’s 
all going to be ok” and allow them to cry and tremble to discharge the freeze 
response and reassure them those feelings are good to come out.
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 Chapter Summary

Intragenic trauma may occur at the time of diagnosis for a newly diagnosed child. 
However, using age-appropriate play-based techniques assist the child and family to 
build trust with professionals which may improve health outcomes. It also allows 
for experiences to be processed and integrated resulting in a reduction in the likeli-
hood of experiencing traumatic stress. As the professional working with a newly 
diagnosed child and family, considering best practice health teaching with a play- 
based approach is crucial as is ensuring play-based techniques are used to facilitate 
invasive procedures such as blood glucose testing. A multidisciplinary approach 
that includes the family and child as part of the system will ensure best practice in 
care, health teaching, and minimizing the impacts of iatrogenic trauma due to a new 
diagnosis.

 Additional Resources

The Magic Glove—Hypnotic plain management for children—https://www.you-
tube.com/watch?v=cyApK8Z_SQQ

PDF of the Magic Glove from Dr. Leora Kuttner:

https://pediatric- pain.ca/wp- content/uploads/2013/04/The_Magic_Glove12.pdf

First aid for trauma:

Peter A.  Levine, Ph.D, Maggie Kline (2007) Trauma Through a Child’s Eyes: 
Awakening the Ordinary Miracle of Healing.

Peter Levine website: https://www.somaticexperiencing.com/se- interviews
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Charlotte’s Hospice Stay: Time for Play

Erin Butler

Objectives
At the end of this chapter, you will be able to:

• Reflect on the complex emotional needs of a child with a life-limiting illness and 
their family.

• Develop a basic understanding of holistic play development, core conditions of 
play and principles of CCPT.

• Review strategies for supporting a terminally ill or dying child and their family 
through play, using knowledge of holistic play development, core conditions and 
CCPT principles to inform practice.

• Self-reflect on the important role the reader holds within their practice and the 
future relationships they form with this demographic and their families.

• Consider self-care strategies to support emotional wellness when providing end- 
of- life care.

When reality is painful and a child’s future not bright, we may sometimes be tempted to feel 
that it is kinder to leave a child in a state of not being able to think… This would be to deny 
the very humanity of the child and their right to a full life, whatever it may hold and how-
ever brief it may be.—McMahon [1]:165
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 Introduction

A life-limiting illness can be defined as a condition or disease which has no reason-
able expectation of a cure and is fatal [2]. The premature death of a child can be 
caused by a range of different diagnoses, some of which are related to congenital 
abnormalities, muscular disorders, organ failure, metabolic conditions, severe mul-
tiple disabilities or neurodegenerative and neurological conditions [3]. An illness 
may oscillate between being perceived as chronic or life-limiting, depending on 
numerous factors which determine the clinical course of the condition and the prog-
nosis. Such factors can vary greatly depending on the cause, stability, predictability 
and complexity of the illness. These characteristics can determine whether the life-
limiting illness is degenerative or immediately threatening and how demanding or 
restricting it can be for the child [4].

With technology and modern medicine continually evolving, children who might 
have died from a particular illness decades ago are now more likely to live healthier, 
productive lives [5]. However, depending on the diagnosis and prognosis of the 
child’s illness, they could be faced with significant healthcare treatment over vary-
ing periods of time and sadly, eventually their own death. With the medical profes-
sion actively working towards the prevention and cure of childhood illness, a 
reduction of the physical, social, and psychological impacts is also a high priority 
[6]. When children have been diagnosed with a life-limiting illness, a holistic 
approach to their health care is necessary to ensure that both their pain is controlled 
and symptoms are managed, but also their emotional well-being is addressed [7].

The diagnosis of a life-limiting illness can result in the child and their family 
experiencing a range of stressors, particularly in relation to how their illness is man-
aged [5]. Locating adequate health care and support services for long-term manage-
ment may contribute to the stress experienced, along with factors such as financial 
burden, uncertainty of the future, and a subsequent increase in family tension. 
Living with a life-limiting illness can result in the child not being able to utilise their 
natural coping behaviours, due to experiencing high levels of stress, pain and anxi-
ety [8]. As each experience of physical illness will vary, the provision of appropriate 
support should be unique to the needs of the child and all involved with supporting 
the child to enhance the likelihood of coping, understanding and adjustment.

Upon diagnosis, most children with a life-limiting illness will be admitted to 
hospital and then will intermittently return for medical treatment throughout their 
lifetime, depending on the illness, condition or disease [9]. Some may even attend a 
children’s hospice for occasional respite or end-of-life care. Anxiety, tension, medi-
cal procedures, financial strain, uncertainty, and reliance on support services or 
other personnel are just some of the experiences that may have a negative individual 
or collective impact [5].

With a limited number of children’s hospices Australia-wide and many children 
geographically dispersed, there is a need for paediatric palliative care services to 
improve the quality of life for children experiencing life-limiting conditions and 
their families by providing specialised support in the home or hospital [10, 11]. This 
chapter will draw on the author’s own research, professional experience and 
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relevant literature to determine how therapeutic play or CCPT can be effective, 
holistic, safe and supportive for children living with a life-limiting illness. It will 
also explore how the therapeutic relationship is of importance when supporting the 
child and the family unit. Whilst this chapter will be focusing on the therapist’s role 
in the context of a children’s hospice, the reader is encouraged to reflect on the role 
that they hold within their current practice and how they can apply this knowledge 
to further enhance the relationships and quality of life of the children and families 
that they encounter.

 A Progressive Brain Tumour—Charlotte’s Experience

Charlotte, a 7-year-old Australian girl, with a progressive brain tumour, woke as her 
family pulled up in the driveway of a place she had not visited before. Charlotte’s 
parents and brothers did not talk very much during the drive so she knew they were 
worried and sad. Charlotte noticed that she was also feeling nervous because she 
was not sure what to expect. She had heard about this place called a children’s hos-
pice and wondered whether it would be like her experience of being in the hospital. 
In the hospital, there were lots of people constantly coming and going from her 
shared room, her surroundings were not familiar, and her family could not be 
together all the time. Charlotte felt her heart race and a heavy feeling in her stom-
ach, she really hoped she would like it here because she knew things were getting 
very tough for her body. The simplest things she used to find easy to do, such as 
breathing, talking, remembering things and walking, were becoming increasingly 
more challenging as her condition deteriorated further. A friendly nurse came to 
greet Charlotte and her family in the car park and Charlotte was transferred to her 
wheelchair. She took some deep breaths as she was wheeled through the doors and 
into the lift with her family. Her Mum reassuringly rubbed her arm, and the lift 
made a ‘ding’ sound. The first thing Charlotte saw as the doors opened were lots of 
children’s photos and artworks on the walls—it already seemed like a special place 
where so many children had already been, and this comforted Charlotte a little.

As they entered the corridor, they were welcomed with a play space, which 
looked like there were lots of options of things to play with and do. The nurse intro-
duced Charlotte to the Child Life Therapist/ Play Therapist, Lexi, then continued to 
show her where her room was going to be. Charlotte could not believe it! A whole 
room all to herself with an adjoining room where her family could also sleep. She 
noticed on her door there was a specially crafted name sign, on her bed there was a 
cosy quilt, and, on the shelves, there seemed to be lots of things that she really 
enjoyed, like art materials, books to read and a variety of games. Charlotte looked 
out the window and beyond the sunny balcony she saw some beautiful trees, a gar-
den and the sea in the distance. The pit in her stomach seemed to have eased and this 
place began to feel a little more like home… In the days and weeks that followed, 
Charlotte’s parents and brothers did not leave her side. They spoke of all kinds of 
things—recalled memories, shared photos, videos and laughed together. They also 
made plans of what things they could do during their stay, such as visit the beach, 
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eat ice cream, make family artworks, spend time in the garden, listen to music and 
play together as a family. Charlotte knew she was dying and tried so very hard to be 
brave and strong for her family, but sometimes she just felt like crying. Inside, 
Charlotte felt really scared because she was so sick, in pain and completely 
exhausted. She desperately wished things were different. Something that helped 
with these big feelings, was spending time with Lexi. Lexi always came up with fun 
ideas of what Charlotte and her brothers could do, which also gave her Mum and 
Dad a much-needed break. The more time Charlotte spent with Lexi, the more 
Charlotte felt safe and knew she could genuinely show all the different sides to her-
self. This meant, as things became physically more challenging for Charlotte when 
her condition deteriorated further, there was not an expectation ‘to do’ lots of things 
or feel certain ways, but Lexi could ‘just be’ with her when needed—something that 
helped Charlotte feel deeply cared for, comforted, understood and accepted, par-
ticularly when words became too difficult to form.

 Child-Centred Play Therapy

The Child-Centred Play Therapy (CCPT) approach has proven to be an effective 
intervention for children of different developmental stages, client groups and cul-
tural backgrounds [12]. It has long been known that the theoretical understanding 
behind CCPT is to enable the child to use their innate ability to strive towards 
growth, maturity and acceptance through self-directional play [12–14]. With consis-
tent and repeated exposure to sensitive attunement and core therapeutic conditions 
such as empathy, congruence and unconditional positive regard, a mutually respect-
ful, accepting, permissive and safe relationship evolves between the therapist and 
child over time [12, 15]. These facilitating elements of the relationship are the main 
causation for change and growth to occur within the child throughout the therapeu-
tic experience, enabling an experiential, intuitive learning and acceptance of the self 
to evolve [14].

Whilst living with a life-limiting illness, the child will have a range of emotional 
needs related to the loss of a fully functioning or physically healthy body, their 
identity or the experience of vulnerability and dependence on others. Where these 
children often experience fewer opportunities for self-directed play and control over 
their lived experiences, CCPT offers them a space to freely lead, set the pace of their 
sessions and develop mastery [1]. With repeated opportunities for self-awareness 
and self-developed skills, this supports the process of self-actualisation to occur as 
it enables the child to completely trust themselves and their feelings, which leads to 
an overall feeling of peace within [16]. With an understanding of the core conditions 
and main beliefs that underpin the process of CCPT, the reader can reflect on how 
they build relationships, engage with children in their care, support children through 
play experiences and improve outcomes for the children and families they work with.

It is thought that to provide an appropriate and effective therapeutic experience, 
the therapist should carefully consider the unique needs of each child, regardless of 
their reasons for referral [5]. Depending on the child’s communicative or physical 
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abilities, such as whether they are non-verbal, experience physical limitations or are 
immobile, therapist expectations and certain adaptations to the therapeutic space 
and sessions may be necessary [8]. Considering how the space is set up and organ-
ised is important to ensure everything is accessible, appropriate and practical for the 
child, such as ensuring all play items are clearly visible, providing options where 
play experiences can be brought to the child, and flexible seating or enough room 
for those in wheelchairs to move freely or fit under tables with ease. The therapist 
should also be mindful of confidentiality and sensitive to the porous nature of hos-
pital rooms, open play spaces or various areas within the hospice. The lack of pri-
vacy may cause the child to feel inhibited, vulnerable or exposed within their 
therapeutic play process and may also have an impact on the relationship [14]. 
Acknowledging the space limitations to the child can help create a feeling of con-
tainment within the therapeutic relationship.

Another structural consideration for the therapist is to be flexible to the child’s 
needs with each encounter, as some children may require a shorter time with the 
therapist or may not be able to attend a session at all. This could be due to the ill 
child being physically unable to sustain a longer session if experiencing physical or 
mental exhaustion, feeling unwell or experiencing discomfort and pain. However, 
once children are engaged in play, they are often in a state of flow, where the posi-
tive feelings aroused can balance the negative feelings associated with the discom-
fort or pain they are experiencing [17]. With a holistic understanding of play 
developmental stages and considering the child’s needs and capabilities, the thera-
pist may find that they need to be more directive in some circumstances, such as 
presenting suitable options to the child using visuals that represent various attach-
ment, somatic sensory, rhythmic, embodiment, projection and role play options for 
the child to select [18, 19]. Through aiming to acknowledge and attend to the minut-
est indication of interest and communication such as eye movements, symbols, 
signing or mirroring, the therapist is also able to establish a connection and maintain 
the therapeutic relationship [1].

The therapist’s choice of materials also needs to be considered and adaptable to 
the environment that the child is in, particularly if they are in isolation, confined to 
a bed or require sessions in an alternate setting, such as within the hospital, hospice 
or home. The provision of carefully chosen toys and materials that are of a sensory, 
nurturing, real-world, aggressive and creative nature are encouraged as these can 
further support the child’s emotional release, expression, thought processes, and 
behaviours related to their imminent death [14]. Providing unstructured play materi-
als can also further assist with alleviating the child’s anxiety and provides opportu-
nities for regressive play, which can help to soothe and relax the child [1]. A 
thorough understanding of various types of play, sensory regulation and the devel-
opmental needs or interests of the child can further support the child during their 
stay or in moments of distress, difficulty or pain. Some strategies for consideration 
could include:

• Breathing, i.e. blowing bubbles, a pin wheel or using ‘big belly’ breathing with 
the support of a toy, expanding sphere or shape breathing.
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• Physical touch, i.e. comfort positioning, paediatric massage, attachment-based 
play experiences, sand play, tactile toys or engaging with a therapy pet.

• Sight, i.e. toys that light up, visuals, pictures, bubbles and puppets.
• Sound, i.e. singing familiar songs or musical instrument play, reading children’s 

literature or guided visualisations, tracking and reflecting.
• Smell, i.e. diffusers, mists, essential oils or bringing nature indoors with leaves 

and flowers.
• Taste, i.e. cooking experiences, eating familiar or comforting food, or drinking 

cold water (if child can eat or drink orally).

There may also be various spaces, activities and experiences that will enable the 
therapeutic relationship to be transferred to different contexts, such as a multi- 
sensory room, lounge room, garden, or a nearby park. Following a child’s lead with 
their interests or wishes within or beyond the hospice grounds can facilitate nor-
malisation, enhance the quality life of the child and help create lasting memories for 
the family as a whole.

 Case Vignette—Charlotte’s Experience

When a child, such as Charlotte, lives with a life-limiting illness, they may be 
affected in a range of ways and varying degrees of severity due to the impact that the 
illness has on their general health, appearance, mobility, lifestyle and social interac-
tions [20]. Often an ill child can experience a loss of self-control, powerlessness or 
inadequacy as they are forced to manage daily treatments or numerous medical 
procedures. This may consequently cause depression, anger, resentment, anxiety or 
behavioural problems to emerge and can impede aspects of their development or 
their level of independence [6]. Physiological or emotional regression may also be 
a challenge, particularly for toddlers or during adolescence, as the loss of newly 
acquired or firmly established developmental skills need to be re-learned or re- 
experienced [21].

Niethammer [21] suggests that the illness and the proposed treatment plan should 
be explored openly with the child in a developmentally appropriate manner. Such 
consideration to their present understanding, ensures active involvement in the deci-
sion-making process occurs. Attempts to protect children from their illness or pend-
ing death is thought to be ineffective and potentially harmful, as an ill child is able 
to respond to their own internal and external cues [22, 23]. CCPT provides a plat-
form for the child to openly explore their treatment plan, condition and potential 
outcomes in a developmentally appropriate way. Research has been conducted on 
the various phases that a child will experience during the course of their illness. 
Depending on their experience, it is believed that each child will process a range of 
information, issues and tasks during the pre-diagnosis, acute, chronic and terminal 
phases of their illness [23]. The ways in which a child manages or expresses their 
wishes, emotions and thoughts surrounding their life-limiting illness can have an 
overall effect on their self-concept and can be less or more challenging depending 
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on the child’s age, what is communicated to them, their level of cognitive under-
standing and the longevity of the illness before it leads to death [21]. As death is an 
abstract concept, each child will make sense of their own mortality differently 
depending on their age or stage of development, revisiting or reforming their under-
standings throughout their life if the illness is prolonged. To support children with 
making sense of this complex understanding, they should be provided with oppor-
tunities to connect through play as this can naturally offer non-verbal and verbal 
ways to explore and enhance their understanding of their past or present circum-
stances and the uncertainty of their future [16].

When children are placed within a hospital environment for medical treatment of 
their illness, repeated stays may be necessary and could last a matter of days, weeks, 
months or even years. Hubbuck [24] identified that some of the biggest anxieties 
experienced during these stays are usually concerned with the treatment method 
being painful, frightening or unpleasant. These anxieties, combined with the lack of 
freedom, self-control and privacy, can be experienced at different intensities, 
depending on the child’s cognitive development and the amount of separation from 
familiar surroundings [5]. Practical improvements to children’s wards or hospitals 
have aided the accommodation of children’s needs, such as admission and treatment 
preparation, flexible visitation hours, the inclusion of play programs? and access to 
social experiences [9]. Whilst these are valid methods to alleviate anxiety and create 
a less threatening hospital experience for children, multiple experiences of high 
stress and painful procedures can cause the ill child to develop mistrust towards 
medical professionals over time. This is also why the establishment of a safe thera-
peutic environment and relationship becomes crucial for a child with a life-limiting 
illness, providing them with a sense of acceptance, freedom of choice, stability and 
opportunity for mastery [5]. Creating a home-like experience for children and their 
family within a children’s hospice can further support the child and family to expe-
rience medical treatment and health care support in a less clinical manner.

It has been found that some children who remain hospitalised for a longer dura-
tion may not be well enough to engage in CCPT [25]. There are also some factors 
that may influence the outcomes of the play-based process such as, prior hospital 
experience, the child’s coping style, timing, parental influence and the developmen-
tal stage of the child [26]. Depending on the needs of the child, access to different 
therapeutic approaches may need to be considered as there may be certain therapies 
that are more suitable or appropriate. For example, providing Music and Art Therapy 
within the hospital or hospice setting to children that are physically restricted, 
severely ill or at the end of their life [27, 28].

 The Family Experience

When a child, such as Charlotte, is diagnosed with a life-limiting illness, the entire 
family unit can be either directly or indirectly affected depending on how the illness 
is responded to and how much friction or strain is experienced as a result. Changes 
in parenting, parent–child relationships and hierarchy of family members, may have 
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repercussions on the children in the family, particularly regarding self-concept, per-
sonality, emotional responses or social isolation [4]. If the illness is of life-limiting 
nature, the heightened experience of unrelenting stress, anxiety and anticipatory 
grief may impede on the parents ability to cope adequately [20]. Other factors that 
may also impact the family are the ill child’s age, developmental understanding, 
level of comfortability or pain experienced, the location of the setting and whether 
there is access to a supportive network [20]. A study exploring the concepts of chil-
dren with chronic illness conducted by Brewster [29], concluded that the coping 
style of the family can generally be a predictor of how well the child deals with or 
manages their illness. It has also been found that familial characteristics such as the 
ability to problem solve, be expressive, low incidence of conflict and satisfaction of 
medical care, can all contribute to a greater acceptance of and adaptation to the ill-
ness [30].

Understandably, when the ill child becomes the priority in the family due to the 
high demands of their physical health and emotional wellbeing needs, often the 
siblings will become unacknowledged and unsupported [31]. This can cause possi-
ble resentment, anxiety, guilt, jealousy, anger, loneliness or embarrassment to be 
experienced [32]. Continual experiences of such feelings can lead to the occurrence 
of socialisation, maladjustment and underachievement issues [33]. Therefore, 
opportunities for CCPT or therapeutic play can be helpful for the sibling to process 
and make sense of their own experiences, emotions and grief. With all these com-
plex systemic factors in mind, a therapist’s relationship with the family can play an 
integral role within the therapeutic process [5]. The therapist can actively support 
the caregivers to improve their overall understanding of their ill child’s and other 
children’s emotions, behaviours and adjustment difficulties, whilst providing insight 
into how they can best support them all throughout the process.

 Systemic Approach to Support the Child and Family

Depending on the needs of the family, relevant and suitable support groups or ser-
vices may also be offered and accessed additionally to CPPT or therapeutic play. A 
family-centred approach should be priority and can be achieved through thoughtful 
consideration of how to meet each member’s needs. As there is usually a team of 
health, social and educational professionals involved with each case, a comprehen-
sive and collaborative multidisciplinary approach is necessary to ensure the lives of 
the ill child and their family are enhanced. Hospitals or hospices may offer psycho-
logical or counselling support, Child Life Therapists, Art Therapists, Music 
Therapists, family support workers, social workers or community support networks 
to help the entire family manage the various psychological or practical needs and 
issues [20]. One way the therapist may work towards achieving a holistic, family- 
centred approach in their clinical practice is through the provision of Filial Therapy 
sessions. Filial Therapy can support and enhance parent–child relationships within 
the family using therapeutic principles such as reflection, acceptance and limit set-
ting [34]. A study conducted by Tew [30], reported that parental attitudes towards 
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the illness improved and acceptance of the child increased, whilst a decrease in 
stress was experienced. Results also demonstrated that children within the family 
also experienced a lower incidence of behaviour problems, anxiety and depression.

Therapeutic play opportunities centred around memory or legacy making, can 
also be an inclusive experience for the whole family, supporting each member to 
play, connect, express their emotions and make lasting memories together. Such 
experiences can be facilitated by the therapist in collaboration with the family and 
can consist of various creative expressions or play. Examples include painting art 
works as a family, creatively incorporating finger, hand or footprints into art works, 
collecting items or mementos to include in a family memory box or scrap book, 
taking or collecting photographs to make a collage, jewellery making, crafting fam-
ily hand moulds, creating a family story or song, documenting family memories into 
a journal or simply playing games together. Such playful and connected experiences 
can be considered stress inoculation for the family, supporting them to process their 
emotions in relation to the ongoing medical treatment and expected loss [17].

 Chapter Summary

Play is viewed as a natural way for a child to gain control of their environment and 
cope with the stressors that are endured when living with a life-limiting illness [25]. 
Whether the child is in hospital or a hospice, therapeutic play or CCPT should be 
considered as integral, developmentally appropriate supports. Playful and creative 
experiences provide the ill or dying child with coping strategies and opportunities to 
express their complex emotions in a constructive, symbolic and contained way. 
Through such a holistic and safe process, along with the establishment of a trusting 
relationship, the child is also able to use play to express, explore and make meaning 
of their life experience, internal conflicts, thoughts, questions and misunderstand-
ings in relation to their illness, the loss of a healthy body and pending death [14]. 
Change can occur in several ways as the child begins to integrate their illness into 
their life, enabling them to experience acceptance, awareness, control, empower-
ment and mastery [14, 17].

The therapeutic relationship may need to be transferred between various spaces 
depending on the needs of the ill child, their diagnosis, or prognosis and when medi-
cal interventions are necessary. When working with children who have a life- 
limiting illness, the therapeutic space can be impacted in various ways and certain 
factors may need to be considered such as time, maintenance of boundaries, privacy 
and physical alterations or adjustments. At the heart of an effective therapeutic 
intervention is the therapeutic relationship. Establishing a strong relationship with 
the child and family can support the ‘therapeutic space’ to be transferred to any set-
ting or physical space when needed.

The involvement and support of the entire family is crucial throughout the pro-
cess, from the initial referral/assessment phase through to the eventual ending and 
beyond. Adopting a family-centred approach with a holistic consideration of each 
family member’s needs is necessary, to ensure the ill child is not being supported in 
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isolation. Establishing strong parental relationships is considered critical, particu-
larly as often there is great complexity within the history, background and relation-
ship dynamics of the family. The therapist plays an integral role in supporting the 
parents or caregivers to see past the physiological issues that the ill or dying child 
faces and enables them to comprehend the emotional needs that are present. The 
disentangling of such difficulties within the family enables the caregiver to consider 
the perspective of the child’s experience. Depending on the family’s circumstances 
and needs, additional support services may need to be accessed in conjunction with 
therapeutic play or CCPT, to ensure a holistic approach is implemented. The thera-
pist may employ additional skillsets such as Filial Therapy when supporting the 
family, depending on their needs. Provision of such support can assist with the repa-
ration of various relationships and positively alter the dynamics within the family 
unit. Other psychological or emotional supports may also be offered or provided to 
support the caregivers and siblings throughout the intervention.

When working with this demographic, the therapist will need to work as part of 
a multi-disciplinarian team to achieve a holistic approach with the family involved. 
In doing so, the therapist can be an advocate for the child and family whilst gaining 
practical skills and knowledge from other professions. Providing an array of cre-
ative interventions such as Music Therapy or Art Therapy, in addition to therapeutic 
play or CCPT, is important and necessary within a children’s hospital as each 
modality can bring different opportunities to the child and family, particularly 
towards the end of their life. Consideration of the child’s unique needs is necessary 
when determining which therapeutic support would be most suitable. Finally, whilst 
it is a privilege and can be deeply rewarding work, when reflecting on one’s profes-
sional role it is important to consider the practice of regular self-care. This may look 
different for each person, but it is necessary when engaging in such complex and 
emotional work. The reader is encouraged to consider what is necessary for nour-
ishing their own wellbeing, whether it be attending to your basic needs of adequate 
sleep, good nutrition, regular exercise or engaging in social interactions, playful or 
creative experiences, connecting with nature or attending clinical supervision and 
personal therapy.

 Reflective Questions and Activities

• Reflect on your personal experience of death, grief and loss. How could you use 
this understanding when interacting with and supporting the emotional needs of 
the children and families in your care? What might be some triggers for you to 
be aware of when engaging in this type of work?

• With your understanding of the core conditions of play and principles of Child 
Centred Play Therapy (CPPT), how do you currently convey your personal quali-
ties and provide a safe space for the children in your care? What could you be 
more mindful of in your practice?

• Consider how you would support a dying child and their family through play. 
How could you playfully incorporate connection to the senses to ensure the play 
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is developmentally appropriate for the child, i.e. sight, sound, smell, taste 
or touch?

• Reflect on your own self-care practices. What do you currently do to ensure you 
are supporting and nurturing yourself? What experiences would you like to 
include in your regular self-care practice?
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Conclusion

Natalie A. Hadiprodjo, Judi A. Parson, and Belinda J. Dean

Children in the health care system may present with a range of physical, psychoso-
cial and emotional needs. Health care experiences can be stressful for both children 
and their caregivers. Illness or injury may result in significant changes to a child’s 
life including a change in daily routines, separation from family members and 
friends, changes in capabilities, and the need to adjust to new and strange people, 
places and experiences. The child may also endure uncomfortable or painful medi-
cal procedures. Whilst the immediate physical needs may be viewed as the most 
pressing in a health or medical context, easing a child’s psychological distress is 
also vital to a child’s overall health and wellbeing and in guarding against medi-
cal trauma.

This text has been written with the health care professional in mind, with a view 
to supporting developmentally sensitive nursing and allied health care by integrat-
ing the therapeutic powers of play into child and adolescent health care provision. 
Play is understood as a child’s way of communicating and therefore it makes sense 
to integrate play into nursing and allied health care as a developmentally appropri-
ate means of communicating with children. Children naturally use play to process 
and make sense of their world and experiences. If an adult intends to connect and 
communicate with a child, they must be willing to engage with the child via their 
preferred means of communication. Health care professionals involved in a child’s 
care may utilise playful approaches to support children and families and ease the 
fear and anxiety children may experience in relation to medical procedures and/or 
hospital admissions.
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Play can be utilised therapeutically as a tool to facilitate communication, support 
emotional wellness, enhance social relationships and increase personal strengths. 
Play can assist in reducing anxiety, eliciting positive emotions and building resil-
ience and coping. Play can also be used to support positive relationships between 
caregivers and children, and the health care professional and the child. An under-
standing of attachment theory may also assist the health care professional in tailor-
ing treatment to the child and responding with compassion to stressed caregivers 
and children within the health care setting. It is important that health care profes-
sionals also take time to reflect on their own attachment experiences, their motiva-
tions for working within paediatric health care, and their own attitude towards and 
experience of play.

Understanding a child’s stage of development can help the health care profes-
sional consider the type of therapeutic play appropriate for a child. Like other facets 
of development, play is recognised as a sequentially developing ability that can be 
aligned with the child’s age and stage of life. From the perspective of Erikson’s 
stages of psychosocial development, play may also assist children in successfully 
navigating the crisis that comes with each stage of development, leading to the vir-
tues of hope, will, purpose, competence and fidelity. Play-based approaches can be 
placed on a continuum from fully child-led or non-directive to adult-facilitated edu-
cative play. Play-based strategies may vary across this continuum from encouraging 
and creating opportunities for normative free play within the health care setting, to 
utilising play to help children prepare for hospitalisation, or developing play-based 
distraction techniques for use during medical procedures. For children who have 
experienced medical trauma or who are struggling with the emotional facets of ill-
ness or injury, play-based therapies such as Play Therapy or Filial Therapy may be 
beneficial.

A compassionate health care professional must also have the capacity to walk in 
the shoes of the child and see the world through their eyes. A health care practitioner 
who acknowledges the importance of play for the child and who is willing to engage 
in play-based approaches in the health care setting may prove a valuable companion 
for the Jesse’s and Evan’s of the world as they traverse their medical journeys 
through the challenges of allergy assessment and Botox injections. A health care 
professional who takes time to listen to a child’s play may find this provides a 
unique glimpse into the child’s world and how they perceive their medical condition 
and care. Furthermore, health care professionals who engage with children in an 
age-appropriate manner and ‘speak’ with children through their natural language of 
play, may enhance coping, resiliency and healing in children.

N. A. Hadiprodjo et al.
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