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Abstract

Background: Adolescents with chronic medical conditions have 
higher rates of anxiety and depression than their peers, possibly 
due to maladaptive coping strategies. We have developed a role-
play intervention based on Integrative Community Therapy that 
uses improvisational theatre to teach healthy coping strategies 
to adolescents with chronic medical conditions. To assess 
the appropriateness of this intervention for this population, 
we conducted a pre-intervention assessment of participants’ 
quality of life and knowledge and utilization of coping strategies.

Methods: Participants were recruited from pediatric 
subspecialty offices, electronic medical records, and local high 
schools and middle schools. Pre-intervention variables were 
measured using both quantitative and qualitative methods. 
Participants were screened for major depressive disorder 
and generalized anxiety disorder using the Revised Children’s 
Anxiety Depression Scale. Quality of life was assessed by the 
Pediatric Quality of Life Inventory. Knowledge and utilization 
of coping strategies were assessed using the KidCOPE 
questionnaire. Qualitative interviews were also conducted and 
coded using modified grounded theory.

Results: This pilot study consists of 3 participants between the 
ages of 15 and 17. No participant had a clinically significant 
score for either major depressive disorder or generalized 
anxiety disorder. On the Pediatric Quality of Life Inventory, 
emotional and school functioning were the most significantly 
affected categories, with median scores of 45/100 and 
50/100 respectively. On the KidCOPE checklist, 2 out of the 
3 participants scored less than 1, meaning they endorsed 
using more negative coping strategies than positive ones. In 
qualitative interviews, most participants endorsed significant 
emotional and functional effects of their illnesses on their 
everyday lives, corresponding with the domains indicated in 
the Pediatric Quality of Life Inventory. When presented with 
standard scenarios, most participants were more likely to use 
positive problem-based coping strategies when standing up for 
a friend to another peer. Additionally, participants were more 
likely to use maladaptive, avoidant behaviors when confronted 
with an authority figure.

Conclusion: This intervention is inexpensive and easy to 
administer. It uses improvisational theatre to teach healthy 
coping strategies to adolescents with chronic medical 
conditions. The pre-intervention assessment of participants 
in this pilot study indicates that this population is ideal for 
this intervention given the impact of their medical conditions 
on their everyday lives and their lack of utilization of positive 
coping strategies.

Introduction

Adolescents with chronic medical conditions (CMCs) are 
more likely to develop anxiety and depression than their peers 
without CMCs (1, 2). Research has shown that children with 
CMCs are more likely to have depressive symptoms as early 
as age 11 and to be diagnosed with anxiety by age 16. The 
number of depressive and anxious symptoms also increases 
with the number of CMC diagnoses in each patient (1). This 
increased risk may be due to maladaptive coping strategies (3). 
Additional risk factors for anxiety and depression in adolescents 
with CMCs are low self-esteem, peer problems, and emotional 
expression and regulation difficulties (4). This increased risk 
for anxiety and depression necessitates the development of a 
unique intervention strategy to help adolescents with CMCs.

The format of the intervention described here is based on 
integrative community therapy (ICT). ICT is a unique form 
of therapy that was developed to “integrate the knowledges 
developed by community members through their lived 
experiences” (5). Due to the peer interaction and sharing of 
local knowledge inherent in this type of practice, it is ideal for 
working with adolescents. Adolescent patients with CMCs 
value peer support as a fundamental aspect of their care (6). The 
most important aspect of peer support groups and mentoring 
relationships is having the opportunity to voice concerns and 
get advice (7, 8). Interventions with a peer support aspect 
have been shown to decrease anxiety and depression (9). 
Adolescents with CMCs clearly have a lot of local knowledge 
to share about disease management, and this knowledge has 
been shown to benefit others, making ICT an ideal format. ICT 
has also been shown to improve empowerment (10), which has 
in turn been shown to decrease anxiety, depression, perceived 
stress, and to improve disease outcomes (11).

The intervention described here also incorporates role-play. 
Whereas in traditional ICT, participants describe difficult 
situations they are struggling with, in this intervention, 
situations are discussed using role-play to increase anonymity. 
This is particularly important with this age group to increase 
openness and avoid embarrassment. Role-play interventions 
have been shown to have beneficial social emotional effects 
in both adults and children. In adults, role-play interventions 
increase people’s abilities to recognize and express emotions 
(12, 13), increase insightfulness (14), and decrease aggressive 
behavior (15). In children, such interventions increase prosocial 
behavior (16–18), decrease aggression (16), and reduce 
depression (19).

Although there is good evidence for the use of role-play 
interventions, there are several gaps in the way they are 
typically studied. These interventions are often not based on 
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any underlying psychological framework, making them difficult 
to replicate or adapt to a new population. They can lack fidelity, 
as there are multiple facilitators with various levels of training. 
These studies are also limited by small sample size, lack of 
statistical analysis, and lack of a control group. Additionally, 
many studies for role-play interventions do not utilize 
mixed methods evaluation with quantitative and qualitative 
components. Most interventions of this type are studied in 
homogenous populations of patients with the same condition.

This study addresses many of these gaps. This intervention 
is based on ICT, an existing therapeutic technique that has 
been studied, allowing for replication and adaptation to other 
patient populations. Fidelity will be ensured by a facilitator 
guide and training that have been specifically developed for this 
intervention. We plan to implement this intervention alongside 
a control group, using improvisation as usual. We will also be 
utilizing mixed methods evaluation with both quantitative and 
qualitative measures. Finally, this study is unique because it will 
follow a heterogenous population of adolescents with different 
CMCs.

In this intervention, role-play is used with 
an ICT framework to facilitate the transfer 
of peer-to-peer knowledge regarding 
emotional regulation and navigation of 
difficult social situations. The goal is that 
this will prevent anxiety and depression 
and increase disease-related quality 
of life by increasing knowledge and 
utilization of different coping strategies 
and increasing empathy. Here, we describe 
this intervention and the pre-intervention 
assessment undergone by participants 
in the pilot study. We have conducted a 
pre-intervention assessment of quality of 
life and knowledge and utilization of coping 
strategies with 3 adolescents with CMCs, 
and we concluded that this is an appropriate 
target population for this intervention.

Methods

This is a program pilot study with Geisinger 
Commonwealth School of Medicine and 
the Geisinger clinical enterprise. The 
institutional review board at Geisinger 
reviewed and approved this study (protocol 
number: 2022-0322). This study was 
conducted in accordance with institutional 
review board guidelines and the Helsinki 
Declaration.

Recruitment

Inclusion in this study required that 
patients self-identify as having a CMC, 
which we defined as an ongoing medical 
issue that affects the patient’s everyday 
life. Participants between the ages of 5 and 
17 were recruited, but the intervention is 
planned to be completed with the age group 
from which the first 3 people responded that 
were aged within 3 years of each other. This 

was done to be responsive to the needs of the community while 
preventing a large developmental gap between participants. 
Other requirements were to be able and willing to participate 
in improvisational theatre in spoken English, and to be able 
to understand and answer standard questionnaires used 
for evaluation in English. No exclusion criteria were defined. 
Participants were recruited from subspecialty offices, from 
electronic medical records, and from local high schools and 
middle schools.

Participants for this study were recruited from pediatric 
subspecialty offices in the Scranton and Wilkes-Barre areas 
using a poster hung in clinical areas and waiting rooms (Figure 
1). The poster invited participants to fill out a RedCap survey 
indicating their interest in the program and requesting their 
contact information. A medical student also sat in the waiting 
room of pediatric subspecialty clinics and invited patients to fill 
out the survey while they were waiting.

Electronic medical records were also used to recruit patients. 
Patient ages and contact information were obtained from 

Figure 1. Recruitment Poster. This poster was used to recruit participants from pediatric 
subspecialty offices, high schools, and middle schools.
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electronic medical records for patients that attended a 
Geisinger outpatient clinic within 50 miles of Scranton, Pa., 
prior to June 1, 2022, who were between the ages of 5 and 17, 
lived within 50 miles of Scranton, Pa., and had English listed as 
their primary language. Patients were not contacted if they did 
not have an acute or chronic problem listed in their problem 
list. Emails advertising the study were sent to both patient and 
parent/guardian emails listed in electronic medical record.

Lastly, posters were given to officials at local high schools 
and middle schools, including principals, assistant principals, 
counselors, nurses, and performing arts instructors to hang in 
student areas to elicit interest.

Intervention

This intervention consists of ten 90-minute sessions held once 
per week. The intension is to have two arms, one consisting of 
the intervention and one consisting of improvisation as usual, 
to account for the beneficial effects of participation in the 
arts. The inclusion of a control arm has been limited by lack of 
participants.

The structure of sessions within this intervention is based 
on the structure of ICT sessions. This structure, developed 
by Adalberto Barreto, MD, PhD (5), consists of five 
stages: Welcoming and Warming Up, Selecting a Theme, 
Contextualizing the Theme – Linking Suffering, Sharing of Local 
Knowledge, and Closing Ritual. We have adapted these stages 
to incorporate the element of role-play. This allows adolescents 
at a tender stage to have a layer of anonymity when sharing 
local knowledge. Instead of analyzing and providing advice for a 
situation that they have been in, we analyze and provide advice 
for a fictional scene, which elicits the same feeling as a situation 
that they have been in. The stages for this intervention are 
described in detail below.

Stage One: Welcoming and Warming Up: Participants are 
welcomed as they come into the room. There is some form 
of formal welcome when the entire group gathers, such as 
everyone sharing a piece of good news from their day. Warming 
up consists of doing 1 to 2 improvisation warmups and 1 to 2 
short-form games.

Stage Two: Selecting a Theme and Stage Three: 
Contextualizing the Theme – Linking Suffering: Stages 
two and three are performed together. Participants share 
either a specific story or they share a feeling that they’ve 
been experiencing lately. In ICT, the theme for the session 
is described as “the pebble in your shoe.” Themes for this 
intervention should be somehow related to living with a CMC 
or symptoms that participants experience. As themes are 
suggested, if they are a story, the facilitator translates them 
into a universal feeling so that they are more widely applicable 
to all the participants. The group then votes on the theme that 
resonates with the most members and most members would 
like to explore.

Stage Four: Intervention Scenes and Stage Five: Sharing Local 
Knowledge: Stage four is specific to this intervention and does 
not occur in traditional ICT. Instead of analyzing one specific 
person’s story, as is done in ICT, groups of about 4–5 people 
create an improvisation scene based on the chosen theme. The 
groups are given 5–10 minutes to discuss and prepare their 
scenes before performing them. Group leaders then facilitate 

an analysis of those scenes according to a standardized scene 
analysis guide (Figure 2). The analysis is considered stage five. 
The guide also provides an opportunity for participants to 
share their local knowledge if they have gone through a similar 
experience as one of the characters.

Stage Six: Closing Ritual: At least 10 minutes at the end of 
the group is reserved for a closing, and it is done the same way 
every time. One possible closing is “Wow, Pluses, and Deltas,” 
in which participants share one thing that they learned or an 
insight they had (wow), what people did well either regarding 
acting or analyzing scenes (pluses), and what the group or 
individuals could improve for next time (deltas).

Evaluation

Participants will complete an evaluation assessment at 
the beginning of the intervention, immediately following 
the intervention, then 6 months and 12 months after the 
intervention. Each evaluation utilizes both quantitative and 
qualitative methods.

Quantitative Measures

Participants are assessed for major depressive disorder and 
generalized anxiety disorder using the Revised Children’s 
Anxiety Depression Scale (RCADS). This is a validated self-
report tool consisting of 47 scaled items, which can be scored 
according to unique subscales for specific disorders (20).

The Pediatric Quality of Life Inventory (PedsQL) is being  
used to assess patients’ disease-related quality of life. This 
validated self-report tool consists of 23 items covering the 
domains of physical, emotional, social, and school functioning 
(21). Median measures of this tool are reported due to the 
nonparametric distribution of the results because of the low 
number of participants.

Knowledge and utilization of coping strategies are being 
evaluated using the KidCOPE checklist. Although this is not 
a validated questionnaire, it has been a widely used research 
instrument since its development in 1988. The instrument 
asks respondents to consider a difficult situation they had to 
cope with and reflect on how often they utilized each of 10 
coping strategies, assigning a possible score of 0–3, and how 
effective each one was, assigning a possible score of 0–4 (22). 
The KidCOPE score is reported as the sum of the frequency 
of utilization of each strategy multiplied by its effectiveness, 
resulting in a maximum possible score of 120. We also report 
the ratio of positive to negative coping strategies used, which 
was calculated by summing the frequency of utilization of each 
positive coping strategy divided by the sum of the frequency of 
utilization of each negative coping strategy.

Additional Instruments

During the pre-intervention assessment, participants were 
also asked to fill out the Pediatric Adverse Childhood Events 
(ACE) and Related Life Events Screener (PEARLS) (23), a 
demographics form, and the Ask Suicide-Screening questions 
(24). ACE scores and demographic information were collected 
to assess for confounding effects, and the Ask Suicide-Screening 
questions were asked after qualitative interview to assess 
safety since sensitive topics were discussed, such as chronic 
disease, quality of life, and bullying.
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Figure 2. Facilitator Scene Analysis Guide. These questions are used by the facilitator to lead a discussion of the intervention scenes to analyze 
coping strategies and share local knowledge.
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Qualitative Measures

Semi-structured qualitative interviews were conducted and 
coded using modified grounded technique. Interviews were 
conducted one-on-one with a study team member via Zoom or 
phone, and they were transcribed verbatim. Two study team 
members generated the codebook from the data and coded the 
interviews. Disagreements in coding were discussed, and the 
codebook was modified in an iterative process until all coding 
was unanimous.

Interview topics included the participants’ feelings about the 
intervention, their CMC journey and quality of life, and some 
specific scenarios and how the participant would cope with 
them. The specific scenarios involved a peer-to-peer interaction 
antagonistic toward the participant, a peer-to-peer interaction 
antagonistic toward the participant’s friend, and an interaction 
with an authority figure (Table 1). Whereas for the KidCOPE 
instrument, the participant thought of a stressor they recently 
experienced, the purpose of these questions was to ascertain 
what coping strategies the participant would use in standard 
scenarios with various social dynamics that would be consistent 
between participants and over time.

Results

Recruitment

A total of 12 unique responses were collected from the RedCap 
participant interest survey. The average age of respondents 
was 11, with most being from the 15–17 age group (Figure 
3). The majority of respondents were either lost to follow-up, 
not interested in the intervention, or did not have a CMC. 
Of the 12 respondents, 3 were interested in and available to 
participate in the program, met the inclusion criteria, and were 
aged within 3 years of each other. Pre-intervention assessments 
were completed with these 3 participants, and the results are 
discussed below.

Summary Statistics

All 3 participants are female, age 15–17. Two suffer from CMCs 
involving mental health, while one has a condition involving 
physical health. The median age at CMC onset was 11 years of 
age, and the median length of time living with the condition is  
7 years. 

Pre-Intervention Quantitative Findings

RCADS scores were not clinically significant for generalized 
anxiety disorder or major depressive disorder. Scores were 
recorded for comparison post-intervention.

The PedsQL revealed moderate amounts of dysfunction in the 
emotional and school functioning domains, while physical and 
social functioning were less affected (Table 2). This corresponds 
with the qualitative interview findings, discussed below. The 
participant with a CMC affecting physical health did endorse 
a worse quality of life in the physical health category, perhaps 
unsurprisingly, but for privacy, individual results are not 
reported here.

The median score on the KidCOPE checklist was 34. Although 
the maximum possible score of this measure is 120, it is not a 
realistic score because the instrument includes both positive 
and negative comping strategies. If all positive coping strategies 

Table 1. Interview Guide Standard Scenarios. This table describes 
standard scenarios with various social dynamics described in 
participant interviews to elicit coping strategies participants would 
use in scenarios that will remain consistent between participants and 
over time.

Figure 3. Number of Survey Respondents from Each Age Group. 
This figure shows the frequency of the ages recorded in each survey 
response. The responses are aggregated in groups of ages within 3 
years of each other because that is who would be eligible to complete 
the program together, and individual responses are not reported  
for privacy.

Table 2. Results of the Pediatric Quality of Life Inventory. This table 
shows the median scores of the 3 participants recruited for the 
pilot study on the Pediatric Quality of Life Inventory. A higher score 
indicates a better quality of life.

Domain Median Score

Physical 84.38

Emotional 45

Social 65

School 50

Social dynamic Interview question

Peer-to-peer interaction 
antagonistic toward the 
patient

You are standing outside on the 
playground and someone in your class 
comes up to you and says your shoes are 
ugly. What are your thoughts about this 
situation? What do you do?

Peer-to-peer interaction 
antagonistic toward the 
particpant's friend

You are getting your coat after class and 
you're standing next to your best friend. 
Someone comes over and accuses your 
friend of stealing their favorite pencil 
case out of their desk. What are your 
thoughts about this situation? What 
would you do?

Interaction with an 
authority figure

You are sitting at your desk quietly doing 
work and you drop your pencil. You get 
up to get it, and your teacher yells at you 
for getting up while people are supposed 
to be quietly working. What are your 
thoughts and what do you do?

Number of Survey Respondents from Each Age Group
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assessed were endorsed with the maximum possible frequency 
and effectiveness, and no negative coping strategies were 
endorsed, the score would be 40. We will be evaluating for an 
increase in this overall score after the intervention. To provide a 
score that more accurately reflects positive and negative coping 
strategies used, we assessed the ratio of positive to negative 
coping strategies endorsed. Two out of the 3 participants had 
a score less than 1, indicating that they use negative coping 
strategies more often than positive ones.

All 3 participants endorsed using emotional regulation and 
problem-solving coping strategies (Table 3) infrequently, with 
no one endorsing a 0 (not at all) or 3 (almost all the time) for 
frequency on either of these list items. Increasing use of these 
specific strategies is one of the goals of this intervention.

Pre-Intervention Qualitative Findings

Participants expressed excitement for the activities of 
the intervention as they pertained to doing theatre, some 
connecting the intervention to previous positive experiences 
they had doing theatre in the past. In addition to excitement 
for the activities of the intervention, participants anticipated 
unintended benefits of the intervention, such as practice with 
public speaking and making friends.

When asked about their CMCs, participants described knowing 
about the condition long before they were able to obtain a 
formal diagnosis. Participants used phrases like, “As far back 
as I can remember...” or “I’ve always felt...” This led to complex 
feelings when a diagnosis was obtained. As one participant 
described, “At first I would say it was definitely a big relief, but it 
was also like pretty scary because we had never heard of it...”

Participants described ways in which their conditions affect 
their everyday lives both emotionally, by affecting their 
emotional outlook, and functionally, by affecting their ability to 
live life the way they want to. From an emotional aspect, one 
participant said, “I feel really alone, like I’m the only person in 
the world who has it even though I know that other people have 
it.” Functionally, participants made comments like, “It’s, like, hard 
to leave the house sometimes.” These themes correspond to the 
PedsQL results, in which the most affected domains across the 
board were emotional and school functioning (Table 2).

Although participants discussed ways in which their conditions 
affect their everyday lives, typically negatively, an unexpected 
theme that emerged was strengths that participants feel they 
have in navigating their conditions. Participants described 

strengths such as participating in school-based programs, 
having the right medications, and having a good medical team. 
One participant said, “And so it took almost 5 years to really find 
a good medical team, so I would say in that point of view I am in 
the best, like, team and, like, treatment-wise as I have been.”

We assessed participants’ baseline knowledge of coping 
strategies at the start of the intervention both explicitly, by 
asking what coping strategies they were aware of, and implicitly, 
by presenting participants with scenarios and asking what they 
would do in those situations. Coping strategies were grouped by 
study team members as problem-based (attempting to address 
the source of stress), emotion-based (attempting to adapt to the 
source of stress), or avoidant (attempting to ignore the source 
of stress) (3).

When asked explicitly about coping strategies, participants 
only named emotion-based strategies and did not name any 
problem-based strategies. When asked implicitly, they named 
more problem-based strategies, but did not recognize them  
as “coping strategies.” The most frequently named emotion-
based coping strategy when asked explicitly was breathing 
techniques. One participant also endorsed using music and  
art for emotional regulation.

When asked about coping strategies implicitly, participants 
exclusively endorsed problem-based or avoidant coping 
strategies. In addition to identifying what participants would do, 
we tried to elicit their thought process. Themes identified in the 
scenarios portion of the interview are described in Table 4.

Coping strategy List item

Emotional regulation Tried to calm myself by talking to myself, 
praying, taking a walk or just trying to 
relax

Problem-solving I thought of ways to solve the problem; 
talked to others to get more facts and 
information about the problem and/or 
tried to actually solve the problem.

Table 3. KidCOPE Checklist Items Being Specifically Evaluated. This 
table shows list items on the KidCOPE Checklist that this intervention 
is specifically targeting for increased utilization. Please note that on 
the instrument itself, only the list items are shown, not what coping 
strategy they indicate.

Table 4. Interview Themes Identified in Standard Scenarios. This table 
describes themes that were identified in participant responses to the 
standard scenarios described in Table 1.

Interview Code Description

Utilization of coping 
strategies

Naming coping strategies or avoidant 
behaviors that participants have used or 
would use during conflict

Emotion-based Participant describes coping strategies 
they have used or would use to regulate 
their emotions and that do not actively try 
to control the stressor (they do not have 
to identify the coping strategy or even be 
aware that it is a strategy)

Problem-based Participant describes coping strategies 
they have used or would use to actively try 
to control the stressor (they do not have 
to identify the coping strategy or even be 
aware that it is a strategy)

Avoidant Participant describes a time that they either 
have or would avoid a stressor so they 
wouldn't have to cope with it

Awareness of other 
people's perspectives 
vs. Internalization

Any awareness or lack thereof that 
participants have of other people having 
different perspectives from them

Internalization 
of other people's 
opinions

Any time a participant allows another 
person's opinion to affect their opinion of 
themselves, or their emotional well-being

Recognition of the 
separateness of other 
people's opinions

Any time a participant recognizes that 
someone has a different opinion than them, 
but does not allow that to affect them
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For the first peer-to-peer interaction scenario (Table 1), 
most participants internalized the comments made by their 
peer and allowed it to affect their emotional well-being. 
Although participants were able to identify problem-based 
coping strategies that they could use in that situation, such as 
confronting the peer or telling a teacher, most stated that they 
would not take this action or would take action to escape the 
situation but that it would continue to affect them after leaving. 
In the second peer-to-peer interaction (Table 1), all participants 
were able to recognize that the antagonist had a different 
opinion from them without allowing it to affect their opinions  
or emotional well-being. All participants endorsed that they 
would employ a problem-based coping strategy, stating that 
they would listen to both sides of the story and try to act as  
a mediator.

In the interaction with an authority figure (Table 1), participants 
endorsed avoidant coping behaviors and internalizing thoughts. 
Participants stated that even though they realized the teacher 
was wrong to yell at them, they would not feel comfortable 
challenging an authority figure. The interaction would also affect 
their emotional well-being after it was over.

Discussion

These results demonstrate that adolescents with CMCs is 
an appropriate target population for this intervention, given 
the effect of their condition on their emotional and school 
functioning, their use of mostly negative coping strategies,  
their internalization of others’ opinions, and their use of 
avoidant coping behaviors. The intervention is well-received  
by this population, who anticipate both intended and 
unintended benefits.

Quantitative analysis with RCADS revealed that these 
participants did not suffer from generalized anxiety disorder 
or major depressive disorder. If participants’ scores were 
compared to those without CMCs, it’s possible their individual 
scores may have been higher, but none reached a clinically 
diagnosable threshold. These scores also do not account for any 
current treatment for anxiety and depression being undertaken 
by participants, if any exists. Literature on the increased risk of 
anxiety and depression in those with CMCs faults maladaptive 
coping strategies, so we are hopeful that this intervention will 
decrease subclinical scores of depression and anxiety symptoms 
and/or prevent an increase in scores to a clinically significant 
level post-intervention.

Based on the PedsQL, quality of life was most severely affected 
in the emotional and school functioning domains. This makes 
sense, as 2 out of the 3 participants had disorders affecting their 
mental health. However, all participants had moderate distress 
in emotional functioning, demonstrating that even conditions 
affecting physical health affect emotional functioning. 
Additionally, all participants showed moderate distress in school 
functioning. During the interview, it was revealed that both 
mental health conditions and physical health conditions had 
functional effects on quality of life, preventing participants from 
doing activities they wanted to do. This supports the assertion 
in the literature that emotion-based coping techniques are most 
effective in adolescents with CMCs. Problem-based coping 
strategies may not be effective or appropriate in the face of a 
condition that cannot be changed, however, effective emotional 

regulation is important to deal with these challenges (3). 
Therefore, post-intervention, we hope to see an increase in the 
emotional quality of life of participants. It is also possible that 
we may see an increase in school functioning quality of life since 
mental health issues affect that domain in some participants, 
and it may be directly improved. Alternatively, if participants 
want to do some activities, perhaps this intervention will give 
them confidence for self-advocacy so that they can participate 
in activities in an alternative way or with accommodations.

Knowledge and utilization of coping strategies were limited 
in this population pre-intervention. The KidCOPE scores 
revealed that participants endorsed using more negative coping 
strategies than positive ones, and although they all endorsed 
using the individual list items for emotional regulation and 
problem-solving techniques, no one endorsed them with the 
maximum frequency or efficacy. Paired with the qualitative 
interview responses, it seems that participants are not explicitly 
aware of a large variety of coping strategies that span both the 
emotion-based and problem-based domains. Even when they 
are aware of them, they may not have the self-efficacy to employ 
them in difficult situations.

During the qualitative interview, participants showed a pattern 
of internalizing other people’s opinions of them by both peers 
and authority figures. Participants made comments such as, 
“I’d probably get really anxious,” suggesting that they would 
undergo a fight-or-flight response that may prevent higher-
level cognitive analysis of the situation and analysis of options 
for action in the moment. This led to the use of avoidant coping 
behaviors in most of these situations. Interestingly, when 
participants were standing up for a friend to a peer, this fight-or-
flight response did not seem to be present, and all participants 
were able to recognize that the antagonist in those situations 
had a different opinion from them without allowing it to affect 
them. This allowed all participants to employ a problem-based, 
rather than an avoidant coping behavior in this scenario. Our 
goal is to increase emotional regulation in participants, allowing 
them to analyze all options for action in all situations, and act on 
the best option.

This study describes an inexpensive intervention, that can 
be employed with limited time and resources, and has the 
potential to increase effective knowledge and utilization of 
coping strategies among adolescents with CMCs. The ultimate 
goal is to decrease development of anxiety and depression 
in this population. This study employs both quantitative and 
qualitative evaluation techniques, a standardized intervention 
protocol, and a long follow-up period. Weaknesses of this 
study are the small sample size and lack of a control group. We 
hope that based on the enjoyment of participants in this pilot 
study, information about this program may spread, and enough 
participants for a control group will be available in the future. 
This pilot study will serve as proof of concept for the anticipated 
effects of this intervention.

Adolescents with CMCs are an appropriate audience to teach 
effective coping strategies with a role-play intervention based 
on ICT with an added element of role-play. Future research 
will hopefully demonstrate that this teaching is effective and 
prevents anxiety and depression in this population.

          99



Evaluating the Use of Theatre to Decrease Depression and Anxiety Among Adolescents with Chronic Medical Conditions

Acknowledgments

Special thanks to Justine Andrews, LPC, NCC, Erin Joyce, MA, 
and Brittney Tunilo, LPC, who were very helpful in the design of 
this research and in providing advice along the way.

Disclosures 

The authors of this work have no conflicts of interest to disclose. 
This research was generously supported by a Student Research 
Award and funds from the Summer Research Immersion 
Program from the Office of Research and Scholarship at 
Geisinger Commonwealth School of Medicine.

References

1.	 Jones LC, Mrug S, Elliott MN, Toomey SL, Tortolero S, 
Schuster MA. Chronic Physical Health Conditions and 
Emotional Problems From Early Adolescence Through 
Midadolescence. Acad Pediatr. 2017;17(6):649-55.

2.	 Cobham VE, Hickling A, Kimball H, Thomas HJ, Scott JG, 
Middeldorp CM. Systematic Review: Anxiety in Children 
and Adolescents With Chronic Medical Conditions. J Am 
Acad Child Adolesc Psychiatry. 2020;59(5):595-618.

3.	 Compas BE, Jaser SS, Dunn MJ, Rodriguez EM. Coping 
with chronic illness in childhood and adolescence. Annu Rev 
Clin Psychol. 2012;8:455-80.

4.	 Lacomba-Trejo L, Valero-Moreno S, Montoya-Castilla I, 
Perez-Marin M. Psychosocial Factors and Chronic Illness 
as Predictors for Anxiety and Depression in Adolescence. 
Front Psychol. 2020;11:568941.

5.	 Barreto A, Grandesso M. Community therapy: A 
participatory response to psychic misery. The International 
Journal of Narrative Therapy and Community Work. 2010;4:9.

6.	 Bomba F, Herrmann-Garitz C, Schmidt J, Schmidt S, 
Thyen U. An assessment of the experiences and needs 
of adolescents with chronic conditions in transitional 
care: a qualitative study to develop a patient education 
programme. Health Soc Care Community. 2017;25(2):652-66.

7.	 Kohut AS, Stinson J, Forgeron P, van Wyk M, Harris L, Luca 
S. A qualitative content analysis of peer mentoring video 
calls in adolescents with chronic illness. J Health Psychol. 
2018;23(6):788-99.

8.	 Stinson J, Ahola Kohut S, Forgeron P, Amaria K, Bell 
M, Kaufman M, et al. The iPeer2Peer Program: a 
pilot randomized controlled trial in adolescents with 
Juvenile Idiopathic Arthritis. Pediatr Rheumatol Online J. 
2016;14(1):48.

9.	 Mohamadpour F, Nurallah, Mohamadi. Effectiveness 
of Online Compassion-Focused Group Therapy on 
Depression, Anxiety and Chronic Fatigue Severity of 
Multiple Sclerosis in Female Patients. International Journal 
of Applied Behavioral Sciences. 2021;8(2):46-56.

10.	 Miranda NA, Berardinelli LM, Saboia VM, Brito ID, Santos 
RD. Interdisciplinary care praxis in groups of people living 
with fibromyalgia. Rev Bras Enferm. 2016;69(6):1115-23.

11.	 Weigensberg MJ, Vigen C, Sequeira P, Spruijt-Metz D, 
Juarez M, Florindez D, et al. Diabetes Empowerment 
Council: Integrative Pilot Intervention for Transitioning 
Young Adults With Type 1 Diabetes. Glob Adv Health Med. 
2018;7:2164956118761808.

12.	 Feniger-Schaal R, Orkibi H. Integrative systematic review 
of drama therapy intervention research. Psychology of 
Aesthetics, Creativity, and the Arts. 2020;14(1):68-80.

13.	 Doomen L. The effectiveness of schema focused drama 
therapy for cluster C personality disorders: An exploratory 
study. The Arts in Psychotherapy. 2018;61:66-76.

14.	 Feniger-Schaal R, Koren-Karie N. Using Drama Therapy to 
Enhance Maternal Insightfulness and Reduce Children's 
Behavior Problems. Front Psychol. 2020;11:586630.

15.	 Blacker J, Watson A, Beech AR. A combined drama-based 
and CBT approach to working with self-reported anger 
aggression. Crim Behav Ment Health. 2008;18(2):129-37.

16.	 Kõiv K, Kaudne L. Impact of Integrated Arts Therapy: An 
Intervention Program for Young Female Offenders in 
Correctional Institution. Psychology. 2015;06(01):1-9.

17.	 Joronen K, Hakamies A, Astedt-Kurki P. Children's 
experiences of a drama programme in social and emotional 
learning. Scand J Caring Sci. 2011;25(4):671-8.

18.	 Daykin N, Orme J, Evans D, Salmon D, McEachran M, 
Brain S. The impact of participation in performing arts on 
adolescent health and behaviour: a systematic review of 
the literature. J Health Psychol. 2008;13(2):251-64.

19.	 Butler L, Miezitis S, Friedman R, E. C. The effect of two 
school-based intervention programs on depressive 
symptoms in preadolescents. American Educational Research 
Journal. 1980;17(Spring):111-9.

20.	 Chorpito BF, Yim L, Moffitt C, Umemoto LA, Francis 
SE. Assessment of symptoms of DSM-IV anxiety and 
depression in children: A revised child anxiety and 
depression scale. Behaviour Research and Therapy. 
2000;38:835-55.

21.	 Varni J, Seid M, Kurtin P. PedsQL 4.0: Reliability and validity 
of the Pediatric Quality of Life Inventory version 4.0 
generic core scales in healthy and patient populations. Med 
Care. 2001;39(8):800-12.

22.	 Spirito A, Stark LJ, Williams C. Development of a Brief 
Coping Checklist for Use with Pediatric Populations. 
Journal of Pediatric Psychology. 1988;13(4):555-74.

23.	 Felitti VJ, Anda RF, Nordenberg D, Williamson DF, Spitz 
AM, Edwards V, et al. Relationship of childhood abuse and 
household dysfunction to many of the leading causes of 
death in adults. The Adverse Childhood Experiences (ACE) 
Study. Am J Prev Med. 1998;14(4):245-58.

24.	 Aguinaldo LD, Sullivant S, Lanzillo EC, Ross A, He JP, 
Bradley-Ewing A, et al. Validation of the ask suicide-
screening questions (ASQ) with youth in outpatient 
specialty and primary care clinics. Gen Hosp Psychiatry. 
2021;68:52-8.

100


