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CHAPTER I 

INTRODUCTION 

Play is not only the child's response to life; 
it is his life if he is to be a vital, growing, 
creative individual (Hartley and Goldenson 1957, 
p. 1) • 

Play is a necessity to a child's growth and 

development. Although play is not yet fully understood, 

the existing research thus far indicates that it is 

crucial for mental health in children. Play is a process 

of learning. By touching soft, stuffed animals, stacking 

wooden blocks, feeding and caring for a doll, and play

ing games, a child is exposed to, and learns about 

different colors and textures. He also experiences the 

feeling of possessing and owning, and learns about com

p~tition, winning, and losing. 

To a child play is work; it is physical and 

imaginative, yet, it is also closely related to reality. 

Play aides the child in developing a sense of identity 

and enables him to cope with the daily stressors of 

life. It allows him to express his inner conflicts, 
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fears, frustrations, and fantasies. Through play a child 

can identify who he is, or it can be a stage on which he 

acts out the role of the person he would like to be. 

Hospitalization may produce a major conflict in 

a child's life. When the child is hospitalized, he is 

suddenly removed from a familiar environment surrounded 

by family and friends and placed in a cold, sterile en

vironment populated by strangers. He is ill and possibly 

experiencing physical pain for the first time. Strangers 

in white clothing are performing medical procedures on 

him which are both painful and frightening. His daily 

routine is interrupted, and new hospital routines are 

impressed upon him. The entire hospital experience may 

be very traumatic to the child leaving a permanent emo

tional scar. 

It should be the responsibility of the entire 

pediatric staff including doctors, nurses, aides, thera

pists, technical staff, and parents, to assist the child 

in coping with the crisis of hospitalization. Due to 

the busy schedule of the pediatric staff, it is often nec

essary to have a recreational or play therapist available 

to aid the child in ventilating and acting out his 

conflicts, fears, and frustrations. 
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Communicating with the child about the hospital

ization and medical procedures prior to the experience 

will possibly reduce the fear in the child. Play, used 

as a means of communication, would be an excellent 

resource for the staff and therapist to utilize in help-

ing the child master unfamiliar or foreign experiences. 

Play therapy would enable the child to explore and experi

ment with medical objects and equipment in a non-threatening 

way prior to experiencing the medical procedure himself. 

Play may be an effective method for both decreasing fear 

and providing concrete information. 

Statement of the Problem 

The problem undertaken in this study was: Will 

individualized play therapy prior to venapuncture pro

cedure affect the level of fear in the child? 

Statement of the Purpose 

The purpose of this study was to determine if 

play therapy, prior to a venapuncture procedure, would 

affect the level of fear in the child during the pro

cedure. 
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Background and Significance 

It has become evident that hospitalization pro

poses problems of adjustment to children. Beginning as 

early as 1936, several articles have been written on the 

psychological impact of long- and short-term hospitaliza

tion on children of various ages. It is now well 

established that emotional trauma related to hospital

ization does exist for many children (Godfrey 1955, p. 

52} . 

A child's lack of understanding of illness, 

hospitalization, and medical procedures contributes to 

his negative emotional response to hospitalization. 

Studies have shown that children may often interpret 

their illnesses as punishment for previous misconduct. 

They may even perceive medical procedures administered 

to them as hostile, mutilating acts (Klinzing and 

Klinzing 1977, p. 6). 

Fear is probably the most important stress a 

child experiences during his hospital stay (Meeks 1970, 

p. 77). The fear-producing stimuli may be: (1) separa

tion from parents, (2) loss of security in or confidence 

in parents, (3) uncertainty in an unfamiliar situation, 

and (4) fear of possible pain (Godfrey 1955, p. 52). 
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The literature on hospitalized children implies 

that all children need some kind of psychological prepara

tion for the hospital experience. Prugh et al. (1953, 

p. 71) stress in their research that a child's negative 

response to hospitalization and medical procedures can 

be reduced if the child is prepared prior to the adminis

tration of the procedure. Psychological preparation of 

the child may include the utilization of occupational 

therapy, educational facilities, and special play therapy. 

Educating the child prior to a hospital procedure could 

decrease the child's fears of the unknown and increase 

his ability to cope with the experience {Klinzing and 

Klinzing 1977, p. 120). 

According to Chinn (1974, p. 422} the child's 

perception of himself through the illness experience may 

be observed through the skillful use of play, imitation, 

fantasy, and counseling. Pillitteri {1977, p. 362} 

suggests that because play is the language of children, 

children who have difficulty voicing their thoughts in 

words can often speak very clearly through play. There

fore, therapeutic play could allow the child the oppor

tunity to voice his fears of painful procedures. Through 

play the child could begin to utilize his own resources 

for adapting to stress (Chinn 1974, p. 422). 
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Play, whether free play created by the child or 

more structured play created by the therapist, can pro

vide a real source of data experienced and fantasied by 

the child. Through the process of play the child may: 

(1) work through his life's experiences; (2) act out 

the role of significant others (i.e., his doctor or nurse), 

as if to gain control; and (3} notify the sympathetic 

adult observer of his innermost concerns and needs 

(Scipien et al. 1975, p. 386). 

Hyde (1971, p. 1368) quotes Melanie Klein's 

description of the mechanism of play therapy: 

In play, even quite a small child will attempt 
to overcome unpleasurable experiences. In play, he 
overcomes painful reality and is assisted in master
ing his instinctual fears and internal dangers by 
projecting them into the outer world and letting 
them run their course there. 

In the care of pediatric patients today it is 

imperative to include psychological management of the 

hospitalized child. As Hyde (1971, p. 1366) states: 

It is not enough for a child merely to express 
his emotions through play: he must also know 
that his emotions are understood and accepted 
and that it is well and good for him to have 
these emotions. In this area lies the role of 
the play therapist. 
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Definition of Terms 

For purposes of this study, the following 

definitions were utilized: 

Fear - Anxiety and agitation caused by the presence 

of an external situation that is perceived as 

an actual danger. Fear may be measured.using 

the degree of upset behavior and cooperation 

exhibited by the child 

Play - Bodily activity, repetition of experience, 

demonstration of fantasy, realization of 

environment, and a preparation of life 

(Klinzing and Klinzing 1977, p. 112) 

Play Therapy - Therapeutic play utilized to aid the 

child in better understanding of his feelings, 

thoughts, and motivations 

Play Therapist - A member of the pediatric staff who 

is responsible for the living aspects of the 

sick child. Her task includes familiarizing 

the child with the hospital environment; re

lieving anxieties caused by illness and the 

separation from home; preparing the child for 

medical procedures; and maintaining an atmos

phere that supports the child's will toward 

life and health (Plank 1971, p. 25) 
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Venapuncture - Puncture of a vein to obtain blood 

for diagnostic testing; drawn by certified 

laboratory technician via doctor's orders 

Limitations 

The following limitations were recognized in 

this study: 

1. The pediatric population in this study was 

limited to one pediatric ward; therefore, 

the findings cannot be generalized to other 

pediatric populations 

2. The sample of pediatric patients hospital-

ized had various diagnoses 

3. Participation in this study was voluntary 

4. The sample of pediatric patients was small 

5. The time period between the first vena

puncture procedure and play therapy varied 

with each participant 

6. The time period between play therapy and the 

second venapuncture procedure varied between 

each participant 

7. The type of dramatic play therapy was sub

jectively determined by the investigator 
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for each individual participant depending 

on their age 

8. The investigator of this study conducted 

play therapy as well as judged the behaviors 

of the participants during their first and 

second venapuncture procedure 

9. The bedside manner of each laboratory 

technician varied with each participant 

10. The pediatric patients came from different 

cultural backgrounds 

The delimitations for this study were as follows: 

1. Only those children admitted to the pediatric 

ward during the selected time period 

2. Only those children and families who speak 

and understand the English language 

3. Patients between the age of three and 

twelve years 

4. Only those children admitted as their first 

hospitalization 

5. Only those children admitted requiring 

more than one venapuncture procedure during 

their hospitalization 
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6. Dramatic play therapy was conducted with 

each participant for one hour by the same 

investigator 

Ass·umptions 

For the purpose of the study the assumptions 

1. Hospitalization produces a major conflict 

in a child's growth and development 

2. Venapuncture procedure is fear-producing 

in children age three to twelve 

3. Repetition of venapuncture procedure does 

not affect the behavior exhibited by the 

child 

4. There are different reactions between 

children three years old and twelve years 

old 

5. Dramatic play therapy, conducted by the 

investigator, is therapeutic for each 

child participant 
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Summary 

Hospitalization can produce a major conflict in a 

child's life. Communicating with the child about the 

hospitalization and medical procedures prior to the exper

ience will possibly reduce the fear in the child. Play, 

used as a means of communication, may be an effective 

method for both decreasing fear and providing concrete 

information. The primary purpose of this study was to 

determine if play therapy, prior to a venapuncture, 

affected the level of fear in the child during the pro

cedure. 

This paper will proceed with four chapters. 

Chapter II will present a review of the literature. In 

general, it will include the effect of hos~italization 

on the child; the developmental theories of Erikson, 

Freud, and Piaget; the child's perceptions of hospitaliza

tion and medical procedures; play in normal development; 

play for the hos pi tali zed child; and the role of the · 

pediatric nurse. 

Chapter III will present the procedure for 

collection and treatment of data. Chapter IV will pre

sent analysis of data collection. Chapter V will present 

a summary and the conclusion of the study. Implications 
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, 
for nursing practice and recommendations for further 

study will also be presented in Chapter V. 



CHAPTER II 

REVIEW OF LITERATURE 

Introdudtion 

A review of the literature has been done to 

establish the importance of play in the normal healthy 

child's development as well as the hospitalized child's 

growth and development. The following topics will be 

reviewed in this chapter: the effect of hospitalization 

on the child; the developmental theories of Erikson, Freud, 

and Piaget; the child's perception of hospitalization and 

medical procedures; play in normal development; play for 

the hospitalized child; and the role of the pediatric 

nurse. 

Effect of Hospitalization on Children 

It has been well documented in the literature 

that hospitalization causes a major crisis in a child's 

life. Spenner (1974, p. 41) describes the hospitalized 

child as being robbed of his familiar surroundings and 

13 
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set in a new environment along with new sets of demands. 

The hospitalized child is forced into a state of increased 

dependency and made to feel small, powerless, and in

scure. He is subject to all the fears and anxieties of 

his childish imagination as well as the physical discom

fort of the medical treatments (Billington 1972, p. 90). 

The hospitalized child is faced with a stressful 

experience and possibly the inability to cope. He may 

begin to show an increase in regressive or compulsive 

behavior, and he may also be destructive of his environ

ment, or even himself (Spenner 1974, p. 42). This upset 

behavior is often a manifestation of hospitalization. · 

It has been suggested that illness and hospital

ization may precipitate neurotic disturbances in children, 

and may have effects lasting into adulthood. Jackson, 

as cited by Adams (1976, p. 417), noted two conditions that 

give rise to neurotic anxiety in the hospitalized child: 

(1) situations in which the child becomes insecure be

cause he fears the loss of a love object, and (2) situa

tions in which he risks the possibility of injury, 

particularly at the hands of another person. 

Meeks (1970, p. 77} feels the most important 

stressors accompanying the hospital experience are the 

fears within the child. These include the fear of 
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possible pain, the unfamiliarity of the surroundings, and 

the knowledge that his illness is serious enough to re

quire hospital treatment. 

To better understand the effect of hospitaliza

tion on children, the pediatric staff needs a basic 

knowledge of the developmental theories of children. 

Reactions to hospitalization take different forms at 

different ages. These developmental issues are of major 

significance in viewing the effects of hospitalization 

on the child. 

Developmental Theories 

Hospitalized children often fail to develop their 

capabilities to the fullest. The pediatric health pro

fession needs to be aware of a child's normal stage of 

development and understand his patterns of change. The 

pediatric staff must be familiar with possible hazards 

that threaten successful developmental progress during 

the child's hospitalization and have the basic knowledge 

and resources necessary to avoid those hazards or to 

ameliorate their effects {Scipien et al. 1975, p. 75}. 

Developmental stages can possibly best be 

understood using the theory approach. The developmental 

theories of Erikson, Freud, and Piaget will be discussed. 
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Only the developmental stages of those children three to 

twelve years of age will be considered in this review 

since the focus of this paper is on the preschool and 

school age child. 

Erikson's and Freud's developmental theories 

are identified as psychoanalytic theories. Erikson's 

theory of development can be said to deal with Freudian 

theory, broadening Freud's theory, attempting to make 

it more explicit and more useful to those seeking to 

understand child development. Erikson has presented 

human development as inseparably interrelated with cul

ture and with physical growth as well as with the psy

chology of the growing person. Freudian theory identifies 

the underlying motivation for human behavior at all ages 

to be sexuality (Scipien et al. 1975, p. 77). 

Piaget, unlike Erikson and Freud, focused on the 

cognitive development of the child. Fundamental to 

Piaget's theory is the idea that a child's knowledge of 

the real world is guided by the logic within him, .and that 

the attainment of certain concepts is a stage-dependent 

process, implying that cognitive development proceeds in 

a fixed, sequential order (Sutterly and Donnelly 1973, 

p. 158). 
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Preschooler 

Early childhood features the characteristics of 

the age from about two to five or six years in relation to 

the development of self-confidence, autonomy, perception, 

and cognition (Chinn 1974, p. 7). During this age group 

Erikson defines the child as being in the second and 

third stage of his eight stages of man. 

The child age two to four years is experiencing 

autonomy versus shame and doubt. The major theme of 

Erikson's second stage is the conflicting pulls in the 

child; on the one hand to assert himself and on the other 

hand to deny himself the right and capacity to make this 

assertion and to remain comfortably dependent. The modal

ity of this phase is the one of holding on and letting 

go. The child is engrossed with activities of regaining 

and releasing perceptions, desires, and manipulative 

objectives, interpersonal relations, and eventually, 

bodily products (Sutterly and Donnelly 197~, p. 80). 

This state, therefore, becomes decisive for the ratio 

of love and hate, cooperation and willfullness, freedom 

of self-expression and its suppression (Erikson 1963, P· 

254). Petrillo and Sanger (1972, p. 24) state that fail

ure at this stage is shown by guilty reluctance to 
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explore, by doubt, and by a sense of uselessness. 

Erikson defines the third developmental stage, 

age four to five years, as initiative versus guilt. 

During this period the child's use of language and loco

motion permits him to expand his imagination. He visual

izes himself as being big; compares and is curious about 

differences in size in general, and particularly, in 

sexual differences (Sutterly and Donnelly 1973, p. 80). 

The central task during this stage is to develop 

a sense of initiative in preponderance to a sense of guilt. 

The child's behavior is characterized by intrusiveness, 

manifest in his endless thrusting of questions, noises, 

and physical and intellectual exploration (Scipien et al. 

1975, p. 79). The danger of this stage is a sense of 

guilt over the goals contemplated and the acts initiated 

in one's exuberant enjoyment of new locomotor and mental 

power. At this developmental period, .the child is ready 

to learn quickly and avidly, to become bigger in the 

sense of sharing obligation and performance (Erikson 

1963, p. 258). Play during this stage becomes more mean

ingful since the child can now associate with those of 

his own age. 
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Freudian psychoanalytic theory, which may be 

labeled libido, referring not only to sexuality in its 

general manifestations, but to pleasure seeking in general, 

defines four stages of childhood development: oral, anal, 

phallic, and latency. The preschool-age child experiences 

the anal and phallic stage. The child one and a half to 

three and a half years is in the anal and urethral stage 

when elimination and retention are the modes. Muscles 

are used to express control and inhibition (Petrillo and 

Sanger 1972, p. 24). 

Toilet training is seen as the critical issue 

during the anal stage. Scipien et al.(1975, p. 77) 

state the erotic experiences, both frustrating and satis

fying, which accompany control over withholding and 

expelling, containing and releasing, now become the hub 

of the child's mental life and take predominance in the 

development of his personality. 

Around the age of four the child enters the 

phallic stage (locomotor). Intrusive and inclusive modes 

are present. The child's interests are now in competence, 

prowness, and dominance (Petrillo and Sanger 1972, p. 26). 

Both sexes of the preschooler focus on the penis, with 

the male child treasuring his sex organs with fear of 

possible injury causing castration anxiety, the female 
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child possibly imagining that she once had a penis and it 

was taken away will expe:rience penis envy. This leads to 

the Oedi.pal conflict. 

The Oedi.pus complex is a feeling of possessive

ness toward the parent of the same sex. The male child, 

according to Freudian theory, is competing with his father, 

and he develops some anxiety about his genitalia, fearing 

that paternal retaliation may involve ·1oss of this prized 

anatomical part. The anxiety arises because he discovers 

that some people (girls·} do not have such a part, thus 

producing the castration complex (Pillitteri 1977, p. 26). 

The female preschooler is struggling with the 

Electra complex. She begins to feel inferior to boys 

during this stage because she has no penis. Scipien 

et al. (1975, p. 77) describe this developmental phase 

as being characterized by sexual fantasies and strivings 

involving her father, with the child experiencing jealousy, 

petulance, and fear toward her mother. 

Freudian theory focuses heavily on the id, ego, 

and superego. The id, defined as the origin of lust, 

greed, aggression, .and any manifestation of· unrestrained 

pleasure-seeking, .is developed from infancy. The ego, 

separating rea·lity from fantasy, :with its function to 
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enable the person to successfully operate within the 

realities of society, is developed during early child

hood and continues throughout childhood. The superego, 

which is translated as conscience, emerges during the 

preschool years. The i .d, ego, and superego are all 

functioning after the age of five or six years (Mussen, 

Conger, and Kagan 1974, p. 43). Freudian theory focuses 

on early childhood as the origin of emotional disorders. 

Piaget, focusing on the cognitive development 

of the child, labels the second stage of cognitive 

development, ages two to seven years, as preoperational 

thought. During this stage the child begins to develop 

and use language. He learns to represent the world 

through images and words. Through his imaginative play, 

questioning, and talking, listening and experimenting, 

the child constantly reorganizes his picture of the 

world (Sutterly and Donnelly 1973, p. 159). 

During the preoperational stage the child is 

not yet intellectually capable of understanding the fun

damental relationship between or among phenomena. The 

child has also not yet developed the concept of reversi

bility, _or the ability to conceptualize that a completed 

process can also be performed in reverse order so that 

materials involved are returned to their initial 
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condition. The child does not grasp the basic relation

ship between objects or between events or understand the 

process or transition (Pillitteril977, p. 26; Sutterly 

and Donnelly 1973, p. 159}. 

The thought process during this stage is ego

centric with the child unable to take another person's 

point of view. The child's conclusions are based on his 

feelings or on what he would like to believe (Wu 1965, 

p. 71). Along with egocentrism during the preoperational 

stage, the child is also centering, which can be defined 

as the tendency to center attention on one feature of 

something and to be unable to see its other qualities 

(Scipien et al. 1975, p. 82}. An example of this would 

be the child who is aware of the pain-producing poten

tial of a hypodermic needle, but has great difficulty 

conceiving the therapeutic properties of its use. 

In summary, the preschool stage of development 

from about two to five or six years is developing a 

sense of initiative versus a sense of guilt. During 

this phase the child is attempting to discover what kind 

of person he is to become. Blaesing and Brockhaus 

(1972, p. 600} define the critical developments during 

this period to include: (1) beginning of sex typing 

and the emergence of sexual curiosity, (2) identification 
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with parental models, (3) rapid growth of language and 

intellectual capacities, and (4) increa·sed psychomotor 

skills. 

School' Age 'Child 

The childhood years beginning at the point when 

the child enters the world of· his peers, is marked by 

entrance into school. The school age child enters 

Erikson's fourth stage of development, _industry versus 

inferiority, ages six to eleven years of age. This is 

the period where the central task is to develop a sense 

of industry rather than a sense of inferiority. It is 

a time when the child should learn that play is play and 

work is work, and that there is a qualitative difference 

between the two. The child is learning to work, to 

accomplish things, yet there is still the world of toys 

that act as a harbor which the child establishes, 

returning to it when he needs to overhaul his ego 

(Sutterly and Donnelly 1973, pp. 80-81). 

The child now learns to win recognition by 

producing things. He adjusts himself to the inorganic 

laws of the tool world, developing a sense of industry. 

The child's danger, at this ·stage, · lies in a sense of 

inadequacy and inferiority. The child's development is 
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disrupted when family life has failed to prepare him for 

school life, or when school life fails to sustain the 

promises of earlier stages (Erikson 1963, p. 260). 

Petrillo and Sanger(l972, p. 28) state that successful 

adaptation to this developmental stage leads to industry 

(I am what I learn} and unsuccessful adaptation leads to 

inferiority. 

The school age ·child, age seven to eleven years, 

is in the latency period defined by Freudian theory. 

About the age of six, the fear of castration by the parent 

of the opposite sex leads to repression of the original 

oedipal wishes. As the child gives up his oedipal ambi

tions, he increasingly identifies with his same sex 

parent and turns his attentions from sexuality to the 

development of socialization and refinement of his role 

and role relationship. During the latency period the 

school age child is learning and practicing the skills 

and roles which will prepare him for adulthood and for 

winning a mate of his own (Scipien et al. 1975, p. 78; 

Petrillo and Sanger 1972, p. 29). 

Piaget labels the school age child, age seven 

to eleven years, as entering the third stage of develop

ment which he defined as concrete operational thought. 

During this period the child can now deal with properties 
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of the immediately present world in solving new problems, 

Conceptual organization takes on stability and coherence. 

The child still remains unable to deduce or reason hypo

thetically. Reasoning at this level is inductive 

{Sutterly and Donnelly 1973, p. 159). 

The school age child gradually overcomes his 

egocentrism and begins to master the concept of reversi

bility and conservation. Conservation is referred to as 

the ability to understand that a thing is essentially the 

same even though its shape or arrangement is altered 

(Scipien et al. 1975, p. 82). The school age child now 

begins to deal with basic, factual ideas of increasing 

complexity. 

In summary the school age child develops a 

sense of industry or a sense of inferiority. The child 

develops the concept that "I am what I learn." 

Blaesing and Brockhaus (1972, p. 601) define the crucial 

developmental processes of this period as crystallization 

of the child's sex role identification, learning how to 

interact with peers, and development of various academic 

skills. 

With the basic understanding and utilization of 

all three developmental theories--Erikson, Freud, and 

Piaget--the pediatric staff can base their hospital care 
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for the child. The staff should be able to identify 

regressive behavior and/or any deviation from the child's 

normal developmental stage and intervene in their nursing 

care. 

Children I s Perceptions of Ho·soi taliza·tion 
·a·nd Medi.cal Proce·au:res 

Once the health care team has the basic knowl

edge of a child's normal growth and development they 

can then identify the pediatric patient's perceptions 

and reactions to hospitalization and determine if the 

child is exhibiting healthy or unhealthy emotional 

behavior. The child 1 s perception and reaction to his 

hospital experience will vary greatly in different 

developmental age groups. 

Kunzman (1972, p. 15) describes the hospital

ized child as not having the benefit of adult knowledge 

and experience, thus, the child will use fantasy to sub

stitute for knowledge. Fantasy is a normal part of a 

child's life; however, what a child makes up to substi

tute for the truth can often be more frightening to him 

than the truth itself. A child may be given the correct 

facts, but it is important to check and recheck with him 

on his interpretations of what has been told to him. A 
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child's misconceptions and use of fantasy can be very 

upsetting to him. 

Blom (1958, p. 591) explains that one of the 

most common reactions of children to hospitalization and 

illness is the concentration of psychic energy on the 

illness and body. Another common reaction is the feeling 

of guilt. Illness is often perceived by the child as 

punishment for wrongdoing or bad thoughts. The hospital

ized child has feelings and fantasies about his illness 

in addition to the real threats which will determine to 

a considerable extent his emotional reaction. 

In general a child cannot distinguish between 

suffering from illness and the treatment done for cure. 

To the child, treatment procedures in the hospital have 

a punitive coloring to them since their parents have 

possibly used and often still use them as punishments or 

threat (Blom 1958, p. 592). An example of this would 

be the parent telling the child, "If you are not good, I 

will take you to the doctor and he will give you a shot." 

Preschooler 

The early preschool-age child is dealing with 

the developmental task of beginning independence and 

mastery. Hospitalization to this age group, two to three 
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years old, poses the major threat of separation from their 

mother and misconceptions of invasive procedures. The 

child may misperceive hospital procedures as attacks by 

strange figures. This is enhanced by the child's limited 

capacity to understand reality, his incapacity to judge 

the passage of time, and his tendency to misinterpret the 

disappearance of his mother as punishment (Prugh 1965, p. 

21) • 

Regressive behavior is the most common in this 

age group with an increase in thumb-sucking, possible 

feeding difficulties, and loss of bladder or bowel con~ 

trol. The child may respond to separation anxiety defined 

by Bowlby and Robinson (Waechter and Blake 1976, p. 397) 

in the sequence of protest, despair, and finally 

detachment or denial. Chinn (1974, p. 423) states that 

although the period of overwhelming separation anxiety 

usually occurs between the age of six months and four 

years, older children undergoing stress of hospitaliza

tion can also experience significant levels of separation 

anxiety and fear. 

The older preschool-age child, ages four to six 

years, is dealing with the developmental task of estab

lishing a sense of initiative related to the issues of 

sexual differentiation and social autonomy. During this 
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stage the child's concepts of hospitalization and medical 

procedures are of punishment, mutilation, death, and 

abandonment (Vernon et al. 1965, .P• 77). The fear of 

punishment may be related to the child's developing 

capacity for fantasy, with still limited reality testing 

(Prugh 1965, p. 21). 

Fujita (1972, p. 642) suggests that for the 

average child in the oedipal stage of development, the 

psychologic meaning of illness and its treatment appear 

to have a greater potential for traumatic effect than the 

actual separation from parents. Reality factors associ

ated with misinterpretations and fears of mutilation or 

death appear to combine with the unconscious anxieties 

and fantasies to give hospital procedures a punitive 

significance, thereby reviving castration fears in boys, 

and fixating in the girl fantasies that her genital 

configuration was due to mutilation (Fujita 1972, p. 642). 

Limited understanding of body contents and func

tions and the tendency to fantasize can affect the way 

a preschooler responds to needle punctures. Drexler 

(1975, p. 201) explains the fear of needles is a mani

festation of anxiety over body integrity. The child 

may view the needle as disruptive to body intactness 

and as an aggressive, punishing instrument. Luciano · 
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and Shumsky 1975, p. 50) state that for this reason 

intrusive procedures such as a needle puncture is very 

frightening to the child. The child may perceive that 

his body contents will leak out through the puncture 

site. Hence, a bandage to "plug up the hole" is vital 

for this age group. 

The fear of death in the preschooler is not as 

pronounced as in comparison with ·the school age child. 

The preschool age child ' tends to have difficulty concep

tualizing the true meaning of death. Plank, as cited 

by Klinzing and Klinzing (1977, p. 137) has noted that 

young children tend to see death as a temporary, rever

sible state. To them death is like sleep or some sort 

of departure. Since young children cannot understand 

the real nature of death, their concerns usually center 

around pain and separation anxiety. 

In summary the preschool child is concerned 

primarily with shame, autonomy, the invasion of his 

body, his growing sense of independence, guilt, and 

fears of mutilation (Adams 1976, p. 417). The child 

in this developmental age group is preoccupied with 

sickness as punishment resulting in feelings of guilt 

and blame. This child needs reassurance that he did 

not cause his illness or injury (Knudsen 1975, P• 681) • 
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School Age Child 

The school age child, .roughly six to twelve 

years in age, is preoccupied with the establishment of 

a sense of industry and accomplishment. This child may 

still experience separation anxiety, but it will be much 

less in relation to the toddler and the preschooler. For 

this age group mutilation anxiety is still high. The 

school age child has a greater capacity to comprehend 

reality, but the younger school age child will still 

exhibit fears, fantasies, and misconceptions concerning 

hospitalization and treatment procedures (Prugh 1965, 

p. 21) • 

Adams (1976, p. 417) states the school age 

child is concerned largely with his sense of competence 

and mastery, and is distressed by a loss of function or 

control and by separation from school and playmates. 

The child is this age group is experiencing fears of 

potential harm to the integrity of his emerging body 

image, especially in situations in which he is not in 

control. 

Meeks (1970, p. 78) stresses the needle and the 

knife are two instruments of terror for children in this 

age group. These particular fears appear in this 
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developmental age because of their newly won mastery over 

their bodies and their preoccupation with body function. 

For this reason the punishment that they fear is damage to 

their overvalued anatomy. Fortunately, _children at this 

age have learned many more adaptive techniques for deal

ing with their fears, including a much greater capacity 

for rational understanding of situations, than younger 

children have. 

The school age child may be able to recognize 

the role of the nurse or doctor as a beneficial one, to 

realize the necessity for medicines, and the need for 

restrictions of other kinds, but this understanding can

not always be expected to maintain itself. When the 

actual event such as a painful procedure occurs, reason 

may go by the board and the child's fear and fantasies 

may prevail. He cannot see past the pain and realize 

that ultimately the painful procedure will be of benefit 

to him (Kunzman 1972, p. 13) . 

The school age child not only has the fear of 

pain and mutilation during hospitalization, but also the 

fear of death. The early school age child, ages six to 

ten, conceptualizes death to be a person who is similar 

in nature to a ghost or monster who takes people away. 

These children may have difficulty distinguishing reality 
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from fantasy, and they may have great fear of strange 

noises and of being left alone (Klinzing and Klinzing 

1977, p. 138). 

Adams (1976, p. 417) found the fear of death to 

be most evident in the child age ten years and older. 

As the child nears adolescence, age ten to twelve, he is 

capable of having adult concepts of death. He realizes 

the finality of death and may experience the same anxie

ties about death that adults do (Klinzing and Klinzing 

1977, p. 138). 

In summary for the hospitalized child age six 

to twelve years, anxiety of separation is usually de

creased in comparison with the preschool child. The 

school age child has anxieties due to fantasies of 

possible mutilation or death during hospitalization. 

Hyperactivity and restlessness are often more common in 

this age group. Regressive behavior is usually not as 

severe for the school age child in comparison with the 

preschooler although regressive behavior associated with 

increased stress may be present. 

The emotional reactions of the hospitalized 

child to his illness is determined by the nature and 

degree of stress from both realistic and unconscious 

sources and the balance of forces within the child, his 
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parents, and his hospital environment which facilitate 

or impede adaptation (Blom 1958, p. 599). The pediatric 

staff may intervene and utilize play therapy as an 

adaptive aid for the hospitalized child, to hopefully 

reduce the emotional trauma caused by his illness and 

hospitalization. 

Play in No·rm:al DeVelcmment 

Play is considered the most typical activity of 

childhood. It is a natural part of a child's life and 

a means for the child to develop emotionally, socially, 

and intellectually. Play is not merely a pleasant or 

pointless activity designed to pass the time away, but 

instead play is an essential part of a healthy child's 

development (Noble 1974, p. 534). 

Kunzman (1972, p. 22) views play as the young 

child's work, and toys as his tools; it is an important 

mode of nonverbal communication and the means by which 

he learns and spends many of his waking hours. Through 

play a child may deal with feelings he may. not know he 

has or cannot put into words. Play activities provide 

an opportunity for self-expression as well as for 

exploring and experimenting with sensations, movements, 

and relationships through which the child comes to know 
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himself and to form his concepts of the world. Play 

encourages the development of a productive, well-integrated 

human being. 

Play is probably the most independent activity 

in which a young child can engage (Smith 1963, p. 93). 

The child can develop self-confidence through play by 

having the freedom of choice in play encounters and by 

experiencing the cons·equences of free choice (Stollak 

1975, p. 12). To facilitate the development of the 

child through play, he ·needs to be provided with space, 

freedom to play without constant interruption and 

interference, and he needs appropriate play materials 

(Brooks 1970, p. 433). 

The origin and function of play can best be 

understood when it is viewed alongside and a part of the 

normal developmental process and, in particular, that 

part of growth and development which is related to the 

child's ability to deal with new situations, ~nd especial

ly those situations which are stressful. Lonie (1974, 

p. 745) describes play as an essential part of a child's 

behavior which lies between his inner world of fantasy 

and imaginings, and the outer world of reality. He 

stresses that playing is an important way in which a 

child learns to deal with difficulties arising from the 
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conflict between these two worlds, and, in particular, 

helps a child solve conflicts arising from stressful 

situations. Play assists the child in solving his prob

lems between himself and the outer world and leads to a 

sense of control and of maste~y. 

Theories of Play 

Of special importance to the pediatric staff are 

the theories that relate to the value of play in various 

developmental stages. The theorists previously discussed, 

Piaget, Erikson, and Freud, will be- reviewed concerning 

their specific theories of play. 

Piaget theorizes that play is the product of a 

certain developmental stage of thinking through which all 

normal children must pass. Piaget, as cited by Gilmore 

(1966, p. 398), holds that adults respond to reality 

both by bending reality to fit their current moods and 

expectations {assimilation), and by bending their moods 

and expectations to fit reality {accommodation). In the 

child play is seen whenever assimilation dominates. 

Gilmore (1966, p. 398) states, according to Piaget, the 

child has an inherent tendency both to seek out objects 

and to bend them to fit any new response. 
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Adams {1976, p. 418) quotes Piaget stating that 

"play allows the ego to assimilate the world of reality, 

to integrate it in order to relieve it, _to dominate it, 

or to compensate for it." Erickson {1958, p. 502) also 

quotes Piaget, stating, 

... although play sometimes takes the form of 
repetition of painful states of mind, it does so 
not in order that the pain shall be preserved, .but 
so that it may become bearable, _even pleasurable, 
through assimilation to the whole activity of ego. 

The psychoanalytic theories of play perceive 

play as being a cathartic response, one which reduces 

psychic tension and affords the child both mastery over 

his wishes to be grown up and mastery over those experi

ences which have been overwhelming (Gilmore 1966, p. 398). 

Erikson (1963, p. 222) theorizes that the individual 

child often proves to be the infantile form of the human 

ability to deal with experiences by creating model situa

tions to master reality by experimenting and planning. 

Erickson (1958, p. 502) feels, . 

. . . solitary play is important during the child's 
development, for solitary play remains an indis
pensible harbor for the overhauling of shattered 
emotions after periods of rough going in the social 
seas. 

Erikson (1963, p. 222) theorizes that to "play it out is 

the most natural, self-healing measure childhood affords." 
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Freud was the first psychiatrist to recognize 

that a child's play was not a casual activity; rather it 

was a means by which the child strengthens his mastery 

of self and environment for which he persistently strived. 

Through research Freudian theorists found that play was 

the poignant language of childhood; that fears, jealousies, 

hurts, and hatreds could be ascertained through play 

sequences; and that many emotional problems could be re

solved by means of imaginative, sensitive intervention in 

play therapy sessions (Caplan and Caplan 1977, p. 284). 

Erickson (1958, p. 501) states that Freud em

phasizes that children repeat in their play everything 

that has made a great impression on them in order to 

become master of the situation. Erickson (1958, pp. 

501-502) cites Freud in explaining: 

The unpleasant nature of an experience does not 
always unsuit it for play. If a doctor looks down 
a child's throat and carries out a small operation 
on him, we may be quite sure that these frightening 
experiences will be the subject of the next game, 
but we must not in that connection overlook the 
fact that there is a yield of pleasure from another 
source. As a child passes over from the passivity 
of the experience to the activity of the game, he 
hands on the disagreeable experiences to one of 
his playmates and in this way revenges himself on 
a playmate. 
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With the utilization of the theories of play, 

play can be viewed in terms of its necessity for normal 

growth and development, _the ability to cope with stress, 

and also as a tool of communication. Play can be a 

simple, · effective way of helping the child to deal with 

the strange and sometimes painful environment, such as 

the hospital ward, and assist the child in mastering 

situations that might otherwise be overwhelming. 

Play During Hos·pitali zation 

Play is a resource available to the pediatric 

staff in helping the child toward mastery of the hospital 

experience. Kunzman (1972, p. 22) stresses growth and 

development must go on despite hospitalization. For the 

hospitalized child play in the hospital can provide the 

child with the opportunity for continued development of 

manipulative and social skills and can create intellectual 

stimulation for him. Therapeutic play sessions can be 

used as a means of helping the hospitalized child restore 

normal aspects of living, and reduce feelings of anxiety 

(Butler, Chapman, and Stuible 1975, p. 35}. 

Jolly (1969, p. 487) suggests since play is 

vital for all children, provision for full, .though modi

fied, play activity must also be provided for the sick 
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child. Play in the hospital can add a new dimension to 

medical care both by providing a protective cushion for 

the child and by supplying means to understand his feel

ings more fully. 

Brooks (1970, p. 434) states the desire to play 

seems to spur recovery in the child. Play stimulates 

the depressed or frightened child and decreases the 

likelihood of his remaining withdrawn and apart from the 

group. Play in the hospital makes the management of 

sick children easier since contact can be made more eas

ily with those who are happily occupied rather than bored 

or apathetic (Jolly 1968, p. 1286). 

Azarnoff (1974, p. 13) has found in her experi

ence that when children become absorbed in play and 

information sessions during hospitalization, they become 

more relaxed and less fearful. The children are also 

better able to cope with their concerns involving the 

equipment, procedures, and people in the medical setting. 

Azarnoff continues to explain that the child who has first 

relaxed in a play setting and has had a chance to ask 

questions or to act out his concerns through his play is 

generally a more cooperative patient and will require less 

management time. 
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The use of dramatic play can be therapeutic for 

the hospitalized child. Dramatic play can be defined as 

a process that gives the child encouragement and freedom 

to express himself. It can be recognized as an emotional 

release, helping the child to let go of his pent-up feel

ing toward his dolls and other acce~sories in play 

(Billington 1972, p. 91). Through dramatic play the 

child can choose ·to re-enact frightening hospital exper

iences and play many of the roles he sees adults playing 

that he identifies with. In the hospital setting the 

child will play at being a doctor or a nurse, attempting 

to understand what doctors and nurses must do to make 

him well (Azarnoff 1974, p. 13; Billington 1972, p. 92). 

Dramatic play can be a resource in assisting the 

child in reality-orientation. Anna Freud, cited by Smith 

(1963, p. 93) stresses the need of the hospitalized child 

to become reality-oriented since the child reacts more to 
' 

fantasy aroused by hospital procedures than to the pro

cedure itself. The child often has considerably inaccur

ate fantasies about the stressful situation itself and 

the purpose of it. Play which_ involves the nurse provid

ing the child with an opportunity to examine the equipment 

and procedures involved in the child's hospital experience 

may relieve the child of some tension and will assist him 
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to assimilate reality. 

Play is natural for children, .and it brings some 

aspect of normality to an otherwise confusing or over

whelming environment. It also gives the child a way of 

telling us about himself (Azarnoff 1974, p. 13). Play 

therapy is directed at helping the hospitalized child 

to make a better adjustment to the hospital, to himself 

and his illness, and to life in general; thus, it contri

butes to his social and emotional well-being {Hott 1970, 

p. 299). 

Role o·f the· Nur·se in Play 

For the hospitalized child play becomes of the 

utmost significance if the child is going to cope with 

this experience of hospitalization with the least degree 

of upset {Lonie 1974, p. 747). There will inevitably be 

some upset behavior remaining, but it is the task of the 

nurse to make this minimal. One way in which this can be 

done is to make the most use of the way in which children 

usually deal with stressful situations; that is, by 

allowing a time and place for playing. 

Gofman, .Buckman, .and Schade {1957, p. 161) 

suggest that painful procedures are difficult for the 

doctor and nurse as well as for the patient and his family. 
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The nurse can assist the child who must undergo this 

stressful situation by: (1) preparing the child for the 

procedure through play, and (2) recognizing and accep

ting the child's feeling about the painful procedure. 

Every child, from the time they can understand, should 

be told as simply and honestly as possible about what is 

going to happen to him. 

It is imperative that the nurse be aware of the 

importance of play as a nursing care activity. Hott 

(1970, p. 291) stresses that it is the nurse's role to 

focus on the child rather than on his sickness. The 

nurse must have the understanding that play hastens the 

recovery of the sick child, .and that apathy can be her 

worst enemy. 

With the hectic schedule of the pediatric ward 

it is often helpful to have the assistance of a play ther

apist. The play therapist would be the person on the 

pediatric health care team who would be responsible for 

the children during play. She would focus on the hos

pitalized child's emotional health. The nurse and 

therapist would work side by side to follow through on 

the child's expression of his feelings with reassurance, 
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support, expression of understanding, and help with 

direction toward a positive outcome (Langford, _Giodesen, 

and Glaser 1968, p. 761). 

In conclusion the pediatric nurse must be aware 

of play as a major function of every child's life. She 

must integrate play in every child's nursing care plan. 

The play therapist would be a helpful assistance to the 

pediatric health care team. Her goals would be to en

courage the child in making a better adjustment to the 

hospital, to himself, and to his illness. 

Summary 

The literature reviewed indicates that hospital

ization causes a major stress in a child's life. To 

understand the effect of hospitalization on children, it 

is imperative that the pediatric staff have a basic 

understanding of the developmental theories of man. The 

preschooler, age two to six years, is developing a sense 

of initiative versus a sense of guilt. The developmental 

characteristics during this stage are the development of 

self-confidence, autonomy, perception, .and cognition. 

The preschooler during hospitalization is con

cerned primarily with shame, .autonomy, the invasion of 

his body, his growing sense of independence, guilt, and 
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fears of mutilation. The child in this developmental age 

group is preoccupied with sickness as punishment result

ing in feelings of guilt and blame. 

The school age child, _age six to twelve, _is 

developing a sense ·of industry or a sense of inferiority. 

During this stage the child establishes sex role identifi

cation, he learns how to interact with peers, and he be

gins development of various academic skills. During 

hospitalization the school age child is concerned largely 

with his sense of competence and mastery and is distressed 

by a loss of function or control and by separation from 

school and playmates. The child in this age group is 

experiencing fear of potential harm to the integrity of 

his emerging body image. 

Play is a natural part of a child's life and a 

means for the child to develop emotionally, socially, and 

intellectually. Play is a resource available to the 

pediatric staff in helping the hospitalized child restore 

normal aspects of living and reduce feelings of fear and 

stress during their hospitalization. Dramatic play, 

allowing the child to act out his feelings, .can give the 

child encouragement and freedom to express himself, .and 

a form of an emotional release. 



46 

It is the role of the nurse to utilize play in 

her routine daily care of the pediatric patient. The 

pediatric health care team, including the nurse, play 

therapist, and other staff member working with children, 

must focus on the hospitalized child as a person rather 

than focusing their attention on the disease process. 



CHAPTER III 

PROCEDURE FOR COLLECTION AND TREATMENT OF DATA 

Intro-auction 

The following methodology was utilized in order 

to determine the effect play therapy had on those hospital

ized children undergoing venapuncture procedures. The 

tools utilized were developed by two previous investiga

tors, Vistainer and Wolfer in 1975 (p. 194). All parti

cipants in this study were verbally informed of the study 

as well as receiving a written explanation of the study's 

purposes. Dramatic play therapy was conducted by the 

investigator and implemented with each participant. Scores 

on the upset behavior scale and cooperation were deter

mined only by the investigator of this study to eliminate 

a possible problem of inter-investigator reliability. 

Collection of data was done from March 7, 1978, to 

April 2, 1978. A sample size of five pediatric patients 

was obtained. 

47 
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se·tting 

This research project was carried out on a 

19-bed general pediatric ward in a 400-bed private, 

non-profit hospital located in Central Texas. Before 

implementation of the study, written permission was ob

tained from the thesis committee, the Texas Woman's 

University Human Rights Committee, and the agency 

(Appendix A}. 

Population 

All patients who were admitted to the pediatric 

ward between March ·7, 1978, and April 2, 1978, meeting 

the delimitations of the study, were included in this 

investigation. · During this time period, only five 

pediatric patients were admitted to the hospital meeting 

the necessary criteria to participate. These five 

children were designated as the patient participants. 

The sample size could have been larger if the delimita

tion involving the child's first hospitalization could 

have been eliminated. 
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Tools 

The following tools, developed by Vistainer 

and Wolfer in 1975 (p. 194} were utilized in this study. 

Manifes·t Upset Scale 

The emotional state of the child during vena

puncture procedure, in terms of verbal and nonverbal ex

pression of fear or anger, was recorded on this five

point scale. The degree of upset was measured by the 

energy expended in expressing it. A rating of one indi

cated little or no 'fear in the child during the procedure. · 

A rating of three reflected a moderate amount of upset 

behavior, and a rating of five indicated extreme emotional 

distress. The investigator of this study observed the 

child during the venapuncture procedures and determined 

the scores on the scale. 

Cooperation Scale 

The degree to which each child cooperated during 

the venapuncture procedure was also determined by the 

investigator and recorded on this five-point scale. 

Cooperation, for this study, was determined by those 

behaviors which facilitated the venapuncture procedure. 
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A rating of one indicated complete cooperation, including 

participation and assistance during the procedure. A 

rating of three indicated mild or initial resistance or 

passive participation without assistance. A rating of 

five indicated extreme resistance, strong avoidance, .and 

the necessity to restrain the patient. 

Interratet reliability was previously estab

lished by the investigators who developed the scales, . 

Vistainer and Wolfer in 1975 (p. 194). Both rating scales 

were repeatedly field-tested by the previous investiga

tors and a nurse observer until there was essential agree

ment on what types of observable behaviors were to 

correspond to the scale points. The scales were then 

implemented with a small sample of children. The judges 

observed the children during medical procedure and rated 

their behavior on the specific scale points. Interrater 

reliability was established with the mean percentage of 

agreement between the judges of over 123 separate ratings 

for the children being 90 percent. On only three indi

vidual scale points was the agreement less than 80 percent. 
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Validity 

Face validity, involving an analysis of whether 

the instrument appears to be a valid scale, was estab

lished by the investigator of this study. The investi

gator's background is in the area of pediatric nursing 

with special interest on the emotional effect hospital

ization has on children. 

The patients and their parents were approached 

by the investigator very shortly after their admission. 

The parents and the patients, if old enough to under

stand, were given a verbal and written explanation con

cerning the purpose of the study prior to being asked to 

participate. At this point the investigator stressed to 

the participants that she had no control over determining 

when and how often blood testing would be done. The 

investigator stated this would be the decision of the 

participant's physician. Those who agreed to participate 

were then given a written consent form to sign which was 

witnessed by a pediatric staff nurse on duty at the time. 
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The children's medical charts were screened by 

the investigator prior to approaching the patient to make 

certain the child could meet the necessary delimitation 

of the study. The participants were all medical patients 

admitted for acute illness or diagnostic workup, with a 

high probability that they would need at least two vena

puncture procedures during their hospitalization. Sur

gery patients were ·eliminated because of routine 

procedures requiring only one preoperative baseline 

blood test. 

Shortly after admission to the hospital follow

ing routine doctor's orders, the pediatric patient had 

his initial blood test via venapuncture procedure, .drawn 

by a certified laboratory technician. The reactions 

and behaviors of the patient were observed and judged by 

the investigator and recorded on the two instrument 

scales. 

Following the first venapuncture procedure, the 

investigator initiated dramatic play therapy with the 

patient. The play was conducted on a one-to-one basis, 

lasting approximately one hour. Play took place at the 

patient's bedside since most of the patients were on 

bedrest. At least one parent was usually in the room 

during the play session and he/she ·was asked only to observe. 
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Dramatic play was enhanced with the utilization 

of the following props: 

Puppets - Bert and Ernie,· .characters from the 

Sesame Street television show, posed as the 

sick children. The puppets had stuffed arms 

which. facilitated the child in pretending to 

draw blood from their arms. 

Docto·r' s Box - This box included all the equip

ment necessary to draw blood via venapuncture, 

with ample supply of needles, syringes, test 

tubes, _cotton, and bandaides. The box also 

included a steth.oscope,a tourniquet, and 

30 cc. saline vial. 

Doll and white sheet - The white sheet was 

utilized to cover the bedside table which 

represented the treatment area and the doll's 

bed. A stuffed bear was dressed in a diaper 

and hospital pajamas to represent the sick 

patient. 

Washable dre·ss·-·up clo·thes - A nurse's cap was 

provided if the child chose to role play the 

nurse, and a laboratory coat was provided 

if the child chose to be a doctor or a 

laboratory technician. The child also 
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received a name tag made of white bandage 

tape stating the person they were role

playing. 

Prior to the initiation of play each patient 

received an explanation of how each piece of medical equip

ment was utilized. The investigator then demonstrated to 

the child, in a step-by-step approach, .the correct way to 

draw blood via venapuncture utilizing the puppet's arm as 

the patient's arm. 

During the first half-hour of play the focus 

was on the puppet's representing the sick patients. The 

child during this time was encouraged to take the role of 

either the nurse, the doctor, or a laboratory technician. 

The investigator posed as the guardian or mother of the 

puppets and bear doll. The later thirty minutes were 

spent working with the sick doll. The child during this 

time was again encouraged to act out the role of the 

medical person he wished to be. 

After one dramatic play session the chi.Id was 

again judged on his reactions and behavior during his 

second venapuncture procedure. The reactions were judged 

and recorded by the investigator. Those children who 

received play therapy but were discharged without a 
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followup venapuncture procedure were not included in the 

analysis of the data. 

TreatMeht of Data 

The data obtained included the pretest and post

test scores on the ·upset behavior scale and the coopera

tion scale. The pretest scores for each participant 

indicate their reaction and behavior during their initial 

venapuncture procedure. The posttest scores indicate the 

participant's reaction and behavior during the second vena

puncture procedure after dramatic play therapy had been 

implemented. 

The pretest scores are initially analyzed by 

finding the range of the scores, mean, median, and stan

dard deviation, for both the upset scale and the coopera

tion scale. Initial analysis of the posttest scores of 

the upset scale and cooperation scale also includes the 

range of the scores, .the mean, standard deviation, and 

the median. 

Analysis of the pretest and posttest scores is 

done utilizing the t-test. The t-test is utilized to 

compare the upset pretest scores and the upset posttest 

scores as well as the ·cooperation pretest and posttest 

scores to determine what effect play therapy has on the 
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level of fear in the child during venapuncture procedure. 

The t-test is also ut~lized to compare the upset 

pretest and posttest scores as well as the cooperation' 

pretest and posttest scores to determine if there is any 

relationship beb..,·een upset behavior and the degree of 

cooperation. The level of statistical significance is 

set at the~= .05 level. 

Due to the small sample size a brief presentation 

of each participant will also be presented. Analysis of 

uncontrollable factors, possibly affecting the outcome _ 

of the investigation, will be included. 

Su.nurtary 

A sample population of five pediatric patients 

were involved in this study. Two tools, the manifest 

upset scale and the cooperation scale, were utilized i~ 

data collection. The data obtained on the participants 
I 

included the pretest scores, representing the observab{e 

reactions and behaviors of the child during his first 

venapuncture procedure prior to play therapy, .and the 

posttest scores, representing the observable reactions 

and behavior of the child during his second venapuncture, 

after play therapy had been implemented. The data were 

analyzed utilizing the t-tes·t to determine what effect, 
. i 
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if any, play therapy has on the level of fear in the 

hospitalized child during a venapuncture procedure. 



CHAPTER IV 

ANALYSIS OF DATA 

A sample size of five pediatric patients parti

cipated in this study. Data were obtained on the 

participants during their first venapuncture procedure 

prior to play therapy and also during their second vena

puncture procedure after play therapy had been conducted. 

Each participant has two pretest and two posttest scores. 

The scores are the behavior ratings done by the investi

gator of this study on the upset scale and cooperation 

scale. 

Analysis of data is performed utilizing the 

pretest and posttest scores, applying them to the t

test. The population is smaller than the investigator 

had previously anticipated, thus the demographic data 

are presented in a brief descriptive case presentation 

of each participant, to further validate the analysis. 

58 
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Statistical Analysis 

TABLE 1 

DESCRIPTIVE STATISTICS OF UPSET BEHAVIOR SCORES 
DURING FIRST VENAPUNC.TURE PROCEDURE 

N Range Mean 

5 3 - 4 3.40 

Standard 
Deviation 

0.55 

Median 

3 

On the five-point upset behavior scale, measur

ing .the child's upset behavior during the first venapunc

ture procedure, the scores ranged from 3 to 4. The mean 

score is 3.40. The standard deviation is 0.55. The 

median is 3 (Table 1). 

TABLE 2 

DESCRIPTIVE STATISTICS OF COOPERATION BEHAVIOR SCORES 
DURING FIRST VENAPUNCTURE PROCEDURE 

N Range Mean 

5 2 - 4 2.80 

Standard 
Deviation 

0.84 

Median 

3 

During the first venapuncture procedure, the 

child was also measured on the five-point cooperation 

scale determining the degree of cooperation. The range 

of scores for the five participants is from 2 to 4. The 
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mean score is 2.80. The standard deviation is 0.84, 

and the median is 3 (Table 2). 

TABLE 3 

TIME PERIOD BETWEEN FIRST BLOOD TEST AND 
INITIATION OF DRAMATIC PLAY THERAPY 

Patient 

A 
B 
C 
D 
E 

(N=S) 

Time Lapse 

1 hour, 30 
45 
30 

8 hours, 30 
1 hour, 0 

minutes 
minutes 
minutes 
minutes 
minutes 

After observing and scoring the participants 

during their first venapuncture procedure, dramatic play 

therapy was implemented. The time period in which the 

investigator began play therapy di£fered between each 

child participant due to hospital admission times and 

necessary hospital admission procedures. The time period 

ranged from 30 minutes to 8 hours and 30 minutes (Table 3). 
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TABLE 4 

TIME PERIOD BETWEEN DRAMATIC PLAY THERAPY 
AND SECOND VENAPUNGTURE PROCEDURE 

Patient 

(N=S) 

A 
B 
C 
D 
E 

Time Lapse 

27 hours 
23 hours 
15 hours 
60 hours 

3 hours 

Dramatic play therapy was conducted by the 

investigator with each child participant. Play therapy 

conducted on a one-to-one basis lasted approximately one 

hour. The second venapuncture procedure was done after 

the play therapy session had been implemented. The 

amount of time between the play therapy and the second 

venapuncture procedure varied between each child since the 

investigator had no control over when repeat blood work 

would be drawn. This time period ranged from three 

hours to sixty hours (Table 4). 
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TABLE 5 

DESCRIPTIVE STATISTICS OF UPSET BEHAVIOR SCORES 
DURING SECOND VENAPUNGTURE PROCEDURE 

N Range Mean 

5 2 - 4 3.00 

Standard 
Deviation 

1.00 

Median 

3.00 

On the five-point upset scale each participant 

was measured on his upset behavior during his second 

venapuncture procedure, after play therapy had been 

implemented. The scores range from 2 to 4, with the 

mean score of 3. The standard deviation is 1. The 

median is 3 (Table 5). 

TABLE 6 

DESCRIPTIVE STATISTICS OF COOPERATION BEHAVIOR 
SCORES DURING SECOND VENAPUNCTURE PROCEDURE 

N Range Mean 

5 1 - 5 2.60 

Standard 
Deviation 

1.67 

Median 

3.00 
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Each child participant was also measured on his 

cooperation behavior during his second venapuncture pro

cedure. The scores range from 1 to 5, with the mean score 

2.60. The standard deviation is 1.67, and the median is 

3 (Table 6) . 

The t-test was chosen to analyze the obtained 

data. Siegel (19561 states· the t-test, parametric test, 

can be utilized if the data collected meet the following 

conditions: (1) the observation must be independent, 

(2) the observations must be drawn from normally distri

buted populations, (3) the population must have the same 

variance, and (4) the variables involved must have been 

measured in at least an interval scale, so that it is 

possible to use the operation of arithmetic. Once the 

data were determined to meet the necessary criteria for 

the use of the t-test, the t-test was utilized to 

calculate the obtained data for this study (Table 7). 

Analysis of the t--test scores indicate that 

there is no significant difference between the pretest 

and posttest scores of the upset scale and the coopera

tion scale. Therefore, for the five participants in this 

study, play therapy did not show any significant change 

in the level of fear in the child during the second 
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TABLE 7 

ANALYSIS OF PRETEST AND POSTTEST SCORES 

U12set 
Patient Pretest 

A 

B 

C 

D 

E 

4.000 

3.000 

4.000 

3.000 

3.000 

Totals 17.000 

X 3.400 

SD 0. 550 

N 5.000 

(df=8) 

Upset Pretest vs. Upset 
Posttest 

Upset Pretest vs. Coop-
eration Posttest 

Cooperation Pretest vs. 
Cooperation Posttest 

Posttest 

3 .000 

3.000 

4.000 

2.000 

2.000 

14.000 

2.800 

0.840 

5.000 

t 

1.200 

0.702 

0.410 
Upset Posttest vs. Coop-

eration Posttest 0.214 

Coo12eration 
Pretes·t Posttest 

4.000 3.000 

3.000 3.000 

4.000 5.000 

2.000 1.000 

2.000 1.000 

15.000 13.000 

3.000 2.600 

1.000 1.670 

5.000 5.000 

t.10 Signif-
(a: .05) icance 

2.306 NS 

2.306 NS 

2.306 NS 

2. 306 NS 
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venapuncture procedure over the time period studied. 

Factors affecting the no significant improvement may be 

attributed to the small sample size and increased 

extraneous variables. 

The t-test analysis also indicates that there is 

no significant difference between the pretest and post

test scores of the- upset scale and the pretest and 

posttest scores of the coop~ratiori scale. This indicates 

that the upset behavior scale and the cooperation scale 

appear to be similar. This analysis also can be assumed, 

for this study, to indicate that there is an association 

between upset behavior and cooperation behavior. 

case Analysis 

Due to the small population and numerous vari

ables affecting each participant a brief case presentation 

of the five participants is presented. Each case is 

individually presented by the investigator to further 

define the results of this study. 
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Patient A 

Patient A is a 3 year, .7 month~old Caucasian 

male, youngest child in the ·family, .admitted to the 

hospital from the pediatric clinic with fever of unknown 

origin, and a papular ras·h times five days. The late 

afternoon admission was nonelective. The first blood test 

was drawn via venapuncture procedure by a female labora

tory technician shortly after admission. The child was 

very frightened and upset during the procedure, but his 

mother was present and acted as a very supportive person 

holding and calming the child as the blood was drawn. 

The male child was playful during dramatic play 

therapy demonstrating aggressive behavior with the needle. 

His mother remained present at all times during his 

hospitalization. The second venapuncture procedure was 

drawn the next evening by the male pediatric physician 

on call. The physician requested the child be taken to 

the treatment room for the procedure. The mother, even 

though encouraged by the inves.tigator to come with the 

child, chose not to be present during the second blood 

test. Behavior of the child improved even though his 

mother was not pres·ent as a supportive person. 
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The slight improvement of behavior could have 

been attributed to: (1) play therapy, . ( 2) the 

patient's previous veriapuncture experience,· ( 3) the 

male physician as opposed to the ·female laboratory 

technician drawing the blood, . (4) increased familiarity 

with the hospital environment. There were also numerous 

other variables possibly affecting the improvement of 

behavior, but they were not as pronounced as the above. 

Patient B 

Patient Bis a 10 year, 3 month-old Caucasian 

male, admitted in the afternoon through the pediatric 

clinic for weight loss and malnutrition. This child was 

the younger of two children. His first venapuncture 

procedure was drawn the following morning after his ad

mission by a female laboratory technician. The mother 

of the child was present, .but remained on the other side 

of the room and gave only very little verbal support. 

During play, shortly after the blood test, the 

child appeared withdrawn and had to be continually en

couraged by the investigator to play. The evaluation of 

the pediatricians on the following day indicated the 

child was severely emotionally disturbed and had a mental 

capacity of about a 2 to 3 year old child. 
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During the second venapuncture procedure, drawn 

the second morning after hospitalization, _the child I s 

behavior remained the same with. ·no improvement noted. 

The absence of change in this cas·e ·could have been attri

buted to: (1) the emotional state ·of the child, (2) 

the withdrawn behavior exhibited during play, . (3) lack 

of support from his mother, and (4) the mental capacity 

of the child. 

Patient C 

Patient C is a 7 year, .7 month-old Caucasian male, 

youngest in the family, .admitted for mumps and possible 

meningitis. He was admitted during the late afternoon 

through the pediatric clinic. Shortly after admission, 

his initial venapuncture procedure was done with both 

parents remaining at the bedside for support. The child 

was very frightened and upset, but with encouragement 

from his parents and slight restraint from the laboratory 

technician, the procedure ~as succe~sfully done. 

Patient C did excellent role playing during 

dramatic play, shortly after the initial venapuncture 

procedure. The following morning the second blood test 

was drawn via venapuncture, and although the child had 

already been awake and had been served breakfast, .he had 
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fallen back asleep. The laboratory technician verbally 

woke the child with her venapuncture equipment in hand. 

The child was terrified, and after attempting to calm 

him for five minutes with no success,· _the child was 

restrained by the nurse while the blood was drawn. 

The behavior scores increased for this child 

possibly due to: (1) the timing of the second blood 

test, with the child waking to the needle, (2) the 

child is in the stage ·of an increased anxiety of mutila

tion, and (3) the recollection of the pain from the 

previous venapuncture procedure. 

Patient D 

Patient D is a 10 year, 10-.month old female 

Caucasian child, eldest child in the family, admitted 

late one evening through the emergency room with the 

diagnosis of pneumonia. The first venapuncture procedure 

was done on admission in the treatment room with her 

mother present and giving support during the procedure. 

Play therapy was conducted the following morning after 

admission. 

The child did very well during dramatic play 

therapy acting out the role of the nurse with confidence. 
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As routinely done by the investigator after each play 

therapy session, the child was given all the syringes, 

test tubes, cotton, and bandages used during play. 

Al though the child was bedridden, _due. to continuous 

intravenous therapy, she continued to utilize the play 

material and engage ·in sol'itary play throughout her 

hospitalization. 

Two and one-half days after play therapy had been 

conducted, the child had her second venapuncture procedure. 

The scores on her upset behavior and cooperation improved 

slightly. The variables affecting the slight improvement 

could have been: (1) the initial dramatic play therapy 

session, (2) self-continuation of solitary role playing, 

(3) the child's previous experience with venapuncture 

procedure, (4) familiarity and security in the environ

ment, and {5) previous experience with needles due to 

continuous intravenous therapy. 

Patient E 

Patient E is a 9 year, .1 month old Spanish, 

fluent English-speaking, male, youngest in the family. 

He was admitted late in the afternoon through the pedia

tric clinic with ·abdominal pain. Shortly after admission 

the child had his initial blood test drawn via venapuncture 
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procedure. The child was fearful, _but cooperative during 

the procedure. During play the child was cooperative, 

but needed assistance in acting out the role he had 

chosen of being the doctor. 

The second venapuncture procedure was done with

in three hours of play therapy. The child's upset be

havior and cooperation both improved during the second 

procedure. Factors affecting the child's behavior are 

possibly: ( 1) the play therapy, . ( 2) the previous vena

puncture experience within the last 3 hours, (3) the 

shorter time period between dramatic play and the second 

blood test. 

Summary of Findings 

Analysis of the descriptive data indicates that 

there were numerous variables possibly affecting the 

outcome of the scores. Some of the uncontrollable 

variables included the time period between the first 

venapuncture procedure and initiation of play therapy; 

the time period between play and the second venapuncture 

procedure; and the time of day when the blood was drawn. 

Findings reve~led no statistically significant 

difference in the pretest and posttest scores. There

fore, play therapy did not show any significant change 
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in the level of fear in the child during his second 

venapuncture procedure. 

Further analysis of data revealed no statis

tically significant difference between the pretest and 

posttest scores of the ·upset behavior scale and the 

pretest and posttes:t s·cores of the cooperation scale. 

Therefore, for this study upset behavior and cooperation 

were associated. 

Demographic data included: the ages of parti

cipants ranging from 3 to 10; four males and one female; 

and four Caucasian and one Spanish participant. Further 

variables which were not controlled for included: the 

person drawing the blood, the diagnosis of the partici

pant, the parental support systems, .and the reaction of 

each participant to play. 



CHAPTER V 

SUMMARY, CONCLUSIONS, IMPLICATIONS, AND RECOMMENDATIONS 

This chapter contains a summary and conclusion 

of the study. Implications for nursing practice and 

recommendations for further study are also presented. 

Summary 

Hospitalization can produce a major conflict 

in a child's life. The child's lack of understanding 

his illness, hospitalization, and medical procedures 

contributes to his negative emotional response. Play is 

an essential part of every child's life; it is a means 

for the child to develop emotionally, socially, and 

intellectually. Play in the hospital setting can be 

used as a means of helping the child master unfamiliar 

or foreign experiences produced by hospitalization. 

Dramatic play therapy can allow the child to act out his 

feelings, thus assisting him to better understand his 

feelings, thoughts,and motivation associated with his 

hospital experience. 

73 
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Individualized dramatic play therapy was con

ducted with a sample of five hospitalized children. 

This study compared the observable reactions of the 

child during his first veriapuncture procedure prior to 

play therapy and the reactions of the child during his 

second venapuncture procedure follow'ing therapeutic play. 

The obtained data were analyzed using the t-test. For 

this sample group of five ·the one hour individualized 

play therapy did not have ·a significant effect on the 

level of fear in the child during his second venapuncture 

procedure. 

·conclusions 

The investigator concluded the following: 

1. Hospitalization causes a major stress in 

the child's normal growth and development 

between the age of three and twelve years . 

2. The hospitalized child, age three to twelve 

years, often perceives his hospital experi

ence as punishment 

3. Play is a natural part of the child's 

normal growth and development 

4. Play can be a simple and effective way in 

helping the child deal with the strange 
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and sometimes painful hospital environment 

5. The role of· the pediatric nurse is to 

utilize play in her routine nursing care 

of the pediatric patient 

6. It is the role of the pediatric health care 

team to foc·us on· the sick child as an 

individual rather than on his disease 

process· 

·1mp1i·cations 

The implications derived from the findings of 

this study are directed to the pediatric health care team; 

those who provide care for the hospitalized child. The 

nurse who practices pediatric nursing can assist the 

hospitalized child in adapting to the frightening hospi

tal environment with the utilization of play therapy. 

Dramatic play therapy in the hospital setting incorporated 

in routine nursing care can add a new dimension to the 

care of the child. Play can be a simple and effective 

way in helping the child deal with the stress of hospital

ization. 

Further implications for· pediatric nursing 

indicate the ·necessity for· the nurse· to be aware of 

normal growth and development in children. With the 
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basic knowledge of normal development the nurse can then 

determine· if the behaviors and reactions exhibited by 

the hospitalized child are ·healthy or unhealthy behavi(?rs. 

It is the pediatric nurse's role to "focus on the child as 

an individual person rather than on his disease process. 

Based on this descriptive study additional 

research remains to be done with a larger sample. It 

has been shown that play therapy can decrease fear in 

the child under specific conditions. For this reason it 

is recommended that a study similar to this one be made 

with a much larger sample size utilizing dramatic play 

therapy as the means of assisting the hospitalized 

child in expressing his internally-confined fear and 

anxiety. For further study it is also recommended that 

an experimental research design be developed utilizing 

two separate groups: an experimental group representing 

those children who receive play therapy during their 

hos pi tali za tion, _and a control group representing those 

children who do not receive ·play therapy. A repeat 

study attempting to control demographic data, including 

the age of participants, _the ·culture ·and race ·of the 
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participants, and parental support systems, is also 

recommended. 

Additional research ·studie~ need to be done to 

determine if another type of play, .other than dramatic 

play, would be more effective in reducing the fear in 

the hospitalized child. Other objectives for further 

studies would also include the· refinement of measures 

of fear in the child, for· example, the development of 

a more sensitive tool to measure ·reactions and behaviors 

of the child in a stressful situation, .and the develop

ment of a tool to measure the longitudinal effects of 

play therapy on the hospitalized child. 

Further studies also need to be done in the 

area of staff development to increase the awareness of 

the importance of play therapy on the pediatric ward. 

In conclusion, continued research needs to be directed 

toward assisting the child to cope with the emotional 

trauma of hospitalization. 
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TEXAS WOMAN'S UNIVERSITY 

Human Research Committee 

Name of Investigator: cec111, J110 Retd Center: Denton 
Address: 3311 w. Loop 363 Apt. 146 Date: l-7•78 

IemuJ1, TX 76501 

Dear Yil, Reed; 

Your study entitled Ph:,: lborapy• Prepnrtn11 tb• a,ttd far Yeaepuacture . 
Procedure 

has been reviewed by a committee of the Human Research Review Committee 

and it appears to meet our requirements in regard to protection of the 

individual's rights. 

Please be reminded that both the University and the Department 

of Health, Education and Welfare regulations require that written 

consents must be obtained from all human subjects in your studies. 

These forms must be kept on file by you. 

Furthermore, should your project change, another review by 

the Committee is required, according to DHEW regulations. 

,~c-: <;r,.•lu11te Office 

Sincerely, 

Chairman, Human Research 
Review Committee 

at Denton 
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TF.XAS WOMAN'S UNIVERSITY 

COLLEGE OF NURSING 
DENTON, TEXAS 

HOUSTON CENTER 
1130 M.D. Anderson Blvd. 
Houston, Texas 77025 

AGENCY PERMISSION FOR CONDUCTING SnJDY* 

TIIE ___________ _ 

GRANTS TO __ r.;..;:e_•c_i..:.l..:.i a~J:...;:e;.::,il.;.;.n..:.f:.;.;{e::.;:e;.:::d..1.•...;R~.~N:..:. • ..1.•....:.B~.~S:.!. • .:.:.N!... ___________ _ 

a student .-nrolled in a program of nursing leading to a Master' a Degt'ee at 
Texas \.Joman' s University, the privilege of its facilities in order to study 
the following problem: 

Will individualized play therapy prior to venapuncture procedure 

~feet the level of fear in the child? 

The conditions mutually agreed upon are ae follows: 

l. 'Che ar,ency ~ (may not) be identified in the final report. · 

2. n,e narnee of consultative or administrative personnel in the 
agency ~ (may not) be identified in the final report. 

3. The agency (wants) fdoeo n•• aat) n conference with the stu
dent when the report io completed. 

4. The agency ia (willing) EN1dll1oe) to allow the completed 
report to be circulated through interlibrary loan. 

5. Oth~r : __________________________ _ 

---·---···-·--·-··-----------------------

Date _~-!:fl!.__L_~l.:..9.:..;78=-----

*~'ill out and ,;ign three copieo to be distributed as followi: Original 
Student; first copy -- agency; second copy -- T.W.U. College of Nursing. 
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TEXAS WOMAN'S UNIVERSITY 

COLLEGE OF NURSING 
DE?ITON, TEXAS 

DALLAS CENTER HOUSTON CENTER 
1810 Inwood Road 
Dallas, Texas 75235 

1130 M.D. Anderson Blvd, 
Houston, Texas 7702S 

AGENCY PERMISSION FOR CONDUCTING SnJDY* 

THE ----
GRANTS TO __ c_e_c_i _11_· a_J_ea_n_R __ ee __ d_,,........,R __ . N ................ B:;;.;•;.,;;s~. _N. ____________ _ 

a student enrolled in a program of nursing leading to a Master's Degree at 
Texas Woman's University, the privilege of its facilitiee in order to study 
the following problem: 

Will individualized play therapy prior to venapuncture procedure 

affect the level of fear in the child? 

The conditions mutually agreed upon are as follows: 

1. The acency ~ (may not) be identified in the final report. 

2. The names of consultative or administrative personnel in the 
agency~ (may not) be identified in the final report. 

3. The agency (wants) fdeea 11n u111t) a conference with the etu
dent when the report is completed. 

4. The agency is (willing) E.-•dJJ1eg) to allow the completed 
report to be circulated through interlibrary loan. 

5. Other: _________________________ _ 

Date __ M __ a __ r_c __ h __ 7 .... , ___ 19 __ 7_8 __ _ 
s17P'8Jure of Agency P sonnel 

__:::::.~~~~~J::;..:;,,,,.J__.;..~ k ,J 
P'.~c1:1lty Advi1or 

*Fill out and sign three copies to be distributed as follow■: Original -
Student; first copy -- agency; second copy -- T.W.U. College of Nursing. 
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UPSET BEHAVIOR RATING 

1 2 

Relaxed muscles 
Alert but not 
hyper-vigilant 

Voice steady 
well-modulated 

No pallor or 
flush. 

No sweating. 

Relaxed, open 
position. 

Initiates inter
actions 

Asks questions 
Responds readily 

3 

Tense ·muscles 
Watchful, .wide
eyed 

Voice unsteady 
or quivering. 

Circum-oral 
pallor. 

Restles·s, fre
quent movement. 
Spastic move
ments. 

Hair twirling 
Thumb sucking 
Whimpering. 

Haltingly res
ponds toques
tions or 
comments 

Requires fre
quent contact, 
holding hands, 
or verbal 
reassurance or 
looks at others. 
Does not cling 
to parents. 

5 

Withdrawn, _covered 
completely, curled 
up with arms drawn 
in (not asleep). 

Hypervigilant 

Voice loud and 
stacatto 

Increased restless
ness, constant 
movement. 

Marked sweating, 
Pallor, 
Flushed. 

Does not respond 
to interactions. 

Clings to mother 
or nurse. 

Increased crying 
and escape when 
approached by 
adult. 
No eye contact. 
Screaming or crying 
in response to 
questions or eye 
contact. 

Re~eated question
ing~ 
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COOPERATION RATING 

1 2 

Participates in 
activity · (for 
blood test: ex
tends arm, makes 
fist, holds still) 
(for pre-opera
tive medication: 
chooses site, 
holds still, 
clasps hands) 
(for transport: 
climbs onto 
litter, fixes 
covers or straps) 
no verbal protest, 
no restraint 
needed. 

Resumes previous 
activity immedi
ately after the 
procedure. No 
crying or verbal 
protest. 

For transport: 
shows interest 
in the ride, 
and the 
attendants. 

3. 

Requi.res verbal 
restraint, _ini
tially res·is ts 
activity, then 
cooperatives. 

Verbal protest or 
whimpering. 

Mild protest, es
pecially at 
beginning, res
ponds to comfort 
measures, coop
erates 

Crying, but com
forted with 
verbal support, 
and resumes 
activity two 
minutes after 
procedure. 

In transport, 
begins to show 
interest in 
surroundings 
after verbal 
comfort. 

5 

Strongly resists 
procedures (pushes 
needle away, _grabs 
the technician's 
or nurse's hand 
during the pro
cedure of blood 
test or pre
operative medica
tion) (during 
transport: tries 
to get off litter) 
requires continu
ous firm restraint 
by one or more 
people. 

Screaming or hard 
crying as protest 

Continued crying 
or clinging to 
mother or nurse. 

Not easily comforted 
by either verbal or 
physical contact. 

Does not resume 
activity or show 
interest in the 
surrounding. 




