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Final Goals and Objectives 

Goal #1- To increase understanding on how therapeutic play is able to best support the development of children with tracheostomies and/or vents [T/V].  
Objective 1: I will observe Lauren in her developmental assessments and play interactions with patients, dependent on T/V and their families in the MICU. 
Objective 2: I will identify forms of play which offer normalization, coping, and comfort to patients with T/V and reflect on how these interventions supported children and families, within my journal. 
Objective 3: I will engage (3-5) children with T/V in play, based on assessment of needs/goals and will “chart” on these interactions in a practice document within my goals binder. 

Goal #2- To understand the VCUG procedure and why it is performed. 
Objective 1: I will create a list of the (4) most common diagnoses observed within the Boston Children's Hospital Fluoroscopy department that may lead to a child needing a VCUG. 
Objective 2: I will create a chart, organized by age range, physical, and developmental considerations, to understand how these factors impact a patient’s coping with the VCUG procedure. 
Objective 3: I will use this knowledge to effectively support (1) school age, (1) toddler, (1) infant caregiver(s) preparing for a VCUG and record these interactions in my journals.  

Goal #3- To research the connections and opportunities for collaboration between the fields of Child Life and Dance/Movement Therapy [DMT]. 
Objective 1: I will perform an article review to identify relevant literature about the use of dance/movement therapy in meeting child life goals such as developmental milestones, coping, and distraction. 
Objective 2: I will communicate with (2) Dance Movement Therapists to identify how they support patients and families in their practice and the potential for collaboration with Child Life. 
Objective 3: I will gauge staff interest on the subject via email outreach and share my findings using presentation tools. 












[bookmark: G1]Goal #1- To increase understanding on how therapeutic play is able to best support the development of children with tracheostomies and/or vents [T/V].  
[bookmark: G1O1]Objective 1: I will observe Lauren in her developmental assessments and play interactions with patients, dependent on T/V and their families in the MICU. 
· Just as the medical needs which require patients to depend upon tracheostomies and ventilators remain largely multifaceted and unique, the interventions and approaches of play for each T/V patient should be broached in similarly, individualized manners. The T/V often indicates that a child may have experienced difficulties with respiration. This may indicate numerous past or present experiences with the hospital setting, which can provide insights about the social and emotional state. Developmentally, the T/V can also impact abilities for socialization and communication which should also be taken into consideration when formatting relevant play and expressive opportunities for the patient. 

[bookmark: G1O2]Objective 2: I will identify forms of play which offer normalization, coping, and comfort to patients with T/V and reflect on how these interventions supported children and families, within my journal. 
· The following journal entries all include instances of interactions with patients with T/V in the Medical Intensive Care Unit. Journals may not specify patient’s T/V status if it is not relevant in my assessment. These interventions were supervised or determined relevant through observation and discussion with my supervisor, Lauren Dulude and through interactions with caregivers and medical staff, and relevant chart reviews. 


· Journal Week 5
· On Tuesday, Lauren and I were referred by a bedside nurse for a visit with a “frequent flier” patient experiencing increased agitation since their admission. This patient is 20 months old and has recently transitioned to living at Franciscan’s but has been having difficulty with feeds, respiration, and skin rashes. Upon entering the room, we noticed that the patient was kicking, trying to self soothe with her hands in her mouth, and crying intermittently. After this assessment, I gathered a glowing aquarium, teether, and kick gym for her to best meet developmental milestones and needs for coping. This patient is firmly established in the sensorimotor stage of development and using visual distraction with glowing lights and stimulation through oral soothing and opportunities for reaching and kicking she can explore her environment through the use of her senses. Lauren and I provided soft touch and gentle crib rocking to help decrease agitation and with this, the patient was observed to reduce the frequency of her crying spells and find more periods of stillness. I checked in on this patient, by myself, later in the week and was excited to find her playfully engaging with the kick gym and closer to her baseline of smiles and laughter. Using music and hand over hand play, I was able to engage in auditory and physically stimulating play that emphasized call and response, allowing her to initiate the play with more autonomy and interaction than in days prior. 

· Journal Week 9
· On Tuesday in the MICU, I joined CCLS Kristen Hildreth for her interventions of medical play and distraction with a patient having her port accessed. I had previously interacted with this patient, a 4-year-old, dependent on a tracheostomy, who had presented to the hospital following respiratory distress and needing transfer from an out of state hospital. Due to her trach, this patient is difficult to understand at times, but is developmentally appropriate for the preschool stage and loves engaging in play through singing, reading books, and coloring. Based on her prior hospitalizations and the preschool conceptualization of medical care, such as fears of bodily harm and lack of physical autonomy, Kristen suggested we utilize a port teddy bear to act out the procedure and help prepare for the accessing. 
· When beginning the intervention, the patient was playful and open to our dialogue about the upcoming port accessing. Since we had received advanced notice about the care from her bedside nurse, I made a point to engage her in play a few minutes prior and utilize concrete language saying, “first books, then bear, then your turn.” While she did try to delay at a few points, once we offered the medical supplies, the patient began cleaning her bear’s port just as she had seen in her previous procedures. She very gently cleaned the access “button,” applied numbing lotion, and placed a sticker on top. Although these were not the exact same steps as her procedure, having control of the materials helped diminish misconceptions about their use. During the patient’s accessing, we utilized the bear as a comfort item, along with the iPad as a distraction technique. For points at which she needed to be still, I engaged with the iPad to “play” for her. Despite a brief period of upset in response to the poke, the patient quickly returned to her playful/social baseline and continued playing with the iPad just as she had been prior.  Following the procedure, the patient's bedside nurse reflected that this port accessing went smoother than any had before child life intervention. It was so exciting to see how the process of preparation and distraction benefited both the child’s coping and comfort and helped to support the clinical staff in performing the procedure.

[bookmark: G1O3]Objective 3: I will engage (3-5) children with T/V in play, based on assessment of needs/goals and will “chart” on these interactions in a practice document within my goals binder. 
· Each of these practice patient chart notes involves the engagement of a patient dependent on a trach and/or vent. These notes may not specify such medical needs if it is not relevant in my assessment or intervention. All practice chart notes have been reviewed by Certified Child Life Specialist, Lauren Dulude. 
· BS8: This Child Life Specialist [CLS] and Child Life Intern [CLI] met with the patient following a referral by bedside nurse. Patient was observed sitting up in her crib, watching Frozen on her TV, engaging with bedside nurse. Patient was intermittently frustrated by the welcome band and tracheostomy mist but responded well to redirection.  This CLI provided patient pretend play, reading, and positive touch at the bedside to support the patient's needs of social support, comfort, and normalization. Patient responded throughout play with one-word answers, short phrases, and utilized gesturing to establish choices. In the future, this patient may benefit from medical play. This CLI provided a medical kit and additional books at the bedside to assist in further opportunities for play. No further child life needs were expressed at this time. Child Life services will continue to follow this patient for a remainder of their time on 11S.
· BS 14: This Child Life Specialist [CCLS] performed a routine check in on patient today based on prior benefit of CLS engagement. Upon arrival, the patient was observed to be fussy and pulling at tubing with nurse at bedside. This CLS began to engage patient using gentle touch, shaker toys, and mirror play. Patient was observed to track colorful and reflective objects well with the use of her left eye and benefitted from sensory engagement such as tickling or visual stimulation. Patient’s affect returned to a normal, playful baseline through this engagement and showed signs of positive mood such as smiling and increased eye contact. Patient was given a play gym to maintain play engagement as CLS closed the encounter. This CLS will continue to support this patient during the duration of their stay on 11S and child life should be utilized in times of patient distress or dysregulation.
· BS1: This Child Life Intern [CLI] met with patient following a referral by bedside nurse. Upon entry, patient was observed in bed, alert and awake, intermittently vocalizing with tongue clicks and “kissing” sounds. This CLI provided developmentally appropriate light up, musical items and a mirror to provide sensory stimulation and support coping. Patient benefitted from opportunities for hand over hand play and auditory engagement as observed through patient’s smiling and successfully accessing musical toys. Child Life Services will continue to follow this patient for the duration of their stay on 11S.
· BS4: This Child Life Intern [CLI] engaged with patient to provide procedural support following a referral by bedside nurse. Per RN and CCLS, patient been experiencing instances of upset and agitation during these procedures in the day’s prior. Upon entry, patient was observed awake and alert in his crib, with bedside nurse preparing for routine trach tie change. This CLI engaged with the patient using light up and musical toys, positive touch, and an iPad to provide distraction and comfort. Patient benefitted from opportunities for visual stimulation throughout the procedure to help shift his gaze as needed. Child life can be contacted to support this patient during future procedures to help prevent dysregulation. Child Life Services will continue to follow this patient for the duration of their stay on 11S.








[bookmark: G2]Goal #2- To understand the VCUG procedure and why it is performed. 
[bookmark: G2O1]Objective 1: I will create a list of the (4) most common diagnoses observed within the Boston Children's Hospital Fluoroscopy department that may lead to a child needing a VCUG. 
· The diagnoses below have been compiled using patient chart reviews as they present for VCUG procedures. Definitions were compiled using BCH medical library resources, staff insights, and educational materials provided by my supervisor. 
· Vesicoureteral Reflux [VUR]- condition onset at birth in which some of the urine flows in the wrong direction after entering the bladder 
· Febrile UTI- bacterial urinary tract infection, often concurrent with fever, children experiencing multiple UTIs may have VUR
· Myelodysplasia (also known as Spina Bifida)- abnormal development of the backbones, spinal cord, surrounding nerves, and fluid filled sac that surrounds the spinal cord, leads to a weakening of development in lower extremities and long-term dysfunction in kidneys and ureters
· Congenital Hydronephrosis- a condition in which children are born with a build-up of urine in their kidneys, this diagnosis can be divided into three groups based on their causes 
· Blockage of the Urinary Tract 
· Urine flowing upward from the bladder back to the urine and kidneys, also known as VUR
· Delayed development of ureters in utero 

[bookmark: G2O2]Objective 2: I will create a chart, organized by age range, physical, and developmental considerations, to understand how these factors may impact a patient coping with the VCUG procedure. 
· The chart below includes a list of physical and developmental considerations for the VCUG exam and the ways in which these concerns are addressed by child life staff. The following is a non-exhaustive resource, as all children and families are unique in their presentations and needs. However, the considerations and interventions below, include those most often observed by me, during my internship within the Boston Children’s Hospital Radiology department. 
	Age
	Physical 
Considerations
	Developmental Considerations

	Infant
	· Overstimulation in the exam room 
· Dim lights and set up developmentally appropriate items 
· Discomfort of having to lie flat 
· Limit time on the table as much as possible!
· Difficulty with new sensations 
· EX: Cold feeling of washing or Tape pulling 
· Sweetie’s/ Glucose may be used during these periods of upset
· Most effective for 1mo-5mo period 
· Frustration with limited mobility 
· Encourage caregiver involvement through “hug” or holding infant’s hands 
	· May cry at the sight of strangers or due to the changing environments
· Stress over separation from caregiver
· Allow for the maximum amount of time in the caregiver's arms as possible!
·  May show pleasure or pain by making noises
· Important to ask caregivers questions about how their infant copes or expresses emotions 
· Difficulty in adjusting to disrupted routines


	Toddler
	· Overstimulation in the exam room 
· Having play materials on the exam table when children arrive helps focus attention/ makes environment feel “less scary”
· Allow for environmental exploration
· Discomfort of having to lie flat
· Limit time on the table as much as possible!
· Frustration with limited mobility 
· Encourage caregiver involvement through “hug” or holding hands 
· Toys/Distraction can be used at the head of the bed to promote proper positioning 
· Discomfort at feeling of full bladder/ having to urinate on the exam table 
· Ask caregivers about child’s bathroom habits at home 
· Set expectations prior 
· Validate Feelings 
	· Nervous around strangers and in new environments
· Building a quick rapport is crucial 
· Separation anxiety from parents and a fear of being abandoned
· Allow for the maximum amount of with caregiver's as possible
· Repetition and reminders that caregivers are nearby and will stay close 
· Fear of losing control and autonomy
· Allow for choices whenever possible 
· Ex: do you want to play a game or watch a video?
· Resistant to losing routines and rituals
· Tantrums and protest common
· Destimulate when the environment becomes heightened 
· One Voice

	Preschool
	· Frustration with limited mobility/ being touched 
· Utilize preferred distraction methods
· Clear up misconceptions about the test prior 
· Set realistic expectations 
· Ex: “We need to try and keep our legs still but sometimes we need help and my friend — can hold them for us” 
· Discomfort at feeling of full bladder/ having to urinate on the exam table 
· Ask caregivers about child’s bathroom habits at home 
· Set expectations prior 
· Validate Feelings 
	· Fear of bodily injury or harm
· Clear up misconceptions prior 
· Ex: This is a big camera; it will come to close to your body but will not touch you 
· Provide positive reinforcement throughout 
· Difficulty in losing control and new gained autonomy
· Offer choices whenever possible 
· Use the child as a resource about their preferences/ habits
· Misconceptions arise from the inability to distinguish reality and fantasy
· Allow for environmental exploration
· Play materials present as they enter the room 
· Nervous around strangers and in unfamiliar environments
· Building a quick rapport is crucial 


	School-Age
	· Frustration with limited mobility/ being touched 
· Utilize preferred distraction methods
· Clear up misconceptions about the test prior 
· Set realistic expectations 
· Discomfort at feeling of full bladder/ having to urinate on the exam table 
· Set expectations prior 
· Validate Feelings of upset 
· Fear of intrusive procedures, especially in the genital area
· Mirror parent’s language 
· Step-by-Step process 
· Ex: First we’re going to do some soft washing in the spot where your pee comes out 
	· Anxiety and question about the unknown 
· Ask the child what they already know about the exam and fill in gaps from there 
· Concerns about pain or bodily mutilation
· Emphasize what we know and leave room for child’s perspective 
· Ex: Most kids tell us this part feels weird or cold, but you can let me know how it feels for you 
· Allow for exploration of environment 
· Provide choices to look during exam or engage in distractions 
· Difficulty in losing control
· Validate feelings of upset 
· Destimulate environment during heightened periods of upset/agitation 
· Emphasize the choices that they do have
· Discomfort in being exposed/ private areas 
· Advocate for privacy
· Clear up misconceptions about exam goals 
· Ex: Understanding difference between Urethra versus Vagina 

	Adolescent 
	· Fear of intrusive procedures, especially in the genital area
· Clear up misconceptions about exam 
· Ask them what they know/think about the procedure 
· Discomfort with changing/ feeling exposed on the exam table 
· Advocate for privacy
· Two gowns can be used for additional coverage 
· Limit number of clinicians present in the room, if possible 
	· Nervous about perceived “difference” from peers 
· Utilize normalizing language 
· Ex: “Other kids your age normally tell us ___”
· Fear of change in body image/appearance
· Ask them what they know about the exam prior 
· Validate feelings 
· Anxiety about caregiver involvement in medical care 
· Allow for choice and discussion about caregiver presence/ role at the exam table 



[bookmark: G2O3]Objective 3: I will use this knowledge to effectively support (1) school age, (1) toddler, (1) infant caregiver(s) preparing for a VCUG and record these interactions in my journals.  
· (1) School Age: 
· Journal Week 5: …I began by introducing myself as a Child Life intern and then explaining the role of child life services on a more holistic level (a non-medical member of the team here to help support the parents and children during the procedure with coping skills, distraction tools, and a clear understanding of the exam). After providing this explanation to a 7-year-old patient and her mother, with the help of their translator, we discussed how the VCUG differed from the MRI the patient had previously had. The mom also then provided important insights about her daughter's catheter and reflux that I shared with the medical team. While the language barrier posed a difficulty, I was able to communicate with both the mom and patient using the translator present and by offering physical choices of either an iPad or squish ball. This patient had experienced a variety of medical procedures in the past and was familiar with expectations to hold her body still and alert us of any feelings of discomfort. The patient only expressed verbal distress at one point during the test at the site of the blue catheter clamps, which appear very similar to scissors. She started to shift her body slightly and whispered to her mother “they’re using scissors, are they going to hurt me?” which her mother then passed along to me. I quickly grabbed the clamps and demonstrated that the dull ends were not painful or sharp. By increasing her education and advocating for her to touch and understand the materials being used during the VCUG, the patient was able to calm down and return to her coping with the use of the iPad and comfort from her mother 
· (1) Toddler: 
· Journal Week 7: Returning to radiology on Wednesday, I trialed supporting patients and families on my own at the head of the table, after providing an introduction and education about the VCUG with Angela. One patient was a two-year old female, presenting for her VCUG procedure with her mother and father. This child had been previously hospitalized for 4 days and during that period endured a variety of pokes, catheterization, and tests to determine what was causing her high fevers. Following this experience, both the child and her parents faced extreme anxiety with the medical setting. During a phone consultation with Angela, prior to the appointment, the caregivers decided a nasal versed may be appropriate for this patient to help ease anxiety and assist the 2-year-old in keeping her body still to limit the necessity of additional touch by clinicians.
· Upon arrival, we worked to move the patient into a private room quickly to allow for normalization and comfort in the environment. While waiting for the versed to be administered, I engaged her in play using light up and musical toys, books, and comfort items. Despite brief periods of upset when being touched for blood pressure readings or temperature, she proved distractible and was able to calm down and engage playfully with the environment including exploring the room, pointing at different colors, and laying her toys on the stretcher. This behavior indicated to me that although there was a deep-set fear of the hospital environment. This patient was most likely experiencing protest during this visit. Protest is a more normative response to the hospital which could be remedied with access to caregivers, comfort items, and age-appropriate desensitization of the environment. Using the versed was an additional measure to ensure that the child’s fear did not grow any further and shift her hospital experience towards despair. After administration of the pre-med, she quickly calmed down physically and was able to cope calmly and without panic during her VCUG. Not only did this benefit the child’s experience but her parents were so grateful and more relaxed in seeing their child comfortable and responding without fear to the medical experience. 
· (1) Infant Caregivers
· Journal Week 8: … On Monday, I had the opportunity to work on these goals in radiology, as I supported a mother and her infant through the VCUG procedure. Through a chart assessment, I noted that this family was originally from Brazil and spoke Portuguese. Therefore, when going to greet them, and seeing they were not accompanied by an interpreter, I made sure to use gestures and short conversational phrases such as “Hi, my name is…” “What is your name?” or “Portuguese– interpreter- here soon”. The mother and her 13-month-old son were also joined by her 5-year-old niece. After communicating with the radiology team about the need for an interpreter, I offered an iPad to the 5-year-old and brought in a train toy and stacking rings for the child to engage with while they waited. 
· Once the interpreter was present, I began a formal introduction of my role and the VCUG. The patient’s mother reported that she had some prior knowledge of child life and welcomed extra support at the head of the table during the test. This would be the patient’s first VCUG after receiving numerous ultrasounds in the past, and the mother expressed anxiety about the pain, time elapsed, and experience of catheterization. To answer her questions I began with validation using phrases to show consideration for her concerns as a parent, I also spoke on experiences of other children saying “usually older kids tell us it feels a little weird or like they have to pee but our team is very gentle and the process generally takes about 15 minutes, for babies we expect them to cry, just because of the new faces and having to lay on the table.” After gathering this information, I planned to accompany mom at the head of the table to distract and comfort the infant along with helping her cope with the exam. I also passed this information along to the team of technologists and fellow for the day and they made sure to echo affirmations of prioritizing comfort and gentle approaches. 
· To begin the exam, myself and the patient’s mother were positioned at the head of the exam table, with the interpreter on hand for questions or concerns that may arise during the VCUG. The patient’s cousin was too young to stay in the room due to the risk of radiation, so I had her sit within view in the waiting area with the iPad as she was engaged in playing with it. The patient, a 13-month-old, was distractible using insights of the sensorimotor stage of development and enjoyed listening to songs– despite the language barrier– looking at lights on toys as they changed colors and crumpling the texture of both the towel and changing pad in his hands. As the exam began, he remained distractible, however, once the radiologists began to prepare for catheterization he started to cry and become fussier on the table. Not only did this make it harder for the technologists, but I also noted that mom became teary eyed watching them. She offered him a pacifier and I suggested ways of positioning such as across his arms “like a hug” to both limit her gaze of the catheter and promote her role in the comfort process. Once the catheterization portion was completed, the patient remained somewhat fussy, but was distracted at varying points and I pointed these out to his mother as signs of typical behavior as opposed to pain response. After the VCUG was complete, he quickly returned to baseline and was able to soothe both in his mother’s arms and in the stroller. In future encounters like these, I plan to utilize the clean-up/walking out portion to ask caregivers how they felt the exam went. This can help to both better refine my approach but also validate caregivers further, that they did a great job in supporting their child, despite the procedure being somewhat emotionally trying.

















[bookmark: G3]Goal #3- To research the connections and opportunities for collaboration between the fields of Child Life and Dance/Movement Therapy [DMT]. 
[bookmark: G3O1]Objective 1: I will perform an article review, to identify relevant literature about the use of dance/movement therapy in meeting child life goals such as developmental milestones, coping, and distraction. 
· The following article was selected based on its relevance to the Boston Children’s Hospital inpatient population, and clinical outline for DMT’s application in other pediatric, hospital settings. 
· Tortora S. (2019). Children Are Born to Dance! Pediatric Medical Dance/Movement Therapy: The View from Integrative Pediatric Oncology. Children (Basel, Switzerland), 6(1), 14. https://doi.org/10.3390/children6010014
Article Review: 
When considering the addition of another expressive therapy modality to the clinical environment, there are often a host of questions that must be answered prior to its establishment. Is this therapeutic outlet appropriate for patient populations? Does it correlate to psychosocial needs? How can this work complement other initiatives within the hospital? In the article, Children Are Born to Dance! Pediatric Medical Dance/Movement Therapy: The View from Integrative Pediatric Oncology, author Suzi Tortora works through all such considerations as she highlights the value of Dance Movement Therapy [DMT] in the pediatric oncology setting. Tortora references historical origins of DMT, along with modern day applications by pediatric institutions, and opportunities for integrative work with Child Life Specialists. By exploring a broad lens of applications for Dance Movement Therapy, this therapeutic medium can be best utilized to serve the psychosocial and medical health of a variety of patients. 
Tortora begins her article by exploring some of the psychosocial issues which pediatric oncology patients may face. She says “When children become ill with cancer, their ability to participate in playful childhood activities is frequently compromised. This loss is akin to the sense of disempowerment and loss of control of one’s body and stress physiology… [This can] create a wide variety of emotions difficult to understand and express through words.” (Tortora, 2, 2019). Considering the relevance of DMT, she notes that this practice is a body and movement-based field which emphasizes expressing and delving deeper into feelings that may be difficult to verbalize. She then speaks to the innate pleasure tied to movement and dance in childhood. This form of physical expression is specifically powerful for children in medical settings, as it allows for active choice and control of their bodies, which may be stripped as patients undergo procedures or lengthy treatment courses. Historically, Dance Movement Therapy evolved from modern dance in the 1940s and 50s, following a recognition that such movements had a therapeutic and expressive impact on patients residing in psychiatric hospitals. Today, DMT has grown to include a variety of culturally connecting dance forms to its practice and “dance” remains one of the many tools used to increase body awareness, connection, and expression (Tortora, 3, 2019). 
Looking at the clinical applications of this practice, “Hasbro Children’s Hospital in Providence, RI; MSKCC in New York; Ronald McDonald House of New York, St Mary’s Hospital, and many more”, all maintain active DMT practices in their pediatric oncology care. In these settings, dance movement therapists often collaborate with members of the medical and interdisciplinary team to ensure therapeutic goals are appropriate and align with physical and developmental needs. This overlap includes working with child life staff, as they serve to advocate and communicate with patients and families about their care. Child life specialists [CLS] have a unique background as it relates to the intersection of development, coping skills, and the resource of play. Like DMT, this field utilizes creative outputs such as artwork, physical engagement, or medical play to help normalize the hospital environment, promote comfort, and provide distraction. Child life specialists also work to educate the patients and families on their care, along with advocating for their comfort and values to be considered in the medical setting. This work often includes engaging with members of the multidisciplinary team and helping to identify which services they may benefit from.
 In hospitals where there is an active CLS and DMT presence, these two mediums could be utilized in collaboration with one another. As they observe and consider the child’s experience of the hospital setting, child life staff can work to make referrals to DMT and utilize movement in their own patient and family interventions. Dance movement therapists can also make unique considerations about the effects of procedures on the body and ways to express such pain, “trauma” or fear through movement or positioning. 
In one example, child life services provided a referral for a 16-year-old patient facing a new onset diagnosis of Hodgkin Lymphoma. In his home life, the patient was very active as the spirited captain of his high school basketball team and had collapsed during a game, which ultimately led to the discovery of his cancer. Taking this referral information into consideration, DMT was utilized as a means of providing physical expression for this patient and addressing the fears he felt surrounding fatigue, weakness, and new bodily limitations. During his sessions, the patient wanted to find ways for physical expression each day, even if he was feeling weak or ill following a chemo session. He and his DMT worked together to create playlists for a variety of his moods and met often for mirroring sessions, stretching, or guided imagery. Having this routine and creating new ways for the patient to stay active was a crucial part to his coping and comfort in expressing fears and anxieties as he underwent treatment (Tortora, 13, 2019). This also highlights a key potential for child life and dance movement therapy to work in tandem as they assess which modality works best for patient needs and intervene at different points of care. 
Dance movement therapy is an expressive medium, historically based on modern dance principles which promotes opportunities for physical expression and connection to the body. In the pediatric hospital setting, this work can benefit feelings of lack of bodily autonomy or control, as it offers an output without the need for spoken word. Tortora’s article serves to best highlight the possibilities for dance movement therapy in oncological settings and explores the potential for DMT to serve a variety of other pediatric clinical populations as well. By utilizing the skill set of dance movement therapists, both individually and in tandem with CLS when appropriate, this therapeutic modality can continue to meet the needs of patients and families. 
Works Cited
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[bookmark: G3O2]Objective 2: I will communicate with (2) Dance Movement Therapists to identify how they support patients and families in their practice and the potential for collaboration with Child Life. 
· The following message was posted to the Facebook Group, Child Life Connection: Student Forum on 3/10. 
· Hi, all & Happy Child Life Month! I am currently in search of Child life specialists who have worked with dance movement therapists in a clinical setting and can speak on their experience! This is for an ongoing project during my internship as I'm super interested in the overlap between DMT and child life in the multidisciplinary team. Please feel free to leave a comment or send a PM if you have ever worked with a dance movement therapist and tell me what the experience was like! Thank you so much!
· Communications with Alyssa Copperider 3/12 
· ** The following has been edited for length and clarity**
· I: Hi there! This is Izzy Rodriguez (from CL connections) thank you so much for responding to my post-- I'm a second-semester student at BU completing my 400-hr. internship at BCH so any insights into the different roles CCLS fill within the hospital setting are so enlightening. If you'd be willing to give me a brief synopsis of what your training for DMT was like, how it aligns with CLS, and how you use it in your daily practices that would be so helpful! I
· A: Hi! I’m at Newton Wellesley hospital. My Master’s is in dance movement therapy. It’s a full master’s program and an LMHC program. I use the body observation lens in my child life practice. 
· I: Is your dance movement work mainly with pediatrics or across the age spectrum?
· A: My personal interest is pediatrics, but I am trained from birth through elderly patients in dance movement!
· I: Are there any books or resources you recommend I investigate that explore body observation in depth?
· A: Look into the kestenberg movement profile! It’s about developmental movement. 
· Based on this conversation, I chose to research and include a background of the Kestenberg Movement Profile in my presentation. Having this insight from Alyssa helped to ensure that the information I chose to share about DMT would be the most applicable for the patients, families, and staff at BCH. 
·  Phone Conversation with Marina Gearhart 4/12 
· Clinical Training- Lesley University 
·  Clinical Mental Health Counseling and Dance Movement Therapy
· DMT training is most often focused in Modern/ Post-Modern Dance, however, students in her program had creative backgrounds including:
· Step Dance 
· Belly Dancing 
· Traditional Thai Dance
· Professional Work
· Currently working in Residential Facility for patients 18+ with eating disorders 
· Prior work for both school requirements and personal interest has included:
· Perkins School for the Blind 
· Dance for Parkinson’s 
· Movement Therapy for OCD 
· Specializes in Mirroring and Authentic Movement 
· Views the body as a tool for communication 
· “There are days where I didn’t feel like I could speak, and you let me move instead”
· Quote from patient with EDNOS, practicing Dance Movement Therapy
· Notable Works 
· The Dancing Dialogue: Moving the Communicative Power of Movement with Young Children, Suzi Tortora
· Free Play: Improvisation in Life and Art, Stephen Nachmanovitch
· Dance/Movement Therapy for Trauma Survivors, Rebekka Dieterich-Hartwell, Anne Margrethe Melsom
· The Body Keeps the Score, Bessel Van Der Kolk
· Art and Science of Dance Movement Therapy, Hilda Wengrower & Sharon Chaiklin
· Foundations of Dance Movement Therapy: Life and Work of Marian Chace, Marian Chace
· Using this conversation with Marina, I chose to incorporate quotations from her work and emphasize authentic movement profiles in my presentation. Marina was also kind enough to pass along her contact information and suggestions of notable DMT texts, for me to share with the staff at Boston Children’s Hospital during my presentation. 













[bookmark: G3O3]Objective 3: I will compile my findings into a PowerPoint presentation to share via email with the BCH child life department and artists in residence. 
· Presentation dates: Thursday April 21st and Tuesday April 26th 
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“Dance is the
hidden language of

the soul”

- Martha Graham
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DMT Basics

o Dance therapy grew out of the Modern Dance movement in the early 1900's
o In the 1930's and 40's psychiatric hospital staff started to notice that modern
dance class taught in their institutions had therapeutic effects
o Dance therapy can be used on relatively any patient population and can be used as
the sole or adjunct therapeutic agent
o Primary benefits
o Bodily Integration
u How the body is interconnected and how that in turn affects the mind
o Affective Learning
u  Learning to communicate in individualized manners
o Behavioral Insight
o Social Interaction
u  Nonverbal communication
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®  Chronic Pain b o Mirroring or echoing the patient's
o Cancer movements
P o Helps communicate empathy
o . ,L::vr,:irsngrr‘hythms as means of approaching
< D?P fession } o "Movement metaphors” (eg. the therapist
®  Disordered Eating gives the person in treatment a white flag
e PISD prop to help him or her celebrate an
® Dementia emotional surrender)
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Judith
Kestenberg

The Kestenberg movement profile is a system
within DMT used to notate and define the
quality and profile of actions.
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The body and its manner o_f
moving reveals an individual's
feelings and emotions which
can give us insight into an
individual’s past.

IO
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o

The study of movement opens a
door to understanding patterns of
early development, coping
strategies and personality
configurations, and how to heal
psychological traumas.

ALL life experiences get
stored in the body and are
reflected in body movement

(©)
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o Key Elements

These three aspects of the self exist in a continuum,
constantly shifting dependent on the others.
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e Interviews!

Alyssa Cooperider, CCLS, LMHC, DMT
e Utilizes the "body observation” lens in CL work
e Training extends from infancy-elderly

Marina Gearhart, LMHC, DMT
e Uses the body as a tool for communication
e Currently working in Residential Facility for
patients 18+ with Eating Disorders
e Prior work has included:
o Perkins School for the Blind
o Dance for Parkinson's
o Movement Therapy for OCD
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“There are days where | didn't feel
like | could speak and you let me
move instead”

- Patient at Res. ED Treatment, Quote Provided by
Marina Gearhart
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DMT Applications w/
Child Life

“The dance/ movement therapists often organize treatment goals and
work in tandem with specific child life specialists to create continuity in
the patient's psychosocial care”

DMT is most often used for pediatric oncology or Palliative care populations
o Existing programs at Hasbro’s, Mount Sinai, and more!
Overlapping goals with CL of self expression, physical empowerment, body
awareness, and communication (DMT specifically non-verbal)
Utilizes a "Whole Family approach”
o Similar to family-centered care to identify how the child fits into
their environment
DMT has a similar form of Assess — Treat (APIE) which centers on the
biopsychosocial model

P Ngy
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Daily Practices

o]
® @
Body Language! Finding time to Connect
What affective message is w/ Your BOdy

your body sending in space? Waving goodbye to the hospital, “swiping

off" stress, Attune to pain or tension

L °
PICU Up! Advocate/Educate
Encouraging movement in DMT is an often
Wwhatever form that may take for misunderstood/underutilized therapeutic

patients and families

pry;

medium. Learning more about it will allow
for further CL collaboration and
opportunities to educate pt/families
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Thank You! o

Any Questions/Comments?
ir@bu.edu

(@]

0> o

Marina Gearhart:
movingwithmarina.com
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