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The diagnosis of a childhood chronic illness affects both the child and his or her family, thus
interventions should target the diagnosed child and the family system. Utilizing play
therapy (PT) to treat childhood chronic illness has the potential to foster children’s
development of a positive self-image, self-control, and promote a healthy parent-child
relationship as the foundation for current and future health behaviors. Currently, limited
research exists assessing different PT modalities in the treatment of childhood chronic
illness. Furthermore, additional research is needed to evaluate the use of PT with common
health diagnoses in childhood, such as overweight and obesity. The purpose of this review
is to synthesize the empirical PT research in the treatment of childhood chronic illness (e.g.,
diabetes), and to provide future intervention recommendations for the prevention and
treatment of childhood obesity. Six articles published from 2002 to 2014 were included in
the final review based on the listed inclusion/exclusion criteria. Results were organized into
3 themes, family system enhancement, child psychological outcomes, and child and parent
perceived health behavior change. Future application of PT interventions to the prevention
and treatment of childhood obesity are discussed herein.

Keywords: play therapy, family therapy, childhood obesity, systematic review, chronic
illness

In the United States, 12% of children under
age 18 are diagnosed with a chronic illness
(Maslow, Haydon, Ford, & Halpern, 2011).
However, childhood chronic illness has not
been consistently defined, making it difficult to
obtain an aggregated prevalence of diagnoses
(van der Lee, Mokkink, Grootenhuis, Heymans,
& Offringa, 2007). For this review, childhood
chronic illness was defined using the Pless and
Douglas (1971) definition:

. . . a physical, usually non-fatal condition which lasted
longer than three months in a given year or necessitated a
continuous period in the hospital of more than one month
. . . conditions were included if they were of sufficient

severity to interfere with the child’s activities in some
degree. (as cited in van der Lee et al., 2007, p. 2472)

After the American Medical Association
classified obesity as a disease in 2013, obesity
in children has been considered a chronic diag-
nosis (Stoner & Cornwall, 2014). Approxi-
mately 32% and 17% of all United States youth
ages 2–19 are diagnosed with overweight or
obesity, respectively (Ogden, Carroll, Fryar, &
Flegal, 2015; Van Cleave, Gortmaker, & Perrin,
2010). Furthermore, the diagnosis of obesity is
often comorbid with other chronic diagnoses in
childhood, including asthma (Castro-Rodrí-
guez, Holberg, Morgan, Wright, & Martinez,
2001), type I diabetes (Hyppönen et al., 2000),
high blood pressure (Freedman, Mei, Sriniva-
san, Berenson, & Dietz, 2007), ADHD
(Agranat-Meged et al., 2005), and depression
(Dietz, 2004). The prevalence of overweight
and obesity in childhood and the likelihood of
medical and psychological comorbidities make
obesity the most common, costly, and compre-
hensive health diagnosis today (Sahoo et al.,
2015).

When the initial diagnosis of a chronic illness
for a child is made, families are often in shock
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and treatment compliance and medical proce-
dures have to be the immediate focus (Bauman,
Drotar, Leventhal, Perrin, & Pless, 1997). The
psychosocial and relational needs for the child
and family are rarely addressed at the time of
diagnosis, which can lead to maladaptive com-
munication and coping (Drotar, 1997). Indeed,
children who receive a chronic illness diagnosis
have a higher risk of developing mental health
conditions when compared with their nondiag-
nosed peers (Cadman, Rosenbaum, Boyle, &
Offord, 1991). Within the family, parents or
guardians (hereinafter referred to as “parents”)
can experience compassion fatigue and strain on
the marital and coparenting relationship (Bau-
man et al., 1997), and siblings may feel less
important than the child with the diagnosis (Co-
hen, 1999). Stress experienced as a result of a
childhood diagnosis can predispose family
members to develop future health concerns
(Halfon & Newacheck, 2010). Thus, the psy-
chological and relational effects of a childhood
diagnosis experienced among family members
signifies the need for family-based treatment for
the child’s diagnosis, and to prevent the devel-
opment of future health complications among
family members (Cohen, 1999; Williams,
1997).

Family systems theory (FST) is a family-
based approach derived from von Bertalanffy’s
(1968) seminal work on general systems theory
that proposes that organisms are complex, or-
ganized, and interactive. FST has been applied
in a variety of clinical prevention and treatment
fields including family therapy, psychology, so-
cial work, nursing, medicine, and dietetics/
nutrition. When a child is diagnosed with a
chronic illness, the family can organize around
and focus on the child’s symptoms and treat-
ment. The chronic illness may stabilize the or-
ganization of the family in a way that maintains
the current family interaction patterns in func-
tional or dysfunctional ways (Rolland & Walsh,
2006).

Parents of a child with a chronic illness may
have challenges coping with the diagnosis, ad-
justing to medical procedures, ensuring finan-
cial coverage for treatments, complying with
treatment, and living with the overall uncer-
tainty of what the future may bring (Jones &
Carnes-Holt, 2010; Jones & Landreth, 2002).
Family-based interventions for chronic illness
often include the child or “patient,” at least one

parent, and tend to focus on treatment compli-
ance and behavioral goals (Williams, 1997).
Such an approach may not be effective follow-
ing a chronic illness diagnosis as there are po-
tential changes to the interactions, patterns, and
routines among family members (i.e., parent-
child, sibling-sibling) and the entire family’s
functioning. Furthermore, a child’s chronologi-
cal age and developmental level (i.e., language
acquisition, cognitive ability) should be accom-
modated in interventions so that both the child
with the diagnosis and his or her family under-
stand what is happening. Examining best prac-
tice interventions for children coping with a
chronic illness is not novel (Bauman et al.,
1997; Cohen, 1999; Williams, 1997); however,
developing innovative research involving the
family and improved psychological and rela-
tional outcomes among family members is war-
ranted.

There has been a call from governmental
organizations and professional associations for
the development of family-centered therapeutic
services directed at young children under 12
years old (Cornett, 2012; Landreth & Bratton,
2006). Interventions that are developmentally
appropriate for children should incorporate
what children do naturally: play. Although there
has been some success with implementing play-
based interventions (i.e., medical and therapeu-
tic play) in health care settings, it is often un-
clear if these interventions are manualized,
selectively focus on medical procedures, or if a
trained clinician is involved. This review fo-
cuses on manualized, theoretically based, and
empirically supported play therapies (PTs) that
utilize a trained, licensed mental health clini-
cian.

The Association for Play Therapy (APT,
2001) defines PT as, “the systematic use of a
theoretical model to establish an interpersonal
process wherein trained play therapists use the
therapeutic powers of play to help clients pre-
vent or resolve psychosocial difficulties and
achieve optimal growth and development” (p.
20), and is a recommended approach for chil-
dren under 12 years of age (Landreth, 2012).
Play therapy is an umbrella term for the differ-
ent treatment modalities that can be categorized
as a directive (therapist directs play toward an
identified goal or presenting issue, often used
for skill building; Bratton, Ray, Rhine, & Jones,
2005) or a nondirective approach (the child
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directs play while the therapist reflects emo-
tions, observes behaviors, and offers uncondi-
tional positive regard; Landreth & Bratton,
2006).

Many different helping professionals (e.g.,
child life specialists, social workers, child psy-
chologists) utilize PT techniques, but may not
be trained play therapists. A play therapist is a
licensed mental health professional with an ad-
vanced degree in a mental health field that has
obtained extensive clinical experience and su-
pervision in PT. A play therapist with advanced
training in PT may also hold credentials as a
Registered Play Therapist/Supervisor through
APT.

Despite differences in the philosophy, struc-
ture, and techniques utilized in PT, the general
goal is to help children prevent, identify, and
resolve challenges that they are currently facing
(Gil, Drewes, & Carrigan, 2005; Landreth &
Bratton, 2006; Webb, 2011). This goal is ex-
tended to childhood chronic illness, where the
specific applications of PT that have been em-
pirically tested include child-centered play ther-
apy (CCPT) and filial therapy (FT). These two
modalities are developmentally appropriate for
young children (Bratton et al., 2005; Landreth
& Lobaugh, 1998; Ware, McNeil, Masse, &
Stevens, 2008), are effective with diagnoses that
are often comorbid with chronic illnesses and
childhood obesity (i.e., depression, Baggerly,
2004; Bratton & Ray, 2000), and can be tailored
for children from different cultures (Gil et al.,
2005).

Play Therapy Modalities

The practice of PT has been in existence for
over a century, where the term “play therapy” is
used to refer to a variety of treatment modalities
using play to help young children change the
way they cope with difficult problems and emo-
tions (Bratton et al., 2005; Landreth, 2012).
Traditional directive approaches of PT (i.e.,
cognitive-behavioral, psychodynamic, etc.) em-
phasize the need to resolve the child’s negative
symptomatology. Directive PT techniques may
include interpretations of the symbolism in the
child’s play and analysis of the child’s dreams
or conscious fantasies (Landreth, 2012).

The development of Carl Rogers’s (1951)
person-centered therapy, and its focus on the
client instead of the psychopathology, was the

inspiration for CCPT. Similar to person-
centered therapy, CCPT highlights the develop-
ment of the relationship between the therapist
and child, including qualities like trust and ac-
ceptance, as the mechanism for healing. In-
spired by this approach, play therapists like
Virginia Axline (1947) developed nondirective
PTs that focus on strengthening the relationship
between the child and his or her family, as
opposed to the resolution of specific goals and
outcomes. The nondirective therapist supports
the child in session by providing a structure to
the therapeutic work but does control the con-
tent of the session (Axline, 1947). The different
roles of the therapist in session are what distin-
guishes directive and nondirective PT modali-
ties. According to a meta-analysis of 94 PT
experimental design outcome studies, Bratton
and colleagues (2005) found a large positive
effect for treatment outcomes across all PT mo-
dalities regardless of child gender, population,
and setting (range: d � .80 – 1.75).

Child-Centered Play Therapy

Child-centered play therapy is defined as an
interpersonal relationship between the child and
therapist, where the therapist facilitates the de-
velopment of a safe relationship for the child to
fully express and explore his or her self through
play (Landreth, 2012). Child-centered play ther-
apy is a nondirective and noninterpretive ap-
proach to individual child therapy when com-
pared with traditional, directive PT (Landreth,
2001). Lambert and colleagues (2007) reported
that CCPT is the most frequently utilized PT
modality of practicing play therapists.

Filial Therapy

Filial therapy is a didactic approach that
involves training parents in CCPT techniques
(Andronico, Fidler, Guerney, & Guerney,
1967; Cornett, 2012). The therapist utilizes
directive techniques to train the parent in ba-
sic and nondirective CCPT principles and
skills to use with his or her child. The thera-
pist then acts as the supervisor for the parent
during weekly therapeutic sessions with the
child (Landreth, 2001). The intentions of FT
are to empower the child; enable the parent to
convey feelings of empathy, compassion, and
acceptance to the child so that he or she can
better understand; strengthen the bond be-
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tween the child and the parent; and to inten-
sify the child’s self-worth, self-concept, and
self-respect (Guerney, 1964; Tew, Landreth,
Joiner, & Solt, 2002). Filial therapy had the
largest positive effect (large �.8, medium �
.5, and small effect � .2, Cohen, 1977) in the
aforementioned meta-analysis (Bratton et al.,
2005) when administered by a parent (d �
1.75) or by teacher/mentor (d � 1.06). PT
without a parent present also had a large
effect size (d � .80), but was slightly less
than FT. LeBlanc and Ritchie (2001) also
found that PT had the largest effect size when
parents were included in therapy.

Specific manualized applications of FT uti-
lized in research include child-parent relation-
ship therapy (CPRT) and parent-child interac-
tion therapy (PCIT). Child-parent relationship
therapy is a 10-session adaptation of FT, which
has been found to be effective when used in
medical settings (Landreth & Bratton, 2006).
Parent-child interaction therapy combines a fil-
ial model to enhance the parent-child relation-
ship while incorporating and supporting basic
behavioral techniques to help modify the child’s
behavior (Querido Bearss, & Eyberg, 2002;
Landreth & Bratton, 2006). Parent-child inter-
action therapy has been found to be effective in
reducing the number of future abuse reports in
violent parent-child relationships (Chaffin et al.,
2004) and improving parenting stress and
young children’s externalizing behaviors (Ey-
berg, Boggs, & Algina, 1995) in the short and
long term (Eyberg et al., 2001).

To date, research on childhood chronic illness
has demonstrated PT modalities using directive or
nondirective methods can benefit children and
their families (Bratton et al., 2005; Glazer-
Waldman, Zimmerman, Landreth, & Norton,
1992; Landreth & Bratton, 2006; O’Connor,
Schaefer, & Braverman, 2015). Although some
evidence exists for using these therapies for child-
hood chronic illness, there is a call for more rig-
orous research applied to common chronic illness
diagnoses in childhood (Anderson & Davis,
2011), such as childhood obesity. The purpose of
this review is to synthesize the empirical research
on PT modalities applied to childhood chronic
illness (i.e., diabetes) and to provide recommen-
dations for future PT interventions for children
with overweight and obesity.

Method

To locate articles for this review, searches
were conducted in PsychInfo, Ebsco, PubMed,
and Google Scholar using the terms (or a com-
bination of terms): play, filial, parent-child in-
teraction, parent-child relationship therapy,
chronic, health, disease, hospital, medical, and
illness. Two foundational texts (Baggerly, Ray,
& Bratton, 2010; Landreth, 2012) were also
reviewed for research applications of PT.

Inclusion criteria was comprised of: (a) chil-
dren ages 2–12 years-old, due to the age appro-
priateness for PT; (b) established PT, CCPT,
and FT interventions as previously defined; (c)
empirical peer-reviewed qualitative or quantita-
tive research designs; (d) publication dates be-
tween 1990 and 2014; (e) articles were written
in (or translated to) English; and lastly; (f) ar-
ticles had to include an aspect of childhood
health, disease, or illness (Pless & Douglas,
1971). We excluded those articles which fo-
cused on childhood developmental delays or
learning disorders (i.e., autism spectrum diag-
noses). We excluded unpublished non-peer-
reviewed research (i.e., doctoral dissertations).
The rationale for this exclusion criteria was
supported by Vickers and Smith (2000), who
found that the inclusion of dissertations rarely
influences the conclusions of a systematic re-
view.

The initial search produced 15 articles that
were further reviewed for inclusion. Six were
included in the final review; nine articles were
excluded because they were not empirical, did
not meet the chronic illness definition provided,
or could not be classified as PT, CCPT, or FT.
Of the six included articles, there were two
qualitative, two quantitative, and two that uti-
lized mixed methods. The quantitative articles
used pre/posttest designs. CCPT (nondirective)
was used in two articles, FT (didactic directive/
nondirective) was used in two articles, and tra-
ditional PT (directive) was used in two articles.
The results are organized into three themes:
family system enhancement, child psychologi-
cal outcomes, and child and parent perceived
health behavior change (Figure 1).

Results

The six articles included in the final review
assessed multiple outcomes so that articles
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could be included in more than one thematic
area. Table 1 contains the included articles or-
ganized by theme, citation, participant diagno-
sis, and an example outcome within the pro-
vided theme.

Theme 1: Family System Enhancement
(n � 2)

The theme family system enhancement was
defined as an improvement in the overall fam-
ily’s functioning including the relationships
between family subsystems (i.e., parent and
child subsystems), two individual family
members (i.e., siblings), and among larger
systems (i.e., the overall family system).
Glazer-Waldman et al. (1992) found that FT
was associated with increased parental accep-
tance of the child, accuracy in assessing the
child’s anxiety level, and promotion of par-

ents’ sense of control to help their child with
a chronic illness. In the qualitative findings,
parents reported that play would become a
regular activity in their home because it gave
them an opportunity to have positive interac-
tions with their children unrelated to the
chronic illness diagnosis. Tew and colleagues
(2002) stated that after a 10-week FT training,
parents of a child with a chronic illness re-
ported increased feelings of acceptance to-
ward their child and disclosed that their stress
levels were significantly reduced. Addition-
ally, the parents assigned to the FT interven-
tion perceived that their children had less
behavioral problems and anxiety and depres-
sion symptoms. The authors attribute some of
these results to the 30-min play sessions pre-
scribed by FT which gave parents a safe space
to help their children develop autonomy.

  
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

Identified Question: 
What is the published 

research on play, 
child-centered, and 

filial therapy as 
applied to childhood 

chronic illness? 

Search: 
PsychInfo, Google Scholar, 

PubMed, and two foundational 
texts in the field.  

Keywords:  
Play, filial, parent-child 

interaction, and parent child 
relationship therapy, chronic, 

health, disease, hospital, medical, 
and illness. 

Exclusion Criteria: 
 Dissertations; non-empirical 

articles; children over the age of 
12; not in the English language; 

did not meet criteria for the 
operationalization of chronic 

illness; not utilizing play therapy 
modalities; diagnosis was 
developmental or learning 

disability  

End Results: 
15 articles were reviewed 
for inclusion. 
Nine articles were excluded. 
Six articles utilized in the 
final review.  

Emergent Themes: 
From the six articles, three 
themes emerged: 
1. Child Psychosocial 

Outcomes. 
2. Family System 

Enhancement. 
3. Child and Parent Perceived 

Health Behavior Change.  

 

Conclusions/Implications: 
Recommendations for 
future childhood chronic 
illness interventions.  
Applications for obesity 
prevention and treatment. 
Suggestions for 
opportunities for 
collaborative and integrated 
care 

•

•

•
•

•
•

Figure 1. Flowchart of a systematic review of the literature published on play therapy
interventions applied to childhood chronic illness.
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Theme 2: Child Psychological Outcomes
(n � 6)

The theme child psychological outcomes en-
compassed changes in the child’s psychological
functioning (i.e., emotional expression). In
three articles, post-PT researchers reported re-
ductions in child behavior problems indicated
by the Filial Problems Checklist and Child Be-
havior Checklist (Jones & Carnes-Holt, 2010;
Jones & Landreth, 2002; Tew et al., 2002), and
greater child emotional expression (Gold,
Grothues, Jossberger, Gruber, & Melter, 2014;
Pélicand, Gagnayre, Sandrin-Berthon, & Au-
joulat, 2006). Jones and Landreth (2002) re-
ported that children who participated in a CCPT
intervention were able to address and work
through issues, including anxiety and depres-
sion symptoms, related to their chronic illness
diagnosis. Gold and colleagues (2014) reported
that parents noted improved coping skills in
their children, including reductions in sleeping
problems and increased self-efficacy after par-
ticipating in a PT intervention. Another PT in-
tervention specified that children were better
able to express their feelings related to their
chronic illness through play when using puppets
(Pélicand et al., 2006).

Theme 3: Child and Parent Perceived
Health Behavior Change (n � 3)

The theme child and parent perceived health
behavior change includes child and parent per-
ceived changes in the interactions of the family
system and its members within the health care
environment. Following participation in an FT
intervention, researchers of two studies docu-
mented positive changes in the overall family’s
functioning (Glazer-Waldman et al., 1992; Tew
et al., 2002). Children had increases in treat-
ment adherence to their medical regimen (Jones
& Landreth, 2002), and PT helped to develop or
reinforce treatment-related skills, including the
management of blood sugar for children with
diabetes (Pélicand et al., 2006). Jones and Carnes-
Holt (2010) noted positive changes in children’s
diabetes compliance following participation in
CCPT as part of a multidisciplinary approach to
diabetes management. Glazer-Waldman and
colleagues (1992) analyzed video-recorded play
sessions and found that parents believed FT
encouraged positive changes in themselves and

their children, as well as their relationship, and
children reported that they could better work
through their concerns (Glazer-Waldman et al.,
1992; Jones & Landreth, 2002). The themes
outlined in this paper provide a foundation upon
which future empirical research, including in-
terventions for children with overweight and
obesity, can use PT modalities to intervene in
families with a child diagnosed with a chronic
illness.

Clinical Application for the Prevention and
Treatment of Childhood Obesity

Given that PT is best suited for children un-
der 12 years old, mental and behavioral health
providers who work with young children with a
chronic illness diagnosis may benefit from in-
corporating PT modalities into their existing
clinical approaches. Similar to children with
a chronic illness diagnosis, children with an
overweight or obese weight status are more
likely to struggle with psychological (e.g., depres-
sion, negative body image; Russell-Mayhew,
McVey, Bardick, & Ireland, 2012), social and
relational (e.g., bullying, peer victimization;
Puhl & Latner, 2007), and other medical comor-
bidities (e.g., asthma, kidney disease; Mather,
Cox, Enns, & Sareen, 2009; Petry, Barry, Pi-
etrzak, & Wagner, 2008). Childhood obesity
interventions are most effective when the inter-
vention is family based and targets both parents
and the children (Berge & Everts, 2011). Fur-
thermore, childhood obesity interventions that
are grounded in FST have shown potential for
enhancing the parent-child relationship in
which health behaviors are learned and modeled
(Kaplan, Arnold, Irby, Boles, & Skelton, 2014;
Kitzman-Ulrich et al., 2010). The cumulative
evidence on the multifaceted effects that obesity
has on children, the role of parent-modeled
health behaviors, and the evidence on the ben-
efits of intervening on the parent-child relation-
ship in obesity interventions lends promise to
the application of PT interventions for child-
hood obesity.

Specifically, PT fosters children’s develop-
ment of a positive self-image and self-control,
and enhances the parent-child relationship for
current and future health behaviors (Bratton et
al., 2005; Glazer-Waldman et al., 1992). These
applications are particularly relevant for chil-
dren with an overweight or an obese weight
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status who may struggle with having a poor
body image, identifying hunger and fullness
cues, adopting new dietary and physical activity
behaviors, and feeling supported by their par-
ents in trying to adopt a healthy lifestyle. PT
techniques are adaptable to different settings
such as hospitals, agencies, offices, schools, or
in-home environments (Parsons, 2015). PT
techniques have also demonstrated effective-
ness across behavioral and humanistic ap-
proaches to therapy, making them accessible to
therapists regardless of theoretical orientation
(Bratton et al., 2005; Cornett, 2012; Webb,
2011).

Although PT modalities may be directive or
nondirective, directive techniques are used
when the number of sessions is limited, and the
focus of the sessions are symptom- or behavior-
specific (Jones, Casado, & Robinson, 2003). In
the case of childhood obesity, it is likely that
sessions will occur in a health care setting, be
time limited, and focus on adopting or continu-
ing healthy behaviors, thus the descriptions pro-
vided below are more directive in nature. Po-
tential applications to childhood obesity
prevention and treatment include: developing a
positive self-image and self-control and adjust-
ing to treatment protocols and behavior changes
(Jones & Carnes-Holt, 2010; Jones & Landreth,
2002).

Positive self-image and self-control.
Often children with overweight or obesity de-
velop body image insecurities, with children as
young as three years old demonstrating weight-
based bias toward their overweight peers (Cra-
mer & Steinwert, 1998). Play therapy can re-
duce potential weight-related bias that children
may develop toward individuals with larger
bodies as they grow older. Children can explore
the ways their bodies are functional and unique
during PT through imaginary play with dolls
and figures that are representative of a popula-
tion diverse in body sizes and types.

For children with overweight and obesity, it
is important that they see dolls resembling their
shape and size incorporated into PT. Addition-
ally, art materials can be used so that children
can draw their body and highlight their unique
physical characteristics (i.e., eyes, hair) inde-
pendent of shape and size (Pratt, Palmer, &
Walker, 2015). Parents can also seek to enhance
their child’s body esteem by modeling positive
“body talk” during nondirective FT (Berge et

al., 2013). Parents who involve children in
sports and physical activity can talk with them
about how their body functions and can model
tasks such as throwing, running, and balancing
to help children view their bodies as more than
a physical presence, but also a functional one.
This could create an opportunity for parents
to acknowledge their child’s strengths by
highlighting the progress their child is making
toward achieving specific tasks, like running
longer, while also working toward a healthy
lifestyle and spending quality time together.

Treatment protocols and behavior change.
Childhood obesity treatment protocols often
center on the child adopting new or more inten-
sive dietary and physical activity behaviors. For
young children, this task often falls on the par-
ents to provide the structure for physical activity
and the responsibility for what foods are of-
fered, and when and where foods are served
(Barlow, Bobra, Elliott, Brownson, & Haire-
Joshu, 2007; Satter, 2011). One way to engage
young children in healthy mealtime behaviors is
through imaginary play during meal prepara-
tions and dining. Common toys currently used
by play therapists include plates, silverware,
plastic food, bottles, pots, pans, and stoves
which can be included in imaginary play rele-
vant to feeding and eating. Additionally, play
kitchenette sets often are equipped with a vari-
ety of mock foods including healthy options
like fruits, vegetables, eggs, milk, and so forth.
Young children who may struggle with trying
new foods or picky eating could benefit from
experiencing these foods through imaginary
play before trying them during meals or snacks.
Imaginary play also allows the child to have
control over the mock new foods that s/he tries,
rather than receiving pressure from a parent or
childcare worker.

Play therapy could also be used to normalize
new dietary and physical activity behavior
changes, and conversations with children about
adopting these new behaviors. Through play,
children can enact scenarios where families are
physically active together and enjoy family
meals, which could serve to prevent future
pushback from children for behavior change.
Lastly, parents can provide children with access
to a variety of different low-cost sports/physical
activity equipment (balls, rackets, makeshift
goals, bases, etc.) and give the child the auton-
omy to select what game to play or make up.
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The child can take on the role of the coach or
team captain to lead the family members in fun
physical activities. This can allow the family to
engage in physical activity together while also
developing the child’s leadership and indepen-
dence.

Discussion

The theme family system enhancement en-
compassed positive outcomes like decreased
parental stress and increased acceptance of their
child following a PT intervention. Although one
study cited a relationship change following FT
and parental acceptance of the child, there are
much more bidirectional outcomes that can be
measured in families with a child diagnosed
with a chronic illness (e.g., Glazer-Waldman et
al., 1992). Specifically, dyadic perceptions from
both the child and the parent should be simul-
taneously assessed (parental acceptance of the
child, and child’s perception of parental accep-
tance). Additional triadic perspectives, includ-
ing additional family members such as sibling
and coparent perspectives, should be obtained.
Similar to chronic illness, family members’ par-
ticipation in dietary and physical activity behav-
ior changes in the treatment of childhood obe-
sity can help the child feel supported (Epstein,
Valoski, Wing, & McCurley, 1994).

The impact that a childhood chronic illness
can have on the couple/coparent and sibling
relationships are well documented in the litera-
ture (Barzel & Reid, 2011; Eddy & Walker,
1999; Sharpe & Rossiter, 2002). Future re-
search should take a strengths-based approach
to the assessment of existing family strengths or
areas of confidence and use PT to extend these
strengths to manage and cope with new behav-
ior change or illness management in the family.
For example, parents who feel most confident in
their skills when preparing their child’s meal
could build upon this by including the child in
the meal prep process to model healthy food
preparation and eating a balanced and nutritious
meal. Older siblings may also be helpful in
modeling healthy behaviors, due to their influ-
ential relationship with the child diagnosed with
a chronic illness.

The theme of child psychological outcomes
contained the most cited outcomes (n � 6). The
six articles detailed outcomes that emphasized
both externalizing behaviors (discussed as be-

havioral problems) and internalizing behaviors,
such as anxiety and emotional expression. It is
important to note that no child social outcomes
were assessed. For young children diagnosed
with a chronic illness, developing social skills
and having positive peer relationships are espe-
cially important because of the challenges due
to the stigma associated with their illness and
medical treatment in school (i.e., insulin shots).
Positive peer relationships are important protec-
tive factors for children to keep their life “nor-
mal” during medical treatments and interven-
tions (Forgeron et al., 2010; La Greca,
Bearman, & Moore, 2002). However, research
has consistently demonstrated that children with
overweight or obesity commonly experience
weight bias and stigma from their peers (Cramer
& Steinwert, 1998; Puhl & Latner, 2007).

The literature documenting the harmful psy-
chological, social, physical, and economic ef-
fects of weight bias has tripled in the past de-
cade. Weight-bias scholars have documented
common misperceptions for the cause of obe-
sity that blame the individual for their weight
status, simplify the development of obesity as
being purely a lack of willpower or behavioral
control, and neglect the role of the built envi-
ronment and sociocultural preferences for
health behaviors and ideal body shape and size
(Chaput, Ferraro, Prud’homme, & Sharma,
2014; Puhl & Brownell, 2001; Puhl & Heuer,
2010). Given the growth of research assessing
the harmful effects of peer weight-bias and vic-
timization on children, researchers studying the
effects of peer bias for childhood chronic illness
may benefit from using the same types of as-
sessments and methods conducted within the
weight-bias literature.

The final theme, child and parent perceived
health behavior change, detailed family out-
comes in health care settings (i.e., increased
adherence to treatment, comfort with medical
procedures, increased adjustment to illness).
The quantitative research in this theme focused
on children diagnosed with diabetes and asso-
ciated outcomes (i.e., blood sugar levels). This
theme demonstrated how a multidisciplinary
health care team could support the goals of the
entire family in the health care system through
assessing family’s experiences in health care
and their satisfaction with treatment and the
health care team. For example, in the childhood
obesity literature, researchers have become in-
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creasingly interested in child and parent satis-
faction and alliance with the health care team in
hopes of decreasing higher attrition rates from
obesity treatment programs (Skelton, Irby, &
Geiger, 2014).

Limitations

Few researchers have taken the opportunity
to adapt PT interventions to children diagnosed
with chronic illness, thus the relevant research
is limited. To conduct the strictest review, the
current authors excluded research that was not
peer reviewed and unpublished works, like doc-
toral dissertations, from those articles reviewed.
The small sample size of peer-reviewed litera-
ture reflects the need for more research to be
conducted in this area. The majority of families
in these interventions identified as White or
Caucasian, limiting generalizability to other ra-
cial/ethnic groups. Additionally, many PT mo-
dalities include parent participation in some ca-
pacity; while this is often recognized as a
strength, children who have parents that are not
present may be excluded even though they may
have another caring adult (i.e., grandparent,
aunt/uncle, older sibling) who may be able to
participate in PT. There are multiple barriers
that influence parents’ ability to engage and
participate in PT, including difficulty taking un-
paid time off work to attend therapy, paying for
or finding childcare for siblings not engaged in
therapy, and covering the costs of therapy, in-
cluding insurance coverage or out-of-pocket
fees (Johnson, Bruhn, Winek, Krepps, & Wiley,
1999; Landreth, 2012). Since PT is more effec-
tive for children when their parents participate,
future research should explore creative ways to
accommodate families who may have financial
and other barriers (LeBlanc & Ritchie, 2001).

Research on childhood chronic illness has
demonstrated that PT, CCPT, and FT can en-
hance family system functioning, improve chil-
dren’s psychosocial outcomes, and promote
positive health behaviors for children and the
family system (Bratton et al., 2005; Glazer-
Waldman et al., 1992). Although positive evi-
dence exists using these therapies for childhood
chronic illness, it is evident that more disease-
specific research is needed, including research
specific to childhood obesity prevention and
treatment.

Conclusion

The long-term consequences of untreated
childhood conditions, including obesity, can be
economically and emotionally costly to fami-
lies. Play therapy holds promise for delivering
developmentally appropriate, cost-effective, and
family-centered therapeutic interventions for chil-
dren diagnosed with a chronic illness.
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