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The Therapeutic Power of PIay: 
Examining the PIay of Young ChiIdren with Leukernia 

Play has been described as a medium through which diildren explore 

their social and physicd environments, interact with others, and develop their 

social and cognitive ski& (Rubin, Fein, & Vandenberg, 1983). RecentIy, the idea 

that play rnay serve a therapeutic function has been investigated (e-g., Christiano 

& Russ, 1996; Rae et al., 1989). Hospitalization, Uness, and medicd heatrnents 

have been recognized as major stress factors that may affect children's behaviors 

(e.g., Adams, 1976; Matthews, 1991). In partidar, cancer is the leading c a w  of 

death due to illness in chiIdhood and adolescence, except in infancy (Vaughan, 

1987). While the medical treatmentç in the past 30 years have improved the 

survival rate, children's psychological experiences have received limited 

attention; controUed studies on the efficacy of psychosocial interventions in the 

prevention and treatment of psychological disturbance in chronically i?.I youth 

remain scarce (Pless & NoIan, 1989; Rutter, 1982). NevertheIess, w e  know that 

stress can disrupt children's play (Burstein & Meichenbaum, 1979; Erikson, 1940) 

and that highly anxious chiIdren engage in significantly more solitary than 

pardel or group play (Barnett, 1984). Also, pretend play is rarely observed in 

anxious, angry, or confkted children, because they engage in simpler types of 

cognitive activity such as functiond play (Johnson et al., 1999). Thus, the present 

study was designed to investigate the therapeutic effects of play on children with 

leukemia as compared to a group of healthy dùldren. The participants with 

leukemia @ = 11) were kom the extemal hematology-oncology cIinic of a large, 

Francophone diildren's hospitd in a major urban area; they were in their first 

year of treatment and received weekIy treatments. ChiIdren were observed in 

. the playroom of the outpatient dinic. Control diildren (& = 11) attended a day 



care center. AU children were 3- to 5- years-old. A Stress Inventory (Chandler, - 

1981) assessed the two groupst experience with stress. ri-iildren's soad  and 

cognitive play behaviors during free play were coded (Rubin, 1978). As w d ,  a 

seIf-distress measure (Weisz et aI., 1994) rated chddren's d d y  moods. The 

results of a series of h/lANOVAs reveded that the children with leukemia, 

compared to the control duldren, engaged in (a) significantly fewer total pIay 

behaviors, and in parücdar less (b) paraIleI, (c) group, and (d) dramatic play. 

Pearsons correlations revealed that when the children with leukemia reported 

being happy, they were more Likely to be observed in paralle1 play = -59) and 

group play @ = .58), and Iess Iikely to be observed in soütary play (r = -.53). As 

weU, when this  group of children reported being upset, there was a strong 

positive relationship with functional play = -70). No significant correIation 

was evident between the conh-ol children's play and d d y  moods. These results 

support the Iiterature stating that chiIdren who experience stress, and in 

particular chiIdren who are il1, play differently than healthy children. Findings 

will be discussed in Iight of the theoretical (Adams, 1976; Jay, 1988) and practical 

implications for chiIdren undergohg treatment for leukemia. 
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INTRODUCTION 

Statement of the Roblem 

We have the expectation that children should not have womes, but rather 

spend a l l  their time exploring the world that surrounds them, making new 

Mends, and playirig. Yet this is not always the case. There are many reasons 

why a child may not be in touch with the outside world, Iack social skius, or have 

difficulties playing. Two of those reasons are fear and stress. Every child 

experiences some fears and stress in his/her eady life. Comrnon exampIes of 

stress in a young child are fear of the dark, fear of big anirnals, and the fear of 

being left done and forgotten. Other types of stress include experiencing a 

separation, Ioss, ihess, or death. In general, people tend to have the most fears 

when they feel Ieast powerfid and most vulnerable. Because chiIdren's fears may 

become their reaIity, it is important for addts to create a safe environment that 

invites diildren to face their fears, communicate their feelings and thoughts, and 

deal with their anxiety. Play offers such a context. Although stress tends to 

dismpt the child's play, it is important to  encourage chiIdren to engage in play, 

for it is the most beneficid medium for them to cope with what is happening in 

their Iives . 

For children with cancer, coping with Iife-changes, pain, fears, and 

anxieties is an everyday task. Therefore, the use of play becomes more than a 

diversion to pass time, but also an mxieiy-reducing tool. The present study 

investigated the play of two groups of chiIdren: preschooI-aged children with 



Ieukemia and hedthy children Different toys (medicdy-related nonniedically- 

related, novd, or typicd) were presented to both groups of chtldren. The choice 

and use of toys were examined, as well as the themes that the chikiren created 

and pursued, and their socid interactions. It was expected that pediatric cancer 

patients would: (1) choose medicdy-related toys significantly more frequently 

than the healthy chddren; (2) deveIop similar themes, play with similar toys and 

engage in simiIar activities throughout the observations of their play, while the 

hedthy children's play would be more varied; ând (3) that their choice of toys 

and type of pIay wodd be cIoseIy reIated to their Ievel of distress as compared to 

the control group. 

In the present thesis, an introduction on pediahic cancer will be given. 

Children's stress wiU be examined, as well as one of childreds most adaptive 

activities: play. PIay will be defined, its components and uses will be described, 

and its therapeutic value, according to some of the most renowned childhood 

theorists, will be examined. A specific type of play, dramatic play, will then be 

explored. In addition, environmentd conditions surrounding play and 

chiIdrenfs choice and use of diverse toys will be examined. Hypotheses regarding 

chiIdrenfs choice of toys, type of play, and anxiety levels will be stated and the 

research methodology described. The Resdts section wiU report the statistical 

analyses completed and a Discussion section wiU attempt to explain those 

results, address limitations, and comment on future directions for research in the 

field. 



Pediatric Cancer 

Cancer is the leading cause of death due to mess in childhood and 

adolescence, except in infancy (Vaughan, 1987). WhiIe this is true, cancer is 

considered a relatively rare disease in children, since it was estimated that in 

1996 cancer would be detected in 1330 Canadian children and adolescents 

(Huchcroft, Clarke, Mao, Desmedes, Dryer, Hodges, Leclerc, McBride, Pelletier, 

& Yanofsky, 1996). Leukemia, in particdar, represents 25% of the new pediahic 

cancer cases and 25% of the deaths reIated to cancer. The highest incidence of 

cancer is manifested in the k s t  five years of Life with an average of 44 cases out 

of 100,000 inhabitants in Canada every year between 1985 and 1992 (see Figure 1 

in Appendix A) (Huchaoft et al., 1996). This means that approximately 850 

Canadian children between the ages of O and 4 are diagnosed with a cancer every 

year. Canadian statistics also indicate that cancer is slightly more frequent in 

boys than girls (see Figure 2 in Appendix A). 

Diverse medical treatments have been utiZized in order to treat and cure 

children with cancer, such as chemotherapy, radiotherapy, surgery, and bone 

marrow transplants. WhiIe the medical treatments in the past 30 years have 

improved the survival rate, children's psychological ordeal with having cancer 

has not been dealt with as successfdy. This is one reason why the number of 

psychological studies on pediatric cancer patients has increased in the last 15 

years. Even though research on childhood cancer is more available today, it is 

important to mention that many of these studies are retrospective in nature. 



ControIIed studies on the eEcacy of psychosocial interventions in the prevention 

and treatment of psychological disturbance in chronically ill youth are scarce 

(Pless & Nolan, 1989; Rutter, 1982). Nonetheless, most of the research has offered 

usehl information and reasons to purçue research in thiç domain. Regarding 

children's psychologicd response to cancer, Spinetta (1982) suggested that a 

child's response to cancer is dependent on many factors induding, age, sex, 

ordinal position in the farnily, intellectual capacities, relationçhip with parents, 

and type of rnedical and psychosocial care provided. As well as the family's 

finamid resources, previous experience with chronic illness, religious beIiefs, 

and communication patterns may be important factors. Along with the cancer 

diagnosis corne hospitalizations, painfd medicd heatments, separation from 

parents and home, and constant interactions with strangers. AlI of these aeate 

fears and anxieties for the child. The control of pain and the reduction of the 

distress pediatric cancer patients experience has been the subject of an increasing 

number of research studies in the past few years (Jay, 1988). Diverse therapeutic 

interventions have been examined; for example, open communication and 

preparation through information, teaching children coping strategies, hypnosis, 

and support for the family (Jay, 1988). 

Research has given us a great amount of information on children's 

experience with cancer. It has also brought one major issue to light there is a 

need to complement the medical treatrnents with psydioIogica1 intervention. As 



mentioned above, cancer creates stress and the psychological task of the ill chiId 

is to b d  ways to cope with this stress. 

Qiildren's Stress 

CMdren with cancer face anxiety, pain, medication, and physicd 

limitations on a day-to-day basis. It is important to understand how they cope 

with this omnipresent stress. According to Zegans (1982), there are four different 

stages to the child's stress expenence: (1) the event (2) the child's sensemaking 

of the experience; (3) the search for coping strategies; and (4) the implementation 

of these strategies. A stressfd event, for a child, can be anything from witnessing 

parents having an  argument, not being able to tie shoelaces, or facing a fatd 

disease. For each of these exprriences, thechild needs to face and understand 

what is happening. Once this is accomplished, the cldd will find means (i.e., 

coping s trategies) to deal with the anxiety-inducing event. Co ping strate@ es are 

defined as "the cognitive or behaviord actions taken in the course of a particular 

stressfd episode" (Compas, 1987, p. 394). Coping is recognized as the process of 

initiatirtg and maintaining attempts to relieve the threat engendered by a 

stressful event (Abbott, 1990; Compas, 1987; Jewett, 1997; Lazarus, 1980; Lazanis 

& F01kma.n~ 1984; Rutter, 1983). Evidence suggests that diildren who possess a 

wide range of strategies will feel more competent and more in control, and 

therefore wiU experience less anwiety (Burstein & Meichenbaurn, 1979; Heibeck, 

1989; Rae, Worchel, Upchurch, Sanner, & Daniel, 1989). It is crucial that all 

diildren be given the means to find coping strategies that best fit their 



developmentd, cognitive, and emotional needs. Whether it be through play, 

stories, art, teaching of behaviord or cognitive coping strategies, or any other 

medium, children must be given ways to express thernselves and face their 

stress. This will, in turn, reduce their amie ty level. 

It has been suggested that stress can disrupt diildren's play (Burstein & 

Meichenbaum, 1979; Erikson, 1940). Play has many important hnctionç for the 

young M d ,  and thus dismption of play cari be detrimental to the child's 

functioning. Although little empiricd evidence exists to support the view that 

play is important to the child in coping with distress, it has been suggested that 

play serves the child in deviating anxiety and increasing adjustment (Adams, 

1976; Bamett, 1984; Barnett & Storm, 1981; CasseU, 1965; Gilmore, 1966, Rae et al., 

1989; Singer & Singer, 1990). It is beIieved that pIay heIps the chdd assimilate, at 

his/her own Pace, experiences that were too large for the child to assimilate aU at 

once (Waelder, 1932). Play is a way for the child to gain control of what he/she 

has lost control over in his/her Me. In his 1984 shidy, Barnett examined 

preschool diildren's anxiety level associated with the absence of their mother. 

Children's anxiety level was assessed using the Pdmar Sweat Index (Johnson & 

Dabbs, 1967) and observational ratings of children's behaviors were made, rating 

them on a 5-point Likert scaIe. Examples of these behaviors were cIinging to 

mother, verbal responses such as pIeading, whining, begging, and emotiond 

responses like tears, sobbing, screaming, and tantn;ims. There were two 

experirnental groups: in the first, chiIdren were read a story, and in the second, 



diildren were encouraged to engage in free play while their mother was absent. 

R e d &  of this study indicated that the play situation reduced Mghly anxious 

children's anxiety levd significantly more than being read a story. AS welI, 

findings showed that there was no difference in anviety between the two groups 

for chiIdren with Iow anxiety levels. Accordhg to Barnett, these resdts support 

the idea that play may be seen as the child's effort to cope with a distressing 

situation, at least for highly anxious children. 

It has been suggested that, in the play of anxious chddren, there tends to 

be an evolution of themes through three main stages: chaos, struggle, and 

resolution (AlIan, 1988; Man & Berry, 1987). Play is recognized as a coping 

strategy for the anxious child, in addition to being a nonnaIizing activity, 

especidy when the child is in an u n f d i a r ,  and often frightening setting like a 

hospital. Hospitalization on its own is a time of stress for young children; 

separating thern from their parents and significant others, placing them in a 

novel and frightening setting, and subjecting them to painfd and invasive 

procedures, aU the while taking away whatever Iittle control the children had 

over their Iives. Along with the reaI threats of hoçpitalization and medical 

treatments corne imagined and potential threats to the child. There are diverse 

conseque-nces to the child's hospitalization such as the dÏsorganization, 

interruption, and inhibition of the child's ability to play, therefore depriving the 

chiId of one of his/her most important coping mechanisms (Bumstein & 

Meichenbaum, 1979; Erikson, 1940). This play-disruption phenomenon has been 



described by Erikçon (1940) as "the sudden and complete or diffused and slowly 

spreading inability to play" (p. 476). According to Florey "when a child cannot 

play, we should be as troubled as when he refuses to eat or sleep" (1969, cited in 

Schaefer, 1976). 

Play has been viewed as a normalizing activity for the child since, as a 

geneml d e ,  every diild plays. According to Kayes (1991), the next best thll-ig to 

the presence of a parent or a famiIiar adult for the hospitalized chiId is the access 

to play activities. She believes that play becomes a "lifeline" between the child 

and his/her familiar worId of home, family, and activities. Therefore, play in the 

hospitd is important because "play is something that children know how to do, 

and know how to do well" (Kayes, 1991, p. 3). In a study conducted by 

Christiano and Russ (1996), the association between the quality of chïldren's play 

behavior and the efncacy of their coping responses was investigated. The 

participants were children (mean age of 8.1 years) undergoing a çtressfd dental 

procedure. The most important findirig in this study was the positive relation 

between play and cognitive coping. According to Christiano and Russ' study 

resdts, "children who were good players were dso good cognitive copers" (p. 

136). Curry (as cited in Christiano & Russ, 1996) de£ined competent copers as 

"children who have a capaaty to fI exibly utilize varieties of coping strategies to 

successfully meet the diverse demands posed by different problematic 

situations" (p. 2). Cassell(1965) used puppets with children undergoing cardiac 



catherization and found that anxiety was reduced before surgery for the Puppet- 

play group compared with the no treatment control group. 

In sum, significant positive reIations have been established between 

children's play, coping, and anxiety levels. As w d ,  it seems that play espeaally 

benefits highly anxicus diildren in overcoming their stress and/or fears. It 

appears then that play is an effective medium for the child to cope cognitively 

and ernotiondy with siressors he/she is facing. 

We wiII now look into play; describing what play is, what it provides, as 

weII as play's stress relieving purpose. Then, theorïes and research on a 

partidar type of play, pretend play, are dismssed. There wiIl be a bnef 

o v e ~ e w  of the environmental aspects surrounding play. And finally, the 

children's choice of toys and how that affects their type of play w i U  be exanùned. 

What is PIav? 

Although there are rnany different definitions of play (Garvey, 1977; 

Johnson, Christie, & Yawkey, 1987; Piaget, 1962; Rubin, Fein, & Vandenberg, 

1983), there is a general consensus that play is defined by certain characteristics. 

Rubin et al. (1983), in their review of play, describe the foIIowing six 

characteristics that distinguish play from other behaviors according to the child's 

orientation to go&, physicd stimuli, d e s ,  and nonpIay behavior. The first 

characteristic is that pIay is intrinsicdy motivated and that it is self-satisfjnng. It 

indudes positive affect and it is fun (dso Winnicott, 1971). Second, play should 

involve an attention to the means rather than the ends: it shodd not produce 



.commodities (also Bniner, 1972; Landreth, 1991; Piaget, 1962). The thùd 

characteristic of pIay is its orientation and course in response to the chiId's 

interests. This includes the questions he/she is asking him/ herself and the 

things he/she is curious about. Play, thuç, is freely chosen by the chiId. Fourth 

is the relation of instrumental behaviors and play; that is the pretense, the make- 

belief nature of piay. The fifth characteristic refers to the absence of imposed 

external d e s  from others. The child sets M b  and gives direction to the play 

session or game. Finally, the sixth characteristic ernphasizes the importance of 

the child's active participation in the activity. 

In addition to these six characteristics of play given by Rubin et al. (1983), 

other characteristics have been thought to be important. For example, Freud 

(1959) believed in the idea that play is noditeral, that it is different from the red 

worid. As wdl, Piaget (1962) argued that play behaviors are spontaneous, (Le., 

not prompted by motives). In addition to reviewing what characterizes play 

behaviors, it is interesting and most useful to look into the purposes play serves. 

What Does Plav Provide for Children? 

It is believed that when chddren play they develop and grow in all 

domains. Indeed, many theorists (Garvey, 1977; Johnson et al., 1987; Rubin et al., 

1983) have agreed that there are deve1opmenta.I aspects to play. Rubin et al. 

(1983) also presented six deveIoprnental aspects of play. Number one is the 

physical development of the child, which cornes about as the M d  discovers 

his/her body through movements and manipulations (e-g., gross motor activities 



versus firie motor activities, coordination). The second aspect is the emotiond 

deveIopment that the M d  gains through play. Here, the chiId gains a sense of 

self and Iearm how to express his/her feelings, and deal with them 

appropriateIy. Third is the soaal growth of the cMd in play, and this includes: 

encountering others in a play situation, getting dong with others, and 

differentiating between soIitary-, pardel, and collaborative pIay. The fourth 

aspect has to do with the cognitive development of the child. Indeed, the child 

develops the ability to reason, to think, and to probIem-solve during play. Play 

promotes ff exibility in increasing children's behavioral options. Furthermore, in 

play, chïfdren can experiment with new and unusud combinations of behaviors 

and use them to solve real-Iife problems. Language is the fifth developmental 

aspect of play. While playing, the M d  Ieams to communicate and express 

him/herself verbally. Woltmann (1960) believed that children's piay patterns 

represent a kind of language where movement, acoustics, choice of play patterns, 

and duration and intensiiy of the play, as well as verbalizations, replace adults' 

grammar, syntax, and vocabulary. He noted that children communicate 

thoughts, perceptions, concepts, beliefs, and wishes through the content, theme, 

and process of their spontaneous pIay. LastIy, the child gains a sense of 

individuality, of uniqueness, and expresses him/herseIf through his/her 

creativity. 

WhiIe these developmental aspects are widely agreed upon, certain 

theorists have chosen to concentrate on one particular aspect of child 



development through pIay. For instance, Freud and other psychoanalyçts have 

paid close attention to the emotional purpose of play. In partidar, they view 

play in dat ion to wishes, anxieties, and ego processes. For example, Peller (1952 

and 1978) wrote that diildren's choice of roles, when engaging in role-pIaying, 

are mostly based on feelings of love, admiration, fear, or anger for a particula. 

person. Piaget and other cognitivists focused on the cognitive development of 

the child. According to the cognitive theory, chddren move through different 

stages of development and their relation with the world evoIves as they grow 

physically and cognitively. The concepts of assimilation and accommodation are 

central to the Piagetian theory and they will be exarnined later. Vygotsw (1978) 

believed play to be a usefd evduation construct in early diildhood. According 

to Vygotsky, children seem to exhibit higher 1eveIs of cornpetence in play than in 

other contexts. Play represents an interesting and most valuable alternative to 

formal testing procedures. As weII, Vygotsky stressed the social collaboration 

found in play and the "culture-leaming" component of pIay for d children. 

Other theorists have Iooked at play, and more speaficdy, at the 

usefuIness of play as an anxiety-reducing tool (Landreth, 1991; Waelder, 1932). 

Accordhg to Waelder (1932) and Freedheim and Russ (1992), the central purpose 

of play is that it offers the child a way to gradudy assirnilate the anxiety he/she 

is experiencing. In order to comprehend why pIay is wed to identify and used as 

a tooI to work with children's anxieties and fears, it is necessary to look back at 

certain theorists and their key concepts Ï n  more detail. 



Plav to Rerieve Stress: A Theoretical Standpoint 

The idea that play is therapeutic is rooted in psychodynamic theory, 

which started with its fonder, Sigmund Freud (1920). Freud beIieved that "the 

opposite of play is not what is serious, but what is real" (Freud, 1959, p. 144). 

According to Freud, play creates a safe context that d o w s  the chiId to escape 

reality and deal with anxieiyinducing events. He stated two major aspects of 

play as therapeutic: catharsis and rnastery. Play's cathartic aspect, according to 

Freud, represents the chiId's need to let out the aggression that is inhabiting 

him/her through play. Since it is not socially correct for a person, even a child, 

to engage in aggressive behaviors such as tantrums, play allows the M d  to let 

go of the aggression in play. For example, the child will scold a doll or stuffed 

animal for behaving badly or WU b d d  with blocks o d y  to demolish his/her 

construction right afterwards. 

On the other hand, the mastery element emphasizes the importance of 

one's control over one's life. The child attempts, through play, to regain control 

over what he/she has Iost control of in real life. The chiId's need to recreate 

his/her experiences in order to assimilate them has been referred to as the 

concept of abreaction (Schaefer, 1994). Abreaction is a mental process in which 

repressed memories are brought to consciousness. The memories are 

reexperienced giving the child an opportunity to take on an active role in the 

unfolding of the stressful event. This sense of control in play w i U  enable the 

&Id to adjust to the loss of control in red life. Accorduig to Freud, in order to 



gain control over a "no-control" situation, the child will reenact what is 

happening to him/her in pIay and will m o d e  what is happening. Hefshe will 

adopt different roles to gain a better understanding of what is going on and d l  

repeat thiç process until he/she does not feel the need to reenact the experience 

anymore. Freud's ideas were revolutionary and drew a great deal of attention. 

The concepts he developed interested many who followed more or less in the 

psychodynamic path, but who dso elaborated th& own theories and ideas. 

Two main devotees were Erik H. Erikson and Melanie Klein. First, 

Erikson had worked with Freud's concept of " repetition compulsion", believing 

that Mdren in play reconstruct, reenact, and reinvent their stressful experiences 

in order to understand them, assimilate their realify, and achieve mastery over 

them. According to Erikson, the child unconsciousIy arranges for variations of 

an original theme when he/she has not leamed either to overcome or live with it. 

Waelder (1932) has described play as "a method of assimilating piecemeal an 

experience which was too large to be assimilated at one scoop" (p. 218). More 

recently, Rae et al. (1989) conducted an empirical study on the anxiety-reducing 

effects of play. This study revealed a significant reduction in reports of hospital 

fears fonowing two 30-minute sessions of nondirective, child-centered play 

therapy. Children in this therapeutic play condition were compared with three 

other groups of childrea There was a control group, a diversionary group, and a 

verbal-support group. In the control condition, Mdren had no interaction with 

the research assistant other than for the assessrnent sessions. The diversionary 



pIay condition was set for the cMdren tc play with toys. Here, fantasy play was 

discouraged in order to distinguish this condition from the therapeutic play 

condition. The fininal condition provided verbal support to the chfidren. In this 

condition, children were asked to discuss their fears, anxieties, and concems with 

the research assistant. Accordhg to Rae et al.% findings, onIy the therapeutic 

play condition helped the iII children face and cope with their health condition 

and fears conceming it PIay, in particular fantasy play, çeems to have allowed 

children to relive their anxiety-fiiled moments and to communicate their 

emotional state and feeLings about those moments. 

Paraphrasing Sigmund Freud, Erikson wrote that "play is the royal road 

to the understanding of the infantile ego's efforts at synthesis" (Erikson, 1963, 

p.209). They both saw play as a meam to d o w  the child to cope with emotionaI 

difficdties. Thus cornes the importance of using pIay with therapeutic 

intentions: to dlow the child to seIf-cure him/herself and actively problem-solve. 

Freud had started the discussion about the therapeutic value of play, and Erikson 

continued examining how and why a child would benefit from play therapy. In 

addition to the perspective that pIay serves to reduce anxiety, he believed that 

play had an ego-building function, since it enhances the chiId's seIf-esteem by 

givhg hirn/her more control and cornpetence in various domains (physical, 

emotiond, cognitive). 

Melanie Mein (1955) was the first tc distinguish clearly child 

psychotherapy kom addt psychotherapy. Her explanation for the need to use 



play in child psychotherapy was simple: chiIdren do not have the capacity to 

express themselves verbdy. They do not have the vocabulary or the abiIity to 

'ta& things out' like addts do. Children rather 'act things ouf, and the therapist 

rnust analyze the child's dynamic rnaterials, (Le., the child's play productions). 

Play, then, is the chiId's conununication mode and becomes a window into 

children's minds. Play is conçidered a means of transference (Freud, 1920; Klein, 

1955) and it is andyzed in order to explore the child's unconscious and past. 

Klein believed that f d i a r  toys and a familiar environment were important to 

make the child feel cornfortable and encourage the chird to communicate. 

In the same üne of thought, Anna Freud bdieved that chüdren act out 

their emotiom and thoughts. Like Wein, she emphasized the need for certain 

conditions to facilitate the child's communication and play. In addition to 

Klein's arguments, she daimed the importance of an emotiond relationship 

between the duld and the therapist (1952). As long as a trusting reIationship has 

been established, it is possible for the therapist (or educator) to interpret the 

child's play and actions because then the duld does not feeI threatened by the 

play sessions. She wrote (1965) that ". . . the purpose of his (the) therapeutic 

intervention was not the unconscious mind itself but its derivatives" (p. 14). She 

believed the child's ego reacts with anxiety when it finds its existence or integrity 

threatened by dangers in the extemal or intemal world. Anna Freud made a 

major contribution to the psychodynamic approach dealing with the children, 



especidy for children with various emotiond diffidties. Her work brought 

novd attention to the issue of therapeutic play. 

Although the foundations of therapeutic play are weII established with the 

former psychodynamic theonsts, others like Piaget, Bruner, and Sutton-Smith 

have also examined the therapeutic use of play. Piaget's theory relies heaviIy on 

the concepts of assimilation and accommodation. The former refers to the 

indusion of new information into already existing categories or schemas, while 

the Iatter refers to the process of adapting existing categories and schemas in 

order to include new information. He observed that play is assîmilative for it 

enables the child to relive p s t  experiences and gain mastery over them. Bniner, 

suggested that the safe context play brings to the chdd d o w s  him/her to 

develop behavioral strategies that may help the M d  in O ther contexts. Sutton- 

Smith (1967) dso believed that play offered a safe oppominity to explore new 

ideas and behaviors, and he mainly focused his attention on the "what if' nature 

of children's symbolic play. He conçidered symbolic play to contribute to 

creative thinking, roIe reversals, and chüdren's development of role fl exibility 

and autonomy. 

We will now examine a specific kind of play that allows dLiIdren to 'act 

out' and adopt different roles. Pretend pIay is indeed recognized by many 

researchea and theorists to be a therapeutic tool, a meam to leam about Me, and 

an opportunity to discover problem-solving strategies for everyday problems 



(Cohen, 1993; Grossman-McKee, 1990; Leslie, 1987; Piaget, 1962; Singer & Singer, 

1990). 

Pretend Plav 

Pretend play is a form of play in which children use an object as a symbol 

to stand for something else. Pretend play is also referred to as dramatic, 

symbolic, fantasy, imaginative, or make-believe pIay. It appears that there are 

two general forms of pretend play in the preschool child. The first consists of 

monologues of the child, often using very limited props, and evolving into very 

eIaborate play. The duld gives life to and builds a story using dous, figurines, 

and/or stuffed animals. The second form of pretend play involves transitional 

objects (Winnicott, 1953), s u c h  as soft doth or a stuf fed teddy bear, which 

becomes a friend and to whom a name and persondity are given. Greta Fein 

(1981) has proposed the fouowing aiteria as representing pretend play: (1) 

famüiar activities may be acted out in the absence of props or social context; (2) 

activities rnay deveIop and conclude in many different original ways; (3) a chiId 

rnay give life to an inanimate object; (4) an object may represent something 

different Ï n  the play than its usual function; (5) a chiId may perform an activity 

usually c m e d  out by another person or especially an adult. In the present case, 

the second and fifth criteria are of particular interest Indeed, children who face 

stressors or traumatic events often reenact the event in their play and will adopt 

different roIes and/or modify the outcome in order to heIp them gain more 

control over the situation. As weU, dramatic play allows the child to express 



feelings that codd not be expressed verbally. It appears that 'playing it out' 

decreases dllldren's anxiety and helps them cope with their stress and 

diffidties (Abbott, 1990; Barnett, 1984; CasseII, 1965; Fein, 1981; Grossman- 

McKee, 1990; Rae et al., 1989). 

The relation between and anxiety was Ïnvestigated by Grossman- 

McKee. In her 1990 study, Grossrnan-McKee found that childxen's use of 

imaginative play and expression of affect in play (measured by the Affect of Play 

k a l e  from Russ, Grossman-McKee, and Rutkin, as cited in Russ and Grossman- 

McKee, 1990) was positively correlated with self-esteem and negatively 

correlated with somatic cornplaints and anxiety. As weU, the inverse relation 

between play and distress found in Christiano and Russ (1996) is consistent with 

research that supports the use of play as an intervention technique to mitigate 

stress in a medicd setting (CasseII, 1965; Rae et al., 1989). Piaget believed that the 

symbolic play of the chiId was associated with assimilation, as discussed. 

ChiIdren's play is thought to be, partly or mainly, motivated by what they are 

experiencing in real Me. Piaget cIairned that children's choice of toys and the use 

they nake of them will refIect the repercussions of everything that has happened 

in their lives recently. He wrote: "We can be sure that aU happenings, pIeasant 

or unpleasant, in the cMd's life wilI have repercussions on her doII'' (Cohen, 

1993). VygotsQ (1967) dso believed that the features of the world most salient 

to the child were apparent in his/her make-believe play. 



As mentioned earIier, pretend pIay is one of the key elements of child 

psychotherapy. It d o w s  the child to express and communicate his/her feelings, 

emotions, thoughts, and fears and it provides him/her with an opporhinity to 

face the fear or stressful event in a safe context As weU as giving the cMd an 

opporhmity to deal with his/her emotions, pretend play facilitates certain areas 

of cognitive devdopment (Cohen, 1993; Singer & Singer, 1990). In a review of 

the literature, Singer and Singer (1990) found pretend pIay to be positivdy 

related to verbal fluency, divergent thinking, and general cognitive functioning. 

They, as well as Fein (1981) and others, have found that it is rare to observe 

pretend play amongst chüdren who are d o u s ,  very angry, or in conflict. 

Nevertheless, Barnett's (1984) findings suggest that chiIdren who had high levels 

of anwiety engaged more in drarnatic play than chiIdren with low anxiety Ievels. 

The latter group engaged more in functional or manipulative styles of play. 

Bamett (1984) aIso reported that highly anxious children engaged in significantry 

more so1iku-y than pardel or group play (see Appendix B for detaiIs on Rubin's 

PIay Sale and its dassification of Ievels of social play). Solitary play is viewed as 

a means to assess information conceming the child's 'inner person', as weII as 

his/her anxieties and the experiences that produced them Pevin & Wardwell, 

1962; %an, 1947). Retend play seems to be a key skill in the child's social and 

cognitive devdopment. According to Leslie (1987), pretend play is "one of the 

earliest manifestations of the ability to characterize and manipulate one's own 

and O thers' cognitive relations to information" (p. 422). 



It is difficdt for chïldren with cancer to accept their illness and the new 

lifestyle, including physical limitations and medical treatment, that cornes with 

it. Because what they have to face and Iive with is nothuig like they have ever 

expenenced before, they need to readjust their vision of what their life is and 

find alternatives to their usud way of dealing with stressors. Play, as stated 

previously, allows the child to practice and explore different beginnings, 

devdopments, and ends of an event. It seems that in order for a child to become 

f d y  invoIved in play, certain environmental conditions should be respected. 

Plav and Appropriate - Environmental Conditions 

The effect of environmental conditions on play behaviors and play 

patterns has been examined (Christie, Johnsen, & Peckover, 1988; Johnson, 

Christie, & Yawkey, 19%). Such setting variables as spaiiaI density, arrangement 

of space, materials, curriculum structure, and time dowed for free play were 

found to have an impact on children's play. The space available for play 

detemiines what kind of play can take place. WhiIe a large room with a few 

climbing structures and b d s  will encourage the children to engage in gross 

motor play, a small corner with cushiow and books will invite them to sit down, 

look at a book and have some quiet tirne. Setting theme centers with appropriate 

structures and props wiII encourage chiIdren to take on one role or another and 

engage in pretend play. If the dramatic play center is set dose to the blocks area, 

children might be tempted to integrate more constructive types of play to their 

pretend play. 



The üme of day (Le., morning vs. aftemoon) was found to have no effect 

on preschoolers' play behaviors (Smith & Conndy, 1972), however the 

avaiIabLiity of t h e  is a condition that influences children's play behaviors. 

The more time that is available, the more complex the play may become. 

According to Johnson et al. (1999), children understand after being toId a few 

&es to clean-up before they could realIy get involved in their game that in the 

future they shodd spend Iess time preparing the play and that they should 

engage in simpler forms of play. Functional play is cowidered to be simpIer in 

nature than dramatic pIay. Indeed, dramatic play requires that the diild first 

recmit some playmates, then assign some roles, prepare the play environment 

(e.g., dressing-up, moving the table), and then take on the roles and create a 

story. Constructive play fl uctuates from very simple to very complex. It has 

been found that preschoolers are more Iikely to engage in dramatic and complex 

forms of constructive play during longer (30-minute) play periods than during 

shorter (15-minute) penods (Christie et al., 1988; Tegano & Burdette, 1991). In 

their study, Tegano and Burdette (1991) found that in the first ten minutes of a 

free play period, children were highly involved in functional types of play and 

displayed more nonplay behaviors. Christie et al. (1988) obtained similar results: 

there were more unoccupied and onlooking behaviors in the 15-minute periods 

as compared to the 30-minute periods. As weII, they found group pIay and 

dramatic play to occur more often in the longer periods of tirne. 



Providing chüdren with long periods for free play is important, but it 

seems also importuit that these Iong periods of pIay be uninternipted. Farham- 

Diggory and R'amsey (1971) conducted a study in whidi 56 Bladc 5-year-oId girIs 

were assigned to one of four conditions. In the neutrd condition, the girls were 

dowed to play as they wished with a variety of toys and materids. In the 

defective condition, the girls codd play al1 they wanted with toys that had been 

damaged (defective). In the interruption condition, the girls had access to the 

toys in good condition, but the experimenter constandy intermpted them. And 

findly, in the social reinforcernent condition, the girls codd play with the good 

toys and were reinforced on the sarne schedt.de as the interruption. Each of 

those play conditions lasted ten minutes. AU the girIs were then provided with 

parquetry blocks with which they codd play for as long as they wanted. The 

researchers were interested in the girls' play persistence with the blocks in 

relation to the condition to which they had been assigned. They found the ody 

significant difference in persiçtence to be for girls in the interruption condition. 

The girIs who had been internipted a few times during their ten minutes of play 

showed significantly Iess persistence with the parquetry blocks. This finding 

supports Johnson et d.'s (1999) claim that children react to interruptions by 

ümiting their involvement in future play productions. It seems that, dowing 

long periods of uninterrupted play dows children to engage in complex forms 

of play, which provides them with an opportunity to explore their creative 

potentid pegano, Moran, & Sawyer, 1991). 



While space and tirne are central variables affecthg childrenrs play, play 

materials and toys are dso of great importance. A child wiII tend to cons.tnict 

with blocks, rolI or throw a b d ,  and hug a teddy bear or doU. To examine 

children's pIay patterns and creativity, researchers have used diverse toys such 

as puppets, blocks, p d e s ,  costumes, crayons, and paint. As well as examining 

children's use of toys, researchers have Iooked at children's choice of toys. Why 

do diiIdren choose the blocks and not the puppets? Why do diildren choose the 

teddy bear with a missing eye and a broken leg inçtead of the beautiful doll right 

next to it? Children's choice and use of toys WU be examined in this final section 

of the Iiterature ret-iew. 

Play with Tovs 

Bettelheim (1987) wrote that "What a child chooses to play with is 

motivated by inner processes, desires, problems, and anxieties" (p. 128). He 

beüeved that we can gain an understanding of how a M d  seeç the world from 

the way he/she plays. As discussed previously, play is thought to be therapeutic 

in that it is a safe context in which the child c m  face his/her fears or stressfui 

situation, by remacting experiences in order to take control over them. Landreth 

(1993) dso beIieved in the healing power of play as weU as in the importance of 

toys. He stated that "The (chddren's) use of toys enables them to transfer 

anxieties, fears, fantasies, and guilt to objects rather than people" (p. 17). 

Theories put fonvard by Piaget and psychoanalytic writers suggest that 

when a child is anxious he/she will prefer to play with toys that are relevant to 



the source of their amie% whereas when a child is not amdous, he/she will 

prefer to play with toys based on th& noveliy. Gilmore (1966) tested these 

theorïes by introduang four different sets of toys to two groups of children: a 

group of children who faced surgery and a group of diilchen from a public 

elementary schooI. The chiIdren hospitaIized for a tonsilIectomy were identified 

as the anxious group, whiIe the school group was identified as nonanxious. 

ChiLdren in both groups were ages 5.4 to 8.11 years oId. Each set of toys was 

composed of four individual toys and the dimensions of noveIty and relevance 

were represented within each set of toys. The term relevance in this study refers 

to the toys' relevance to hospitalization. The first set of toys was classified 

"novel-relevant" (e.g., doctor 's kit); the second, "novel-irrelevantl' (e-g., 3-D maze 

puzzle); the third, "simple-relevant" (e-g., toy ambulance); and the fourth, "simple 

irrelevant" (eg., plastic pig). Each diild was given six minutes to play with each 

set of toys. This studyts resdts showed that the mean time spent on novel and 

simpIe toys differed depending on the group of children to whom they were 

presented. As hypothesized, the chddren who were to undergo surgery showed 

a preference for hospital-relevant toys over the hospital-irrelevant toys. This was 

not the case for the school group. GiImore dso found that the surgery group 

played more with novel toys and less with simple toys than did the dùldren 

from the elementary school. This Iatter finding contradicts the theory that 

chiIdren who are not anxious wiU prefer to play with novel toys. W I e  

Gilmore's findings regarding the novelty dimension of toys did not support 



Piaget and psychoanalysts' ideas about nonanxious children's choice of novel 

toys, the findings regarding the relevance dimension of toys did provide support 

for this argument. 

Another study examined anxiety reIated to hospitakation and medicd 

treatment. Burstein and Meichenbaum (1979) hypothesized that children who 

played with toys "symbolicalIy loaded for medical content, thoughts and 

fantasies" about the medical procedures they would soon undergo wilI think 

about their medical condition and wiIl learn to cope with the stress evoked by 

their thoughts. These authors identified a group of children who actively pIayed 

with stress-related toys prïor to being hospitaIized. They found that these 

children reported Iower ahviety following surgery, demonstrating that their 

active engagement in their play and their choice of toys facilitated the chrldren's 

use of active coping strategies. Burstein and Meichenbaum (1979) examined 

chiIdrenrs choice of toys before their surgery, while Barnett and Storm (1981) 

investigated children's choice of toys after an anxiety-provoking event. They 

conducted a study in which chiIdren (age range: 3.2 to 4.10 years) viewed a 

Lassie movie and then were asked to play with some toys. In the experimental 

group, children viewed the Lassie movie in which the ending was stressful 

showing that Lassie was lost, and the conka1 group viewed the same movie with 

an additional minute where Lassie was shown to be fine and returned to her 

owner. Two pend-and-paper tests and two play sessions took place after 

children viewed the movie. The first test and play session took place 



immediately after the viewing and the second time was 24 hours later. The 

pend-and-paper tests consisted of identifying which faciaI expression on the 

papa corresponded to children's feelings (from a wide smile to a sad frown). 

The fùçt play session was conducted right after the pend-and-paper testing on 

the first day. Chikiren were given five minutes to play with a set of toys, which 

was composed of a fire truck, a construction kit, a bending box, a bead game, and 

building blocks. The same pend-and-paper test was administered on the second 

day and another play session followed. The set of toys was different for the 

second play session, and included a stuffed Lassie animalf a stuffed cat, Play- 

Doh modehg clay, a wooden puzzle, and a construction kit Diverse elements 

of the children's play were examined, for example duldren's choice of toys, the 

amount of time each toy was used, and the theme developed during play. The 

results were the following. As expected, chiIdren in the expelimentd group 

were found to be reIÏably more anxious than those in the control group after 

viewing the Lassie movie. As well, children in the experimentaI group pIayed 

significantly longer with the Lassie dog than the children in the control group. 

Another interesthg hding was that diildren in the experimental group played 

longer reflecting on a theme (reenacting) from the Lassie movie than did the 

children in the other condition. Lady, chiIdren in the experimentd condition 

showed a decrease ùi their phyçioIogical anxiety after pIaying with the toys 

while the anxiety level for those in the control group remained stable. Physical 

anxiety was measured with the Palmar Sweat Index (Johnson & Dabbs, 1967). 



It appears that anxiety is reIated to diildren's choice of particdar toys. 

Anxious children seem to choose toys that wiU help them face anxiety, reenact 

events, and Iead them to cope with those events. Themes related to children's 

anwiety are often demonstrated in their play. This suggests that, in their play, 

anxious children attempt to deal with stressors they were faced with or are stiIl 

facing. As it has been mentioned previously, one particularly stressful event for 

a chdd is hospitalization. Hospitakation, ihess, and medical treatments are 

indeed recognized as major stressors for chüdren, often major changes are 

observed in their behaviors (Adams, 1976; Clatworthy, 1981; Golden, 1983; 

Matthews, 1991; Vernon, 1966). Developmental regressions have repeatedly 

been observed in hospitalized and ill children (Katz, KeUerman, & SiegeI, 1980; 

Kayes, 1991; Kielhofner, Bams, Bauer, Shoestock, & Walker, 1983). This means 

that, because a chiId does not feel d e ,  he/she might take a step back in his/her 

developmentally appropriate behaviors. For exampIe, the chüd may return to 

behaviors such as thumb sucking, bed-wetting, losç of toilet training, and 

clinging, when these behaviors had not been recent issues. 

For the hospitalized M d ,  f o u  functions of play have been identified: (1) 

to prepare the child for the medical procedure and increase his/her 

understanding of the illness and treatment; (2) to enhance communication; (3) to 

meet developmental needs and master developmental skius such as Iogicd 

thought and self-controI; and (4) to cope with negative emotions and stress 

(Irwm, 1991; Matthews, 1991; McCue, 1988; Thornpson & Stanford, 1981). AU 



four functions have a common goal, which is to help the child deal cognitively 

and emotionally with overwhelming experiences. Two main types of play are 

encouraged in the hospitd: developmental play and medical play (Kielhofner et 

al., 1983; McCue, 1988). Developmentdy appropriate play, which is play that is 

appropriate to children's age, meets the child's developmental needs while 

medicd play is specificdy designed to meet the needs of the hospitdized or il1 

chiId. Developmentdy appropriate play corresponds to a diild's age, mental 

and physical development, social capacities, and language skills. Common 

characteristics of medicd play are the use of pretend or real medicd equipment 

and a focus on a medicd and hospital theme (Goldberger, 1988; McCue, 1988). 

RoIe rehearsal and role reversal is an important part of medical play since it 

alIows the child to relive experiences by adopting a different role and 

assidating different dements of the experience. Dolls and stuffed animais are 

often used to allow children to act out and replay events, often using medical 

equipment. The use of medical equipment, whether it is pretend or real, serves 

the child in discovering the specialized equipment, facing fears, and encouraging 

play with it to feel more comfortable with the equipment. The diiId can play on  

his/her own with the toys or can be assisted by a parent or a therapiçt. 

In sum, whether it is with a doctor's kit or a teddy Sear, it is argued that 

the child's play wiIl help him/her reenact certain events that were stressfd and 

d o w  him/her to take on a more active role. Studies previously reviewed 

showed that children's choice and use of toys was important in helping them 



cope with their anxiety. GiImore (1966) and Bamett and Storm (1981) found that 

anxious chüdren showed a preference for toys that were related to the2 anwiety. 

Barnett and Storm's (1981) resdts also suggested that amïous chüdren reenact 

the stressful event in their play. As welI, anxious chitdren's play with "anxiety- 

related" toys was associated with a decrease of their anwiety level (Barnett & 

Storm, 1981; Burçtein & Meichenbaum, 1979). AU these fù-idings are pertinent to , 

the present study and are most revealing about the relationship between anxiety 

and play in children. The present study emanates £rom psychodynamic, 

cognitive, and developmentd perspectives, as well as research conducted in the 

past forty years on children's pIay, amciety, and the usefdness of play as an 

anxiety-reducer. 

The Present Studv 

The purpose of the present study was to compare the play of two groups 

of chiIdren; specifically, the study examined how children with leukemia and a 

control group of dllldren, who attended a day care centre, played with different 

toys (medicdy-related, nonrnedicdy-reIated, noveI, or typical). It has been 

hypothesized that anxious children tend to pIay with toys related to the source of 

their anxiety, whüe nonanxious children tend to choose toys according to their 

novelty. In the present study, children's play was investigated, specifïcdy the 

choice and use of toys, the type of social interactions, the cognitive level of play, 

and the themes developed in play. Toys were introduced systematicdy over a 

6-week period using a mdtiple baseline design. In order to examine the 



children's play, a time sampling method based on a valid and reliable 

instrument, Rubin's Play Scale (Rubin, Watson, & Jarnbor, 1978) will be used. 

The foollowing hypotheses were fomdated: 

(1) Children with leukemia wilI be obsemed in charnatic play with 

medicd toys more frequently than the control group of diildren. Theoretical 

foundatiom for this hypothesis are Qund in Piaget (1962) and psychoanal~c 

theorists' work, such as Freud (1920,1959). 

(2) Children with leukemia wiIl show a persistent theme through their 

play with the different toys compared to control children. This group of diildren 

wiII tend to choose the same toys and engage in similar activities week after 

week. This is based on the concept of abreaction or repetition compulsion put 

forward by Freud (1920) and Erikson (1976). The belief is that children who are 

anxious reenact in their play what happened to them in real life in order to 

assimilate the experience and gain a sense of greater control over what is 

happening to them. Thus, it is expected that children with leukemia will focus 

more on their hospital-related anwieties and, in their play, will develop themes 

reIated to those anwieties. In thiç group, the theme and choice of toys and 

activities are expected to be constant throughout the observation sessions, 

whereas children in the control group are expected to devdop diverse dramatic 

themes and demonstrate a wider varïety of toy choices and uses over the 

observation sessions. 



(3) There will be a relationship between the level of stress the children 

experience and the type of play they engage in (cognitive and socid). It is 

expected that chüdren with high anxiety levels (group of cMdren with Ieukemia) 

will engage in simpler types of pIay (functiond), soIitary play, and wilI be 

observed in nonplay behaviors more than chiIdren with lower anxiety levels 

(control group). This relationship is expected to be stronger for the pediatric 

cancer patients group than for the control group. This hypothesis is based on a 

study conducted by Bamett (1984) where he examined preschool chiIdren's 

anxiety level associated with the absence of their mother. Children were assigned 

to one of two conditions: children were either read a story or encouraged to 

engage in free play. Results of this study indicated that the play situation 

reduced highly anxious chiIdren's anxiety level significantly more than being 

read a story. As well, findirgs showed that there was no difference in anwiety 

between the two groups for children with low anxiety levels. 

Participants - 

The participants in the experimental group were pediatric cancer patients 

receiving weekly treatments at Sainte-Juçtine Hospital. They were all in their first 

year of treatment after receiving a diagnosis of leukemia. The control group of 

children was recruited in a francophone day care centre in downtown Montreal. 

There were 24 participanfs (12 from each setting), from which two were 



excluded/dropped (one from each group) due to missing data. The chiIdrenfs 

ages ranged hum 3 years and 1 month (37 months) to 5 years and 5 rnonths (65 

monthç) (Mean age = 4.17, a = .65). Children in both groups were matched on 

age and gender factors. Childrenrs age in the hospital group varied more than 

the ones from the control group (hospital group: M age = 4.1; a = .79 and 

control group: M age = 4.3; = .51) due to the fact that it was more difficult to 

recruit children with leukemia who fiIled the selection criteria established in this 

study. The children who participated in the present study were of diverse ethnic 

and soao-economic backgrounds, however no specific detaiis were obtained due 

to the high confidentiality policy of the hospitd. The day care centre was dso 

resistant to sharing personal information about the chiIdren. 

Some inquiries were made of educators in the day care setting to know 

whether the diildren had experienced a moderate to very stressful situation in 

the last six months (using the Stress Inventory: Chandler, 1981). The rationde for 

these inquiries was to differentiate clearly the two groups and dso to make the 

day care sample as representative as possible of children who attend day care. 

Any day care chiId with a recent history of stressfuI expenences was not 

included in the present study. No child was exduded following this assessment. 

The study took place at Sainte-Justine Hospital's hematology-oncoIogy 

outpatient extemai dinic's playroom and at the Complexe Guy-Favreau day care 

centre. The observations were conducted from the fist  week of November to 

mid-December 1999. 



While observations were conducted in playrooms in both settings, the 

environments were found to be different The playroom at the extemal dinic of 

hernato-oncology at Sainte-Justine hospital serves dso as a waiting room for 

chddren of ail ages and their parents. This space ïs separated from the reçt of the 

extemd dinic by two sections of walls. It is accessible fkom three large 

entrances, which bring a great amount of circulation in the room. The room can 

dso get very crowded: as many as 60 people can come in and out and in again 

during a busy moming, with one educator and a volunteer to see that every child 

is attended to. Nurses, doctorç, and social workers come to the playroom to c d  

children to their office or to one of the treatment room constantly, intermpting 

cMdrenrs play. A great variety of toys and material for arts and crafts are 

available to children at d l  times. 

The room where children were obsewed in the day care centre was a large 

room divided into different centres: gross motor, games and puzzles, kitchen 

corner, book centre, and blocks area. There were 14 chiIdren and two educatots 

in the observed group. 

Procedure 

The researcher met with her supervisors at Sainte-Justine Hospital (Dr. 

Jocelyn Demers and Caroline Rivest) and at the Complexe Guy-Favreau Day 

Care Centre (Liette Tremblay) and selected participants according to their age 

and the number of t h e s  a week they attend the clhic or day care centre. As weU 



parentd permission (Appendix D) was requested for the children at the day care 

centre and parents at the hospitd were informed that someone would condud 

observations four days a week for a period of six weeks. The physicd state of 

children with cancer, in particdar, and day care children was considered on a 

day-to-day basis. In addition, the recent history of stressful experiences was 

examined for the day care group. The severity of the stressful events were 

assessed using the Stress Inventory (Chandler, 1981). Once a schedule was 

established for both the hospital and day care centre, the observer assessed the 

quality of the hospital and day care settings by using the Early Childhood 

Environment Rating ScaIe - revised edition (ECERS-R). This was done before 

data were collected and before the observer became familiar with the 

environment where the play sessions took place. 

Observations of the chiIdren's pIav were conducted during free play 

period. For each observation session, the duldren's anxiety Ievel was assessed 

before they engaged in play. They were asked to point to one out of three facial 

expressions that most corresponded to how they were feeling at the moment (see 

Appendix E for a modified version of Weisz, McCabe, and Dennig's (1994) 

pictorial scale for self-reported distress). This exercise gave the observer 

indications about the children' s emotional s tate. 

The children's play was observed using a t h e  sampling method and a 

sIigh2- ='~dfied version of the Rubin's Play Scale (1978) was used (see 

Appendix B for definitions of the terminology and Appendix C for a n  exampIe of 



the observation grid used in this partidar study. The sarne procedure was 

appüed and the same toys were added in both settings (see Appendix H for the 

list of new nonmedical and new medical toys). ChiIdren were presented with 

different toys (mdtiple baseline) throughout the study: 

(1) Week 1: During thiç f i t  week, there were no new toys in both 

the hospital and day care settings. Observations were made on childrents play 

with the toys usudy found in the playrooml. 

(2) Weeks 2 and 3: Duririg these next two weeks, new nonmedicd 

toys were introduced, specificdy a memory game, a big doIl, a f a m  set, and 

dress-up dothes. The new set of toys was avdable as the observer arrived at the 

hospita1 or day care and were taken away as the observer left the setting. 

Because there was ody one set of nonmedical toys and one set of medical toys, 

the observer needed to bring these toys from one setting to the next. This also 

ençured that al1 children were exposed to the same toys for equd amounts of 

t h e .  

(3) Week 4: The new nonmedical toys were taken away and no 

new toys were introduced for thiç week as a retum to basehe condition. 

(4) Weeks 5 and 6: During these two weeks, new medical toys 

were Ïntroduced, such as a doctor's kit, a teddy bear with bandages, a memory 

game with a medical theme, and doctor and nurse dress-up dothes. 

Toys available were made as similar as possible in the hospital playroom and the day care's playroom 



Measures 

(1) ECERS-R: The Early Chüdhood Environment Rating %de - Revised 

Edition (ECERSR) ( H m ,  m o r d ,  & Cryer, 1998) is a scale (1 to 7) devised to 

rneasure the quality of chiIdcare settings. The rating was accomplished by 

e x d g  certain components of the settings as described by the seven 

subscdes. The different subscdes are: (1) space and fumishings (eg, room 

arrangement for pIay); (2) personal care routines (e-g, safety practices); (3) 

language-reasoning (e-g., books available); (4) activities (e.g., dramatic play area); 

(5) interaction (e-g., interactions among diildren); (6) program structure (e-g., 

schedule); (7) parents and staff (eg., provisions for parents). The ECERSR has 

long been recognized as a valid and reliable instrument to measure the quality of 

diild care settings (Harms et aI., 1998). Numerous studies have demonstrated 

that the ECERS' evaluation of quaIity has predictive validity (Peisner-Feinberg & 

Burchinal, 1997; Whitebook, Howes, & Phillips, 1990) and that it leads to very 

high Ievels of interrater agreements. As well, the authors report that the subscde 

scores and the total scores should be considered to represent meaningfd aspects 

of the environment. This instrument was used in the present study to evaluate 

and compare the hospital and day care settings. By comparing the two 

environments using the ECERS-RI assumptions regarding the sirniIarity of the 

q u e  of settings were made. Indeed, two observers evduated both settings 

usina the ECERSR and the following results were obtained: overd rating scores 

were, for the hospital se- 5.09 and 5.36, and for the day care setting 5.5 and 



5.39. A Cohèn's Kappa was calculated and interrater reliability reached .74. The 

hospital playroorn and the day care centre's playroom were cowidered to be 

equivalent (see Appendix E for a graph depicting the ratings for both settings on 

the ECERSR). 

(2) SeIf-distress measure: This measure was designed by McCabe and 

Weisz (in Weisz et al., 1994) to assess pediatric cancer patients' adjustment to 

their illness. This pictonal scale iç used to determine children's self-reported 

distress, which gives indications to the observer about childrenrs emotional state. 

A modified version was designed in which there were three facial expressions to 

choose from instead of five (see Appendix F). This, we beIieved, wodd make it 

easier for children to discriminate between the different emotions depicted by 

the faces on the board. Children were asked to indicate how happy, scared, or 

upset they were before they engaged in play. Each child, individudy, was 

asked tc place the big red arrow (attached with velcro) beIow one of the three 

facial expressions. 

(3) Stress Inventory: The Stress Inventory is an instrument that was 

designed to be used in schools and dinics as part of the intake/referral 

procedures for children with emotional adjustment problems (Chandler, 1981). 

The Stress Inventory is a List of 37 events, ranked according to the level of stress 

they provoke. This list was designed especidly for children. It was used to 

insure that the two g~oups were different from one another. A Stress Inventory 

was completed with the assistance of the educator in the day care centre, for 



each chiId. In the case that a M d  was one standard deviation away ikom the 

mean on his/her score on the Stress Inventory, he/she wodd be excluded from 

the study (See Appendix G for a copy of the Stress Inventory). The educator 

informed the observer of the stress elements that she was aware of for each chrld. 

Even if she could not give detds  due to the confidentiality of some information, 

she gave indications as to whether a M d  shodd take part of the study or not. 

Na M d  was excluded from the study due to the resdts £rom this measure. A 

one-way ANOVA was conducted to examine if the groups differed on their 

experience of stress. The statisticd analysis revealed that the two groups were 

indeed very different from one another on this dimension, F(1,21) = 66.16, E = 

.O0 @ = 36.76 for the IeveI of stress for children with leukemia and M = 5.44 for 

chiIdren in the control group) (see Stress Inventory ui Appenduc G). Every &Id 

in the hospitd group experienced items #5: Aquiring a v&ible deformi& (the loss of 

their hair, sudden weight loss or gain, etc.) and #8: Serious illness requinng 

hospitalization of child (they have ail been hospitdized at least three times and 

they attend the outpatient extemal dinic for treatment every week). In each 

group, two children were experiencing the separation of their parents. There 

was one chüd in the hospital group who was from New York and was staying in 

Montreal for her treatments. Finally, in the control group, one child's 

grandmother had passed away in the previous 6-month penod. 

(4) PIav %de: The play scale used in the present study is based on 

Rubin's Play Scale (Ehbin et al., 1978). In the grid used by the observer, the 



categories Play and Nonplay appear. The Play category is divided in three 

subgroups differentiating different types of social play: solitary play, parallel 

play, and group pIay. In addition, in each of these three subgroups, cognitive 

play is differentiated between functiond play, constructive play, dramatic play, 

and games-with-des. 

The grid is separated into tweIve blocks of 10 seconds, dowing the 

observer to record 120 seconds of the diildrs pIay (see Appendix C). The 10 

seconds of observation were altemated by 20 seconds of recording. Each child 

was observed for tweIve 10-second intervals on each day of observation. The 

totd number of observations ranged from 36 to 72 intervalç for each child. A 

grand total of 1210 observation intervds was coIIected. During an observation 

period, a check mark was insaibed next to the kind of pIay in which the child 

was obsenred engaging in. As weII, the observer took notes on the toys used by 

the chiId during each time intervaI. The observation order of children was 

detemiined randomly for everyday of observation. Once the random order was 

estabfished, the order remained the same throughout the observation day. For 

example, ChiId 1 was observed for 10 seconds and the observations were 

recorded for the next 20 seconds, then ChiId 2 was observed for 10 seconds and 

his/her behaviors were recorded durùig the following 20 seconds, etc. This 

procedure was repeated untiI tweIve 10-second intervals of obsenration were 

coliected for each &Id. 



Interrater ReIiabiIitv 

Interrater reliability was expected tu be high considering that the main 

instrument was the Rubin's Play Scale (1978), on which validity and reIiabiIity 

have been weU estabIished in children's play research. The obsemer and her 

colleague piloted the grid prior to the start of the data collection at a day care 

centre not involved in the present study. During the data collection, the observer 

collected data alone and was joined by her colIeague for 20.6% of the total 

observation intervals (249 out of 1210). Cohen's Kappa was equal ta -84 on those 

reliability observation intervds. 

RESULTS 

Normalitv and Homogeneitv of Variance 

The data hom the present study were tested for normality and 

homogeneity of variance as these two measures provide insight into the data and 

vaIuabIe information regarding the composition of the sample. The assumption 

of homogeneity of variance was not violated, whidi suggests that the variances 

of the hospital and the control groups were approximately equal. On the other 

hand, normaüty was violated in some cases. Resdts of the Iatter test are not 

surprishg due to the s m d  sample involved in the present study. Indeed, with 

small sampIe sizes, there are reduced probabilities of having a normal 

distribution. Several factors may cacse a sample to have a nonnormal 

distribution: a charactenstic that does not have a normal distribution (e-g., many 

psychometric measures) (Miccen, 1989), a particular group that is biased in some 



way, errors in the data collection, and small sampleç morndrke, 1982). 

Transformations of the data are sometirnes conducted to create a more normal 

distribution (see Appendix 1 for a discussion of this issue). In the present study, 

the raw data (frequency counts) were transformed into proportion scores. 

Preliminarv Considerations and Descriptive Statistics 

Observations of children's play and nonplay behaviors were transformed 

into proportion scores due to the different number of observation sessions that 

were conducted for each chiId. This strategy dowed us to compare children and 

groups by using a cornmon denominator. Proportion scores were computed by 

dividing the frequency of a certain behavior by the t o d  alunber of observations. 

For example, one M d  in the hospital group was observed in soIitary dramatic 

pIay 11 times (eIeven 10-second observation intervals). Over a totd of 72 10- 

second observation intemds, the number 11, which represented the frequency of 

that particular behavior, becomes a proportion score of .15. Another child in the 

same group, was observed in solitary dramatic play 5 times. A totd of 48 10- . 

second observation intervals were collected for this child. Therefore the 

proportion score for that particular behavior equals .IO. These mean proportion 

scores dong with standard deviations and percentages for each group are 

summarized in Tables 1 and 2. 

Before examining particdar types of pIay and diverse nonplay behaviors, 

the frequency of play and nonplay behaviors the hospital and the controI groups 

was compared. For the hospitd group, pIay behaviors represented 45% and 



Table 1 

Proportion Scores, Standard Deviations and Percentages* of Observatiom of 
Social, Comitive, and NonpIav Behaviors 

Variable Hospital Group Control Group 
= 11) @ = 11) 

M ç D %  - - M a %  

SOCIAL 

soiitary 

ParaIlel 

Group 

COGNTTIVE 

FunctionaI 

Constructive 

Dramatic 

Games 

NONPLAY 

Unoccupied 

Odooker 

Peer Convers. 

Addt Convers. 

Parent Convers. 

Transition 

Rough/tumble 

Exploration 

Reading 



T.V. -10 -14 (173%) O O (O %) 

Tattoo .O5 -06 (9%) O O (O %) 

Wandering -01 -01 (-8%) .O5 .O4 (11.7%) 

Aggression O O (0 %) O O (0 %) 

* Percentages withùl categories are cdcdated in this tabre 

* Only group play with peer is taken into account here. The portion of group 

play where parents were ÏnvoIved has been taken out. 



Table 2 

Proportion Scores, Standard Deviations and Percentages* of Observations of - 
Social, Cognitive, and Nonplav Behaviors 

Variable Hospital Group Control Group 

@ = il) (I? = 11) 
M ç D %  - - M B %  

SOCIAL 

%iitaiy 

ParalIel 

Group 

COGNITIVE 

Functiond 

Consbructive 

Dramatic 

Games 

NONPLAY 

Unoccupied 

Onlooker 

Peer Convers. 

Adult Convers. 

Parent Convers. 

Transition 

Rough/ tumble 

Exploration 

Reading 



T.V. -10 .14 (7.4%) O O (O %) 

Tattoo .O5 .O6 (3.7%) O O (0 %) 

Wandering .O1 .O1 (-7%) .O5 .O4 (3.1%) 

Aggression O O (O %) O O (0%) 

* Percentages for overd play and nonplay behaviors are caldated in this table 

* OnIy group pIay with peer is taken into account here. The portion of s o u p  

play where parents were involved has been taken out 



nonplay behaviors, 55 % of the total behaviors obsemed. In the control group, 

play behaviors represented 60% and nonplay behaviors, 40% of the total 

behaviors observed. To determine if the proportion of play and nonplay 

behaviors differed in the two conditions, a one-way ANOVA (play X hospital 

group, controI group) was conducted. The two play conditions were the 

independent variables and play was the dependent variable. A signihcant 

difference was evident, F (1,21) = 6.42, E < -05. A significant difference for play 

behaviors automaticdy means that there is a significant diffaence for nonplay 

behaviors as weI1, since these two categories are mutualIy exclusive. Paired 

samples -tests were conducted to examine differences within groups. A 

significant difference was found between play and nonpIay behaviors for the 

control group, &(IO) = -2.81, E c -05, two-tailed &l= .60 for play behaviors and M 

= .4û for nonplay behaviors). The -test for the hospital g~oup was non- 

significant, t(10) = 1.07, - (hJ = -45 for play behaviors and - .55 for nonplay 

behaviors). 

Dramatic Plav with Medical Toys 

The first hypothesis stated that children with leukemia would be observed 

more frequently in dramatic play with medical toys than the control group of 

children. A 2 conditions (h0spita.I group, control group) X 2 dmmatic play 

(with medicd toys, with nonmedicd toys) MANOVA was conducted. The 2 

conditions were the independent variables and the dramatic play with medical 

toys and nonmedical toys were the dependent variables. The W i k '  Lambda 



anaIysis revealed no significant differences between the two grcups, l?(l,21) = 

1.38, - Within group cornparisons were aIso performed and no significant 

differences were apparent between the amount of dramatic play with medical 

toys and dramatic play with nonmedicd toys in both groups, !(IO) = -85, g= 

(hospitd group) (AJ = .O2 for dramatic play with medical toys and M = .O1 for 

dramatic play with nonmedical toys); and l(l0) = .2, - (control group) &I = .O4 

for dramatic play with medicd toys and &f-= .O4 for dramatic play with 

nonmedical toys). 

Theme Persistence and Recurrence of Activities and Behaviors 

The second hypothesis stated that children with leukemia would show a 

persistent theme through their pIay with the different toys compared to the 

control children. Theme persistence refers to duldren choosing the same toys 

and engaging in similar adivities week after week. A one-way ANOVA, where 

the mean number of activities the children engaged in was the dependent 

variable and the two conditions were the independent variables, was conducted. 

ChiIdren in the control group engaged in a wider variety of activities than the 

hospital group, F(1,21) = 9.41,~ < .O1 (M = 6.55 for the hospital group and M = 

8.82 for the control group). This hypothesis is examined further and more in 

depth with qualitative analyses later in the Results section 

The ReIationship Between Re~orted Stress and Play 

The third hypothesis stated that there would be a rdationship between the 

level of stress the children experienced and the type of play observed. The stress 

48 



Ievd of children was assessed using the Stress Inventory (Chandler, 1981). To 

examine this question, correlation analyses were conducted (see Tables 3 and 4). 

Few significant Merences were found in these analyses, however the significant 

results folIowed a pattern. Children in the hospital group were observed to 

engage in significantly more fundional types of play when they reported being 

upset. As w d ,  choosing toys that encouraged occupation types of play were 

associated with reports of being upset hgaging in more dramatic play and 

choosing si@cantly more fantastic types of toys was associated with the rating 

of their mood as "so so". The data were exaniuied to see if the literature 

suggesting that highly d o u s  children engage in significantly more solitary 

than pardel or group play Parnett, 1984), was supported. WhiIe correlations 

were not significant to support that premise (due to the smaU 11 size), some 

trends showed that when chiIdren in the hospital group reported feeling happy, 

there was a positive relationship with pardel and group play, and a negative 

relationship with solitary play (see Table 3). Within the control group, no 

significant correlations were found. There was however a trend indicating a 

negative relationship between chiIdrents report of feeling happy and the amount 

of pIay with new medical toys (see Table 4). 

Social Play 

The purpose of these analyses was to compare the type of social play 

children in the hospitd and controI group engaged in. Here, a 2 conditions 

Pospitd group, control group) X 3 play (solitay, pardel, group) MANOVA 



Table 3 

Correlations Between Children's Mood and th& Play Behaviors 

Hospital Group 

Happy 

çoiitary Play 

Pardel Play 

Group Play 

Fundional Play -.42 

Constructive Play -45 

Dramatic Play -.12 

Games .21 

NonpIay behaviors -.28 

Play behaviors 

New medical toys 23 

New nonmedical toys :, -47 

Bricolage .53x 

Playing House -23 

Occupation -.53x 

Fantastic -.29 

BIoCks not avdable 

Upset 

* Sipificant at the -05 level (2-taiIed) 

* Sipificant at the .O1 level(2-tailed) 

x indicates a trend (significance level between -05 and .IO) 



Table 4 

CorreIations Between Children's Mood and their Plav Behaviors 

Day Caxe Group 

Happy Soso 

ÇoEtary PIay 

Pardel Play 

Group Play 

FunctÏonaI Play 

Constructive Play 

Dramatic Play 

Games 

Nonplay behaviors 

Play behaviors 

New medical toys -.53x 

New nonmedicd toys -.23 

Bricolage -.13 

Playing Houe -.13 

Occupation 21 

Fantastic .20 

BIodcs .O8 

Upset 

x indicates a trend (significance levd between .O5 and -10) 



was conducted. The two conditions were the independent variables and the 

three types of social play were the dependent variabIes. The Will<s1 Lambda 

analysis rweded a significant difference between the groups, g(l,21) = 11.05, p < 

.001. Further analyses reveded a significant ciifference between the groups for 

pardel play, F(1,21) = 5 .72 ,~  <.O5 = .O8 for the hospital group and M = .18 

for the controI group), where chiIdren in the control group were obsemed more 

often in this type of social play. A distinction was made between group play 

with parents and peers and with peers ody  because it is import~int to know who 

chddren chose as their play partners. Comparing children's group play with 

peers results in a more equitabIe cornparison. Group play with peers for the 

hospital group was also sigruficantly different from group play for the control 

group, - F(1,21) = 17.86, E < .O01 &l = -04 for the hospital group and M = .21 for 

the control group). When group play induded parents, there was no s i m c a n t  

difference between the groups, E(1,21) = 2.73, - (M = -12 for the hospita1 group 

and M= .21 for the control group). SoLitary pIay was not found to be Werent 

between the two groups, F(l,21) = .24, - @J = .24 for the hospitd group and M 

= .21 for the control group) 

After compatisons between groups were made, it  was found useful to 

investigate differences in social play within the groups. Specificdy, 1 tests were 

used to conduct these analyses (see Table 5). Within the hospital group, the 

frequency at which children engaged in solitary pIay was found to be 

çignificantly different from the hequency of parallel play and it was dso found 



to be significantIy different from the frequency of group play (when group play 

included peers only). These results indicate that children in the hospitd group 

were significantly more involved in solitary play than the other two types of 

social play. The remaining analyses were not found to be significant for the 

hospitd group and no significant differences were found between the three types 

of social play for the control group (see Table 5). 

Connitive PIav 

The purpose of the following analyses was to compare cognitive play 

between the two groups and within the groups. First, a 2 condition (hospitd 

group, control group) X 4 play (functional, constructive, dramatic, games) 

MANOVA was conducted. The independent variables were the two conditions 

and the dependent variabIes were the four types of cognitive play. The Will<sl 

Lambda analysis revealed no signincant merences between the hospitd and the . 

control groups, F(1,21) = 1.85,. Considering the s m d  2 size, it was judged 

appropriate to conduct further analyses even if the overd F was nonsigruficant. 

Further analyses identified a trend for drarnatic pIay F(1,21) = 3.78,~ = .O7 @l= 

.1 for the hospital group and M = -23 for the control group), suggesting that 

diildren in the control group might have engaged in more dramatic play than the 

chüdren in the hospiid group. 

Using i-tests, significant differences were found when computing within 

group cornparisons (see Table 6). Within the hospitd group, significant 

differences were found between functional play and constructive play and 



Table 5 

T-tests for SociaI Play within Groups - 

Types of Social Play 

Hospital Group cof = 10) 
(Me==) 

Soiitary play (.24) and Pardel play (-08) 

SoIitary play (.24) and Group play (.M) 

ParalIel play (.OB) and Group play (.W) 

Control Group (df= 10) 
we-1 

Solitary play (-21) and Pardel play (23) 

ÇoIitary play (.21) and Group play (.21) 

ParaUel pIay (.18) and Group pIay (.21) 



Table 6 

T-tests for Cognitive Play within Groups - 

Types of Cognitive Play - t E 

Hospital Group @ = 10) 
we-9 

Functional play (.07) and Constructive play (.21) 

Functional play (.07) and Dramatic play (.IO) - 

FunctionaI play (.07) and Games (-06) 

Constructive play (.21) and Dramatic play (-10) 

Constructive play (.21) and Games (.06) 

Dramatic play (.IO) and Games (.06) 

Control Group (- = 10) 
(Me-) 

Functional play (.IO) and Constructive play (22) 

Functional play (.IO) and Dramatic play (23) 

Functional play (.IO) and Games (.06) 

Constructive play (22)  and Dramatic play (23) 

Constructive play (22) and Games (.06) 

Dramitic pIay (23) and Games (.O61 

-3 .O7 .O1 

-1.77 .l (trend) 

1.58 ns 

-.14 f l ~  

4.39 .O0 

2.81 .O2 



between constructive play and games. These findings show that the chiIdren in 

this group were involved in more constructive play than fundional play and 

games with des. Withui. the control group, significant differences were found 

between functional play and constructive play, constructive play and games with 

d e s ,  and dramatic play and games with d e s .  These resdts indicate that the 

control group of chüdren were engaged in more constructive play than 

functiond play and games, and in more dramatic play than games with rules. 

Chrldren's Use of New Tovs 

To examine the possibIe differences between the hospital group and the 

controI group on their play behaviors with medicaI toys, a 2 condition (hospita1 

group, control group) X 4 play with new toys (play with new medical top, 

nonplay with new medical toys, play with new nonmedical toys, and nonplay 

with new nonmedical toys) MANOVA was conducted. The two conditions were 

the independent variables and the four pIay with new toys were the dependent 

variables. The Willcs' Lambda analysis did not reveal a significant difference 

between the two groups overd, but it did identify a trend, E(1,21) = 2.63, E = 

.07. Further analyses reveded significant differences for (a) play behaviors with 

nonmedical toys, E(l,21) = 5.77, g < .O5 &f = .O2 for the hospital group and &J = 

.O8 for the control group); (b) for play behaviors with medicd toys, I?(1,21) = 5.6, 

E < .O5 @ = .O1 for the hospital group and M = .O7 for the control group); and (c) 

for nonplay behaviors with medical toys, z(1,21) = 4.38, E < .O5 (hJ = .O0 for the 

hospital group and M = .O1  for the control group). Each of these arxdyses 



hdicated that the control group engaged in more play with medicd toys, more 

pIay with nonmedical to ys, and were observed in more nonplay behaviors with 

medical toys. 

Within the control group, some 1-tests were used to analyze certaùi 

behaviors. It was found that this group engaged in play with nonmedical toys 

more than in nonplay behaviors with those toys, &(IO) = 3.22, E < .01, two-taiIed 

= .OS for play with nomedical toys and M = -01 for nonplay with nonmedical 

toys). Aç weU, they engaged in more play than nonplay behaviors with medicd 

toys, ~(10) = 2.69, E < .O2 two-tailed &f = .O7 for play with medical toys and M = 

.O1 for nonplay with medical toys). Interestingly, no significant differences were 

found between the amount of observed play with medical toys and play with 

nonmedical toys, :(IO) = .51, - (M = .O7 for pIay with medical toys and M = .O8 

for play with nonmedical toys). 

Within the hospital group, there were no significant differences between 

the play and nonpIay behaviors with medicd and nonmedicd toys: ~(10) = 1.74, 

= .O2 for play with nonmedical toys and M = .O0 for nonplay with 

nonmedicd toys); and !(IO) = 1.14, - @ = .O1 for play with medical toys and M 

= .O0 for nonplay with medical toys). As welI, no significant difference was 

found between the amount of observed play with medical toys and play with 

nonmedicaI toys, j(10) = .28, - (M = .O1 for play with medical toys and M = .O2 

for play with nonmedical toys). 



Conversation 

The amount of adult conversation the chiIdren were engaged in was 

compared to the amount of peer conversation. A 2 condition (hospita1 group, 

control group) X 2 conversation (peer, addt) MANOVA was conducted. The two 

conditions were the independent variables and the conversation with addis and 

peers were the dependent variables. The WiUcs' Lambda analysis revealed a 

significant difference between the two groups, E(1,21) = 33.44,~ < -001. F-er 

analyses showed that the hospital group was involved in significantly more 

conversations with adults than the control group, F(1,21) = 19.86, E < .OUI. Peer 

conversation, on the contrary, was significantIy more present in the control 

group, F(l,21) = 18.a5, E < .001. Significant differences were also fourid within 

groups. For the hospital group, peer conversation was observed signincantly 

less than a d d t  convexsation, &(IO) = -8.48, E < .001, two-taiIed CM = .O2 for peer 

conversation and M = .18 for addt  conversation). The opposite pattern was t rue 

for the control group, !(IO) = 3.17, E .01, two-tailed &l = -13 for the peer 

conversation and &j = .O7 for addt  conversation). 

Passive Behaviors 

A passive behavior was, in the present study, defined as a chiId being 

unoccupied, onlooking, wandering around, or having a tattoo drawn (with 

make-up crayons) on his/her hand, arrn, face, or head. A one-way (hospitd 

group, control group X passive behaviors) ANOVA was conducted. The 

independent variables were the two conditions and the dependent variable was 



passive behaviors. A statisticdy significant difference was found between the 

groups for passive behaviors, F(1,21) = 32.79, E < -001 (M = .16 for the hospital 

group and M = .O0 for the controI group). W d r e n  in the hospital group were 

found to engage in significantIy more passive behaviors than the children in the 

control group. 

A Further Examination of Theme Persistence 

The purpose of these qualitative analyses was to examine in greater detail 

the findings related to the second hypotheçis. Quantitative analyses revealed 

that children in the hospital group engaged in a significanüy fewer number of 

activities than the control group over the weeks of observation. In order to 

examine the second hypothesis regarding the persistence of themes and 

recurrence of activities and behaviors, qualitative analyses were undertaken. 

The fiequency of behaviors and toys the dddren played with in the different 

conditions were tabulated and graphed for each Md.  In the graphs, the 

behaviors and toy choices have been sorted by observation periods so as to 

demonstrate the distribution and repetition of behaviors across the weeks. 

Freauenw of recumna activities/behaviors. Graphs and kequency 

tabulations were completed for ail 22 children, however four cases, two from the 

hospital group and two from the control group, were seIected to illustrate the 

procedure and the differences between members of the two groups (see graphs 

of the four cases in Appendix J). The two cases from the hospial groups were 

chosen to represent cases similar to what the literature refers to when referring to 



the play of chddren under stress. Random sampüng was used to select the two 

cases from the contrd group. Juüe and Gabrielle2 were two girls from the 

hospital group, and both showed a high recurrence of behaviors/activities. In 

Julie's case, 7 activities/behaviors were obsemed over a total of 72 10-second 

interval observations. The ones that occurred most often were: conversations 

with an adult (26.4%), having the educator draw a tattoo on her hand (19.5 %), 

bricolage (195%), and passive behaviors (15.3%). Gabrielle was observed 

engaging in 6 activities/behaviors, over a total of 42 10-second i n t w a I  

observations. The most frequent ones were: watchùig television (42.9%), 

conversations with an adult (21.4%), and passive behaviors (14.2%). To represent 

the controI group, Marika and Philippe2 were sdected. Marika was observed for 

60 IO-second intervals and 14 different activities/behaviors were noted. 

Amongst the most recurrent were: passive behaviors (18.3 X), playing with the 

doctor's kit (16.7%), and conversations with peers (11.7%). Over 48 IO-second 

intervalç, Philippe was obsewed engaging in 12 different activities/behaviors 

suclt as passive behaviors (20.8 %), conversations with peers (14.6 %), pIaying 

with the doctor's kit (14.6%), and playing dress-up (12.5%). 

Activities and behaviors were Iess varied for members of the hospital 

group and their recurrence was also higher. In effect, Julie was observed 

convershg with an adult and havirig a tattoo drawn on her hand £ive weeks out 

of six. Passive behaviors were observed during each of Julie's observation 

2 TO assure cddentiality, the names of the participants have been substituted with fictitious ones. 



sessions (6/6) .  Gabride also engaged in the same activities week after week: she 

waiched television, conversed with an adult, and diçplayed passive behaviors 

every week (4/4). The two children from the control group engaged in a wider 

variety of activities/behaviors throughout the weeks. Marika played with 

dinosaurs, marbles, and bowling pins the first week and with a farm set and a 

mernory game the second week. She drew with stencils during the third week of 

observations, played in the kitchen corner during the fouah week and played 

with a doctor's kit during the fourth and fifth weeks. Philippe's case presents 

aImost as much varieV over the weeks: he pIayed with blocks, a doctor's kit, 

drew and was observed engaging in rough-and-tumble play during the furst 

week. He played dress-up and a memory game during the second week, and 

with dinosaurs and tubes and marbIes during the third week. Findy, Philippe 

played with another doctor's kit and dimbed the gross-motor structure during 

the fourth week of observations. 

In conclusion, the patterns identified with these qualitative analyses 

support the hypothesis stating that children with Ieukemia would show a 

persistent theme through their play -with the different toys compared to the 

control diildren As mentioned previously, theme persistence referred to 

ChiIdren choosing the çame toys and engaging in similar activities week after 

week. Indeed, the analyses and graphs strongIy suggest that children in the 

hospital group played with fewer toys and that they tended to pIay with the 

same toys often. 



DISCUççION 

The play of chiIdren with leukemia was compared to the play of a group 

of hedthy children. As expected, some interesting differences were found 

between the two groups. Children's play and nonplay behaviors during free 

play were observed, coded (Rubin et al., 1978), and tabulated. Observations of 

children's play and nonplay behaviors were trruisfomed into proportion scores 

due to the different number of observation sessions that were conducted for each 

child. The same number of observation intervals were collected for the control 

children, except for one child, but for the children with leukemia, the range of 

observation intervds was greater some chtldren codd not be obsemed some 

days because they were too sick and were resting in the domiitoxy. Çometirnes, 

chüdren would spend some t h e  in the playroom and then go to the donnitory 

to lie dom.  

Due to the s m d  sample size of this study, caution is suggested in 

drawing definite conclusions from the data. The study would need to be 

repIicated with a laxger sample before generalizations c m  be made to other 

samples and/or the Iarger population. A fullex discussion of Limitations is fourid 

Iater in the discussion. 

In the sections that follow, the present study's fïndings wilI be discussed 

in Light of the stated hypotheses and the relevant theory and research. First, 

descriptive statistics and overaU play are discussed. Then, the ehree stated 

hypotheses are ewamined: children's drarnatic play with medicd toys, theme 



persistence, and the rdatiowhip between stress and play. As well, other 

dements of play, such as the social and cognitive aspects, are examined. And 

finally, partidarities of the play of ill and d o u s  chifdren are explored (e.g., 

choice of toys, passivity). Subsequently, the Iimitations to the study are 

enurnerated, future directions are suggested, and implications of the present 

study are described. 

OveraIl Play Behaviors 

We have corne to know that stress can disrupt children's play (Bustein & 

Meichenbaum, 1979; Erikson, 1940). Play has many important functions and a 

dismption may be detrimental to the young child. It has been suggested that 

play serves the child in alleviating anxiev and increasing adjustment (Adams, 

1976; Barnett, 1984; Barnett & Storm, 1981; CasseII, 1965; GiImore, 1966, Rae et al., 

1989; Singer & Singer, 1990). It is believed that play helps the child assimiIate, at 

his/her own pace, experiences that were too large to assimilate all at once 

(Waelder, 1932). PIay is a way for the child to gain control of what he/she has 

lost control over in his/her Me. It was found in the present study that chüdren's 

overd1 arnount play and nonpIay behaviors differed in the two groups. Indeed, 

children in the control group engaged in more play behaviors than the chddren 

with leukemia. As weU, the children with leukemia engaged in more nonplay 

behaviors than play behaviors and the opposite was tnie for the control children. 

Details on the partidarities of children's play and nonplay behaviors are 

desaibed and discussed in the folIowing pages. 



Qiildren's Dramatic Plav with Medical Tovs 

It is believed that children who experience stress seek toys that are related 

to the stress factor and that they choose these toys to work through th& anxiety 

or fear (Piaget, 1962). Based on this theory, it was hypothesized that the duldren 

with leukemia wodd be obsemed in more dramatic play with medicd toys than 

the control children. Results horn the present study did not support the 

hypothesis: chddren with leukemia did not engage in more dramatic play with 

medicd toys. In fact, the two groups did not differ from one another on this 

question. However, it is important to note that the control diildren engaged in 

more overall dramatic play than the children with leukemia. Six children out of 

eleven in the hospita1 group did not engage in dramatic play at d. Had the two 

groups engaged in similar âmounts of dramatic play, it is possible that the 

children with leukemia might have been observed in dramatic play with medical 

toys more than the controI diüdren. 

There are several reasons that could explain why the children with 

Ieukemia did not engage in as mudi dramatic play as the control children. First, 

it is not the simplest type of play and children in their physical, mental, and 

emotional condition rnight not be able to engage in such activity easily. The 

Iiterature suggests that children who are experiencing stress will play with toys 

that are related to their stress and that they wiII act out the stressful events in 

their play. This type of behavior may be observed in the privacy and 

confidentid situation that is created when a d d d  is alone with his/her therapist, 



but is not encouraged in a room fÏIIed with other chüdren and parents. hdeed, 

space and crowding are important factors that affect chtldrenls play (Christie et 

al., 1988; Johnson et al., 1999). Time is another factor affecting play; not solely 

the amount of time available to play, but the quality of the time that is dowed 

(i.e, uninterrupted play) (Christie et al., 1988; Tegano & Burdette, 1991). The 

extemal ch i c  of hemato-oncology is a great addition to the medical services and 

is designed to deviate children's stress as weU as parents'. However, the space 

provided was relatively smdl, the room was dways filled with ChiIdren and 

parents, and children's play was interrupted constantly by the nurses and 

doctors. These three factors may have affected diildren's capacity to engage in 

dramatic play and, in particular, in dramatic play with medical toys. 

Theme Persistence and Recurrence of Activities and Behaviors 

It was hypothesized that, in the pIay of children with leukemia, more 

similar themes would emerge week after week. This statement was founoled on 

the literature suggesting that anxious children wilI tend to play with the same 

toys, engage in the same activity, develop a similar theme to cope with the 

stressfd event. Erikson (1976) named this process the "repetition compulsion". 

He believed that children in play reconstnict, reenact, and reinvent their stressful 

experiences in order to understand hem, assimilate their reality, and achieve 

mastery over them. According to Erikson, the child unconsaously arranges for 

variations of an original theme when he/she has not learned either to overcome 

or live with it. In the present study, the children's play and nonplay behaviors 



were observed once a week for four to six weeks. The emergence of patterns in 

some chüdren's behaviors and activities was noted. More patterns were 

identified for the dddren with leukemia than for the control children. Indeed, 

children With Ieukemia were obsemed engaging in the same activities and 

adopting the sarne behaviors week after week, whereas the control children had 

a larger repertoire of activities that varied across the different observation 

sessions. Both settings had a similar quantity and quality of toys avdable, 

however the chddren with Ieukemia tended to reach for the same toys and 

engage in the sarne types of activities week after week. 

Some qualitative analyses were conducted to examine further theme 

persistence in diildren's play. Two cases were selected from each group to 

examùie the recurrence of themes in the chiIdren's play. In the hospitd group, 

conversations with addts, tattoos drawn on chiIdrenls hands, watching 

television, and passive behaviors were amongst the most frequently observed 

behaviors. In the controI group, conversations with peers, group play, playirig 

with medical toys, playing house, and drawing with stencils were frequently 

observed. It is possible that children with leukernia seek and find a certain 

security and stabdity in the activities they engage in when they attend the 

hospital to receive treatment every week. According to Zegans (1982), theie are 

four different stages to the Md's stress experience: (1) the event; (2) the child's 

sense-making of the experience; (3) the search for copiiig strategies; and (4) the 

implementation of these strategies. The child k t  needs to face and understand 



what is happening. Once Uùs is accomplished, the chiIdyiU find means (Le, 

coping strategies) to deal with the anxiety-inducing event. Coping is recognized 

as the process of initiating and maintainhg attempts to relieve the threat 

engendered by a stressfd event (Abbott, 1990; Compas, 1987; Lazarus, 1980; 

Lazarus & Folkrnan, 1984; Rutter, 1983). The repetition of certain cognitive or 

behavioml actions helps the child cope with his/her stress. To numire a certain 

routine may be, therefore, especidy reassuring for the mxious and conflicted 

The Relationship Between Reported Stress and PIav 

Children were asked to iden* their mood on a 3-item scde (happy, soso, 

upset) at the beginning of every observation session. It was hypothesized that 

there would be a relationship between children's reports of mood and their play 

behaviors. It has been suggested that, in the play of anxious children, there 

tends to be an evolution of themes through three main stages: chaos, stmggle, 

and resolution (Man, 1988; Man & Berry, 1987). Moreover, anxious chiIdren 

tend to focus on toys and activities that wiII help them assimilate and cope with 

their stress (Piaget, 1962). Findings identified an association between the 

hospital groupsl social play and their reports of mood: there was a positive 

relationship between their report of being happy and their pardel play and 

group play, and a negative relationship with solitaxy play. A strong positive 

relationship was also noted between chiIdrenls reports of being upset and their 

functiond play. No çuch patterns were identified for the control group. These 



findings suggest that the play of the children with leukemia was affecîed by th& 

mood, which, in tum, may have been inauenced by the stress they were feeling. 

Functional play is known to be the simpIest type of cognitive play and the 

present &dings suggest that when the chiIdren feIt stressed and upset, they 

eqaged in functional play more than any other type of cognitive play. Fein 

(1981) and others, have found that it is rare to observe pretend play amongst 

children who are amcious, very angry, or in confkt. It is, in effect, more probable 

to observe sirnpler types of cognitive play such as functiord and Iow-level 

constructive play for these children (Tegano & Burdette, 1991). As weU, when 

they felt Iess stressed, they tended to engage in more pardel and group play and 

when they were more stressed and upset, they tended to play on their own 

(solitary pIay). Levin and WardwelI (1962) and Sears (1947) have suggested that 

solitary play iç a means to assess information conceming the chiId's 'inner 

person', as weU as his/her anxieties and the experiences that produced them. It 

is possible that, when they are stressed, the children need to focus all of their 

energy on themselves to cope with their stress and may not have enough energy 

remaining to interact with others. 

Social Play 

aiildren's play was coded for three types of soaal interaction: solitary, 

paraIIeI, and group. It was found that the controI chüdren engaged in more 

pardel and group play than the chïidren with Ieukernia. Children with Ieukemia 

dso engaged in significantly more solitary play than pardel or group play. 



These findings support the theory affkning that chüdren tend to play more on 

theh own when they experience stress (Levin & WardweU, 1962; Çears, 1947). In 

support of the present finduigs, Barnett (1984) reported that highly b o u s  

children engaged in significantly more solitary t h  paralle1 or group play. 

Children in the control group engaged in the three types of social play in 

simiIar arnounts and there was no significant ciifference between the three levels 

of interaction. The chüdren with leukeniia were observed in group pIay with 

peers and also with their parents. When the group play with parents was 

included there were no significant difference between this group and the control 

group on this variable. Indeed, the children with leukemia interacted very 

fkequentIy with their parents and peer interaction was fairly low. It is necessary 

to note that the children in the hospital group saw the other chiIdren and had the 

opportunity to play with them once a week, whereas the children in the contrd 

group saw each other every day for very long periods of time. It is, therefore, 

understandable that the contToI children would form friendships with their 

everyday peers and that they would play with them more than the children with 

leukemia who do not have a comparable relationçhip with th& weekly peers. In 

addition, the parents of the children with leukemia were usuaIIy present in or in 

close proxhity of the playroom, which made it easy for th& children to reach 

out to them as opposed to an u n f d a r  a d .  



Cognitive - Play 

Chfidrents play was also coded for four types of cognitive play: functiod, 

constructive, dramatic, and games with d e s .  The hospital group and the 

control group differed on only one of these types of cognitive play: dramatic 

pIay. Indeed, the controI children engaged in more dramatic play than the 

children with leukemia. As mentioned above, this difference may have been 

created by the environmental conditions of the children's pIay. Indeed, it is 

possible that the overcrowding, the limited space, and the constant interruptions 

rnay have affected the way the chiIdren played at the hospital. These consbaints 

rnay have limited children's choice of toys and capacity to engage in more 

complex types of cognitive play such as dramatic play (Christie et al., 1988; 

Tegano & Burdette, 1991). 

Within the groups, findings reveded that the children in the hospital 

group were involved in more constructive play than functional play and games 

and that the control group engaged in more constructive play than hctional 

play and games, and in mare dramatic play than games. The fact that the 

children with leukemia engaged more frequentfy in constructive than fundional 

play is surprising given the Iiterature suggesting that artxious children tend to 

engage in the simplest type of cognitive play (i.e., hctional play). However, 

bricolage and drawings are cowidered to be constructive activities and children 

at the hospital frequently engaged in bricolage activities. One reason for that 

was that the educator in the playroom of the extemal WC of hemato-oncology 



always prepared rnany bricolage activities for children to do. She designed the 

bricolage advities and then prepared the pieces so that the fhildren have time to 

put them together and decorate them between two medical interruptions. Had 

the bricolage activities been taken out of the constructive play category, 

fundional play would surely have been more present in these children's play 

than coIlSfrCLctive play. However, it is necessary to add that the drawings and 

the bricolage activities that are so popular with the Children at the hospital were 

considered to be a low level of constructive play. Tndeed, constructive play is 

recognized to fluctuate between very simple to very complex (Christie et d., 

1988). Nonetheless, the role of the environment played a role in children's choice 

of activities. 

r'hildren's Use of New Tovs 

The manipulation used in this study was the implementatim of two sets 

of toys at different times duririg the weeks of obse~ation. The new nonmedical 

toys were introduced during the second and third weeks and the new medical 

toys were introduced during the fifth and sixth weeks. The appearance of new 

toys served to examine the theory stating that children with anxieties would 

choose toys that were reIated to theh anxieties, whereas children who 

experienced no partidar stress would choose toys accordùig to their novelty 

(Piaget, 1962). It was found that the conkol children engaged in more play with 

(a) medicd toys, (b) nonmedical toys, and (c) were observed in more nonplay 

behaviors with medical toys than the chiIdren with leukemia. Piaget's theory 



was therefore not supported. However, the theoretical concepts advanced by 

Piaget (1962), Bettelheim (1987), and Landreth (1993) regarding Wdren's choice 

of toys may have been based on a chiIdls play in a private context, specificdy 

chiIdrenls play in a therapeutic context. For example, Anna Freud and Melanie 

Klein, as well as many others studied children in private and therapeutic 

conditions. As w d ,  children in the hospital may have not had the oppominity 

to play with the novd toys (medically-rdated or not) due to the number of 

cWdren that couId have chosen and played with them. Indeed, since the toys 

were pIaced somewhere in the middle of the room so that the dUldren would see 

thern, aII Mdren could see them and choose to pIay with them, whether they 

were participants in the study or not. This problem did not appear in the day 

care centre since there were only 14 diildren in the group and they tended to 

engage in group play more hequently. Interestingly, there were no significant 

merences between the amount of observed play with medicd toys and play 

with nonmedical toys for both groups. The Iimitations and constraints to the 

hospital group's play may exphin these findings. Had the children with 

leukemia had similar access to the medical toys as the control group and had 

they not been interrupted constantly by the medical stafff their choice of toys 

rnay have been different and their Ievel of play, more cornplex. 

Conversation 

It was mentioned previously that the children with leukemia interaded 

more with adults than with peers in their play. They were dso found to 



converse more with adults than with their peers. On the contrary, the control 

children were observed in conversations with peers more frequently than with 

addts. Even though the chiIdrrnrs parents were present at the hospital and were 

not at the day care centre, the difference between the g-roups may not result 

solely from parental presence or the interactions between diildren and their 

parents. Given that the children with leukemia played dose to or with their 

peers more when they reported feeling happy thm when they reported feeIing 

okay or upset, the determinhg factor in children's choice of playmates and 

conversationpartners may have been the anxiety that the chiIdren were feeling. 

When they felt more stressed and insecure, the children with leukernia chose to 

interact with their parents, probably because it felt safe and demanded less 

energy from the . .  

Passive Behaviors 

A passive behavior was, in the present study, defined as a child being 

unoccupied, onlooking, wandering around, or having a tattoo drawn (with 

make-up crayons) on his/her hand, arm, face, or head. It was thought that, since 

the children with leukemia engaged in more nonpIay activities/behaviors than 

play activities, they wodd be observed engaging iii more frequent passive 

behaviors. In their study, Tegano and Burdette (1991) found that in the first ten 

minutes of a free play period, children were highly involved in hctional types 

of play and they also observed more nonplay behaviors. Christie et al. (1988) 

obtained similar results: there were more unoccupied and onlooking behaviors 



in the 15-minute periods as compared to the 30-minute periods. It was dso 

believed that they would exhibit more passive behaviors than the contrd group 

given that they might not have as much energy, due to physicd exhaustion, 

medication, and stress, to pIay or actively participate in a convexsation or other 

nonplay activities. The resdts of the analysis perfonned confïrmed that children 

in the hospitaI group exhibited passive behaviors more frequently than the 

controI group. 

A few findhgs did not support the hypotheses stated or theories reviewed 

and this might be due to certain Iimitations to this study. These limitations are 

enumerated and discussed next. 

Limitations 

The first and possibly the greatest limitation to this study was the number 

of participants involved. Only twelve children with leukemia between 3 and 5 

years old were avaiIabIe at Sainte-justine Hospital. Another tweIve children 

were recruited £rom a day care centre to match the first group. After data 

colIection was completed, two were discarded due to rnissing data, leaviiig 

eIeven children in each group. OveralI, the population of children with leukemia 

who are between the ages of O and 5 years is not large: in Canada, approximateIy 

850 children are diagnosed with cancer every year and Ieukemia represents 25 % 

of the new pediatric cancer cases (Huchaoft et al., 1996). Obviouçly, the present 

study could not extend its investigation to aII the Canadian children between O 

and 5 years old who had leukemia. Instead, the r ed tmen t  was done at Sainte- 



Justine Hospital, a large, Francophone children's hospital in Montreal. Sainte- 

Justine Hospital not only treats children in the greater Montreal, but aIso 

children from al1 over the province and its cancer centre is recognized to be the 

largest in Québec. 

Because the study was exploring children's play and that the play of 

children under 3 years old is not as sophisticated as the play of slightly older 

children, one of the sdection criteria became that the chi2dren be between 3 and 5 

years old. In order, tc indude children who were at s M a r  milestones in their 

treatment, only the chiIdren who attended the extemal cIinic once a week to 

receive treatment were inchded in this study. Again, these sdection criteria 

reduced the number of participants eligibIe. However, not establishing such 

criteria wodd have led to a very heterogeneous group and perhaps not very 

meaningful results. Researchers studying populations such as this one have to 

deal with small sampIe constraints aU the tirne. 

Another major cowtraint was the no-intervention research design that 

was established. While observations provide the researcher with abundant 

information, intervention-types of studies give the researchers more control. 

Had this study's procedure been intervention-based, several of the constraints 

described would have been controued for. An example of a constraint that codd 

not be controlled in this study was the number of chiidren that were in the 

playroom and the toys they chose and played with. The crowding and the 

Iimited selection of toys that resulted from the many Chizdren who were playhg 



in the pIayroom limited the study's participants' play. As welI, children in the 

day care centre were considerably more f d a r  with their peers who they 

interacted with many hours a day, everyday, and for long periods of time. On 

the other hand, the diildren at the hospital had the opporhuùty to pIay with their 

peers only once a week. This difference in familiarity with their peers is 

considered to have affected the frequency at which children engaged in group 

play. Another dement affecting group play was parental presence in the 

pIayroom at the hospital. Children at the hospital were frequentIy observed 

interacting with theV parents. However it Ïs assunied that the children chose 

their parents as conversation and play partners not onlp because they were 

present, but because it felt safe to play with them instead of playing with 

children they did not know very weII. 

Another limitation to this study was the constant interruptions caused by 

the nurses and doctors that have surely constrained the chiIdrenls play. 

Obviously, the children attended the c h i c  for medicd treatments and, therefore, 

it was to be expected that they would meet with nurses and doctors. However, 

the short tirne that they had to play often did not allow them to engage in 

complex types of activities (Christie et al., 1988; Tegano & Burdette, 1991). The 

impact of the interruptions are deemed to be meaningful and it may be that 

without the constant interruptions, the children with Ieukemia would have 

engaged in more complex types of activities, such as dramatic pIay. 



FULallyI in order to compute statistical analyses, the raw data were 

tramformed into proportion scores. This transformation was necessary due to 

the variation in the number of observation intervals that were collected for each 

chad. In effect, in the hospitd group, there was quite a range of obsemation 

intervals. This was maidy due to the chiIdrenls physical condition: they 

sometimes went directIy to the dormitory upon their arriva1 at the cIinic and 

sometimes they played or more IikeIy sat in the playroom for a short period of 

time before deciding to go Lie down in the dormitory. The times when the 

children could not play because they felt too ilI were not compiled in the nonplay 

behaviors, rather no observations were compiled in such cases. Children were 

simply considered to be too ill to play. Had the data colIection been more 

individual in nature, and had the researcher had more time to collect the data, 

information could have been sought and noted on childrents treatments every 

week. Having this additional information, relations may have been identified 

between the children's stress level, the type of treatment they would receive that 

day (only chemotherapy, chemotherapy and a lumbar puncture, or 

chernotherapy and a spinaI tap), and the type of pIay they engaged in. Tirne 

constraints indeed limited the depth of the investigation of chüdren's play in 

relation to treatment factors, personality factors, and aIso familial factors. 

Future Directions 

Research on the value of play for Mdren who are iIl is scarce and it is 

crucial that more investigations be undertaken to explore and uncover the many 



benefits of play for these children The growing number of research studies 

should also encourage the hospitals to pay attention to the findings and provide 

staff who will provide chiIdren with opportunities to play and, at the same time, 

cope more effectively with their f i e s s  and the emotiod, cognitive, and 

physical difficulties that corne dong. 

In order to investigate more effectively the therapeutic effects of play, 

numerous observational as w d  as controned studies are required. It would be 

particularly interesting and valuable to conduct one-on-one intervention studies 

to be able to discuss with the children th& choices of toys, story lines, or 

behavior towards the toys. Such a setting would allow the researcher to establish 

a relationship with the child and d o w  him/her to feel secure to tell stories or 

discuss feelings. It would dso be beneficid in suc. circumstances to present the 

chiIdren with medicd toys, give them information about these toys, and to 

encourage them to explore and to play with these toys. The researcher could 

suggest to the child to pretend to be a doctor and to treat the stuffed aniLnaIs that 

are in the room, giving the child an oppominity to take control over the 

treatments that are induced to the vulnerable stuffed animds. This role-reversal 

game wodd d o w  the researcher to gain a better understanding of what the 

child is going through and how he/she is coping with the leukemia and the 

treatments. 



Impfications 

There are diverse consequences to the cMd's hospitakation such as the 

disorganization, interruption, and inhibition of the ddd's abiïty to play, 

therefore depriving the child of one of his/her most important coping 

mechanism (Bumstein & Meichenbaum, 1979; Erikson, 1940). Play has been 

described as a Lifefine for the children who are ill. According to Kayes (1991), the 

next best thing to the presence of a parent or a famdiar adult for the hospitalized 

child is the access to play activities. She believes that play establishes a link 

between the child and his/her familiar world of home, family, and activities. It 

is, therefore, important that play materials be provided for the children and that 

adequate staff see that the children pIay and help them work through their 

an>cieties and fears- 

In effect, more attention must be devoted to the psychological care of 

Chzldren fighting Ieukemia. Diverse medicd treatments have been utiüzed in 

order to treat and cure children with cancer, such as chemotherapy, 

radiotherapy, surgery, and bone m o w  transplants. However, wMe the 

medical treatments in the past 30 years have improved the s u ~ v a l  rate, 

chiIdrenys psychologicd ordeal with having cancer has not been dealt with as 

successfuIIy. This is why more research must examine and expIore the play, 

speech, cognitive functions, and the emotional state of children who have 

leukemia, in order to administer the appropriate psychological services. 



Hospitalç and medicd centres pay much attention and important amounts 

of money for medicd research, but very little to research that exanUnes the 

psychologicaI state of theh patients. Even though a spinal tap is a routine 

procedure today that does not take more than 4.5 minutes, the child SU fears it 

for days and fe& the pain for many hours. There must be some people assigned 

by the hospitals to take care of children's fears and anxieties. Whether these 

people talk, expIain, draw, or play with the chiIdren, they are needed by the 

children and their f d y .  If children are psychologically healthier, they WU 

face the illness and cope with it more effectively. In the end, the children wül 

feel better and suffer less and the hospitaIs (Le, government) WU be able to treat 

more diildren with the same amount of money. While this statement may s-eem 

a Iittle simpIistic, hedth care funds are an important factor in the care ill children 

receive. In order to implement more psychosocial services for the chiIdren in the 

hospitals, one would need to prove to the admuiistrators that these services wilI 

benefit not ody the children, but also the hospitals' budget. It remains that our 

most effective argument to convince others of the necessity for extensive 

psychosocial services in the hospitals is solid research. 

Condudinn Summary 

The present study uivestigated the play of a group of children with 

Ieukemia and a group of hedthy children. It was hypothesized that there would 

be differences in the play of the chiIdren from the two groups. Speufically, the 

children with leukemia were expected to engage in overd less play than the 

80 



control chiIdren and they were expected to &bit more passive behaviors. The 

findings confirmed these expectations. Quldren with leukemia were &O 

expected to engage more frequentry in dramatic play with medical toys and the 

resulh of the analyses conducted reveded no diffaences between the two 

groups for this behavior. As weU, it was hypothesized that there wodd be a 

greater recurrence of themes, induding repetition of behaviors and choice of 

toys, for the Children with leukemia than for the control children. The findings 

revealed that the dddren with Ieukemia engaged in fewer activities than the 

control group and that they engaged in those few activities more often. It was 

ako found that recurrence of activities and behaviors for the cMdren with 

leukemia was greater than for the control children. Finally, as hypothesized, a 

few relationships were estabüshed between the chfidren with leukemia's IeveI of 

stress (i.e., reported mood) and the types of play or nonplay behaviors they 

engaged in. Indeed, a positive relationship was evident between children's 

report of being upset and engaging in functional play, and between children's 

report of feeling okay (so-so) and engaging in dramatic play. As weU, there was 

a positive reIationship between chüdren's report of feeling happy and engaging 

in parde1 and goup play, and a negative relationship with engaging in solitary 

play. No such rdationship emerged for the control group. These resdts suggest 

that i.Ll children's stress was related to their play behaviors. Overd, children 

with leukemia engaged in significantly more solitary play than the control 

children and, in tum, the controi children engaged in significantIy more paraIIel 



and group play than the children with Ieukemia. The present findings support 

what the Iiterature suggests regarding the pIay of ü1 children. 

Woltman (1960) believed that childrenf s play patterns represented a kind 

of language where movement, acoustics, choice of pIay patterns, and duration 

and intewity of the play, as w d  as verbalizations, replaced adults' gramm.ar/ 

syntax/ and vocabdary. He noted that children communicate thoughts, 

perceptions, concepts, beliefs, and wishes through the content, theme, and 

process of their spontaneous play. For alI children, play is one of the best 

discovery and communication tools, but for chïldren who must face the 

overwheIming experience of an illness such as leukemia, pIay &O represents a 

lifeline through which they will face th& experience and Ieam to cope with it. 
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D&tions of the PIay and Nonplay Terminology 



De£initions of Plav and Non~lav Behaviors 

Play Behaviors . 

Social Play 
SoIitary Play: 

Pardel Play: 

Group Play: 

Cognitive Play 
Functional PIay: 

Constnictive Play: 

Dramatic Play: 

Nonplay Behavims 

- Unoccupied Beh.: 

Onlooker: 

Child plays on his/her own, away from others. The 
objects used are different than the ones used by 
others. 

Child plays alone, but with the same or similar toys as 
the ones the children close to hirn/her are playing 
with, There is no interaction between the M d  
observed and the ones nearby. 

Child plays with other chUren and there is a 
common goal to the activity. 

SimpIe movernents, often repetitive, that are done 
with or without objects. Creates physid sensation 
(e.g., kicking a b d  or hitüng a beIl) 

Manipulation of objects for the purpose of making 
somet-hing. (e-g., building with bIocks) 

Giving Me to an object or a function different than its 
own or role-playing. (eg., using a bIock as a tea cup 
or impersonating a mother) 

Activity with pre-established rules and where the 
goal of the activity is to have a winner. ( e g ,  board 
garne or soccer) 

Child is not doing anything, staring blankly, or 
wandering without purpose. The chiId does not seem 
interested in anything. 

Child, although not an active participant, is dearIy 
involved in another child's activity through 
comments he/she makes or asking questions to the 
chiId he/she is observing. 



Conversation: Child CfearIy communicates with someone else 
through active Iistening or kdkhg .  As wen, 
conversation is coded when a chÏId is king spoken to 
by another child and is activdy listening to follow 
directions, and when more than one child shares 
laughter (eye contact mut be made). However, if the 
diild is only Iistening to a conversation without 
participating, the behavior wilI be coded as onlooker. 

Transition: 

Rough-and- 
Tumble: 

Exploration: 

Reading: 

Aggression: 

Child is between two activities, cleaning up, or setting 
up the next game. IncIuded in this category is getting 
a drink or looking for a pa.cular toy. 

Child is engaged in playful physical activity. 
(e-g., tickling) 

Child examines an object or event in order to gather 
information 

Child is looking intensely at a book, reading a book, 
or is being read to. Induded in this category is 
listenirig to a tape recording. 

ChiId is not involved in anything, just wallang 
around. 

Child engages in physical contact with another child, 
expressing anger or disapproval. (e.g., hitting, 
kicking) 



Appendix C 

k v a s  of the Observation Grid 



Play Observalion Scale 
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Appendix D 

Parental consent letter 



Le 4 octobre 1999 

Chers parents, 

Je me présente, mon nom est Nadine Gariépy et je suis étudiante à Ia 
&tnse en Child Study à l'université Concordia, sous la direction de Dr. Nina 
Howe. Je suis en derniére année et je consacrerai une partie de cette année à 
observer le jeu des jeunes enfants avec différents jouets. Ces observations auront 
lieu cet automne à raison d'une fois par semaine durant 10 semaines. La période 
de jeu libre a été choisie pour effectuer les observations, et je demanderai aux 
enfants, avant et après la période de jeu libre, d'identifier sur un carton 
l'expression faade qui correspond Ie plus à comment ils se sentent à ce moment 
(content(e), comme ci comme ça, ou fâfhé(e)). 

Ce projet d'observation a été approuvé par le département d'Éducation de 
l'université Concordia et par son comité d'éthique. Toutes les informations 
concernant votre enfant ne seront pas analysées individuellement, mais pIutôt en 
groupe. II est important de noter que toutes les observations demeureront 
confidentieIIes. Aussi, soyez assurés que vous pouvez retirer votre consentement 
pour l'observation de votre enfant en tout temps. 

Je vous remercie de Yattention que vous portez à cette lettre et n'hésitez 
pas à me contacter si vous avez quelque question ou commentaire que ce soit au 
(514) Mû-2008 ou me laisser un message au (514) 851-3387. Veuillez remplir Ie 
bas de la page et Ie remettre à Liette ou à Ia directrice de Ia garderie. 

Veuillez accepter mes salutations Ies meilleures, 

Nadine Gariépy 

J'accepte que mon enfant participe à ce projet d'observation 

- Je refuse que mon enfant participe à ce projet d'observation 

Nom de I'enfant Date de naissance 

Nom du psrent 

Signature du parent Date 



Appendix E 

Graph depicting the settings evaluation with the use of the ECERSR 





Appendix F 

Pictorial scde for self-reported distress 





Appendix G 

Chandler's (1981) Stress Irwentory 



TAELE 1 

Rarings cf Szwi!jr cJrSrress c,'E'e Evrtrlllw by 
Mental Healrh Pro fessionds and Teuchers (N = 66) 

Rank Event M SD 

Physical CRïId Abuse 
. 

Death of a Parent 

Divorce of Parents  

Death of a Brother or Sister 

Acquiring a VisibIe Deformity 

Marital Sparation of Parznts 

Foster Home Placement - 
Serious Iilness Requiring Hospitalizition of Chifd 

Death of a Close Friend 

Jail Sentence of a Parent 

Severe Illness Requiring Hospitalizauon of h r e n t s  

Haking a Visible Congenital Deforrnity 

Tncrae  in Nurnber of Arguments Between Parents 

Becoming Involved with Drugs ana AlcohoI 

Marriaee of Parent to Step-parent 

Increvse in Nurnfxr of Arguments with Parents 

Frequent Absence of One or ~ o t h  Parents 

Change in Child's Acceptance by Pers 

Famiiy Moves ; Retocatians 

Academic Faihre 

Changed Schools 

Learning Probierns in School 

ïllness Requiring Hospitalizauon of Brother or Sister 

Be$nriing School 

Death of ô Gra~dparent  

S -h Pro blems 

Hearing Pro bIerns 

Child Neeaed Special Education Szrvices 

Suspension frorn School 

Mother Beginning to Work 

Loss of Job by Parent 

Poor Grades in School 

Binh of Brother o r  Sister 

lncreased Argument with Brothers and Sisiers 

Brocher or Sister Leaving Home 

Addition of a T h k d  Party to FamiIy (i.e., Grandmother, ex.) . 
Vision Pro blem Requiring Glasse 110 



List of the Medicdy-Related and 
Nonmedicdly-Related Toys Introduced 



List of Toys htroduced 

Medical Tovs 

Doctois kit 
Teddy bear with bandages 
Dress-up clothes (nurses and dodors' pieces of uniform) 

a Sequencing gazne (with medically-rdated pictures) 

Nonmedical Toys 

Memorygame 
Farrn set 
Big doIl 
Dress-up clothes 



Appendix 1 

NormaLiq Considerations 



N 0 m I ; I Z E D  SCORES 

NormaIized scores are particularly useful for conveying normative 

information about individu& and there are means to nonnalize the distribution 

of scores. The hadonnation is uçuaIIy accomplished in two stages. The first 

phase is a nonünear transformation that will position the scores into a nomal 

distribution of -scores. A Iinear transformation is then perforrrted to eliminate 

negatives and decimal values. The process of normaüzing the distribution 

consists of determining percentiie ranks and using the tabIe of areas under the 

normal curve to assign new gscores momdike, 1982). In the present study, the 

raw data (frequency countç) were transformed into proportion scores (see 

Descriptive Statistics section for more detail on this procedure). Transforming 

again the data would take away from its value. As wd, there has been some 

questioning regardhg the sample size calculations and the robustness and 

sensitivity of parametric staüstics such as the +d F tests to departures from 

population normality. Kùisci and Hsu (1993) evaluateci the use of the 

mdtivariate Box Cox (1964, in Kinsci & Hsu, 1993) transformation in 

normaIizing the distribution of multivariate data. They tested its effect on the 

power of MANOVA under various sample sizes, number of variables, variance- 

covariance structures, and distributional assumptions. After comparing the data 

before and after the Box Cox transformation, they reported a notable effect on the 

power due to the transformation. However, they found the smdest increase in 



power (.09%) to appear with a sample size of 15 for each group. The present 

study has a sample size of 11 for each group, thus Kirisci and Hm's (1993) 

Eùidings suggested few advantages of performing this "laborious and time 

consuming'' @p. 10-11) Box Cox transformation. In addition, most researchers 

assume that under the assumptions of equd variance-covariance matrices and of 

equd group sample sizes, the violation of normality has a s m d  effect on the 

power of MANOVA. In fact, Kirisci and Hsu (1993) have found, when surveying 

the fiterature in psychology and behaviord sciences since 1988, that 

transforxnations on multivariate data for normaüty has aImost never been 

employed in practice. Hence, no transformations were performed on the 

present data and _t tests, ANOVAs, MANOVAS, and correlation tests were 

performed. 



Appendix J 

Four Cases Selected to Examine 
the Recurrence of Themes in Childrenls Play 












