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The following interview has been edited for length and clarity. Questions in bold were asked by
[Izzy] and answers were provided by [Eva] during an interview and music therapy session with a patient in the Medical ICU. 
Name: Eva Vukich 
Position/Unit: Music Therapist/ MICU, Pre-op, Transplant, Surgical, and Early Intervention (specifically servicing BCH patients who are medically complex, require EI, and benefit from Music therapy) 
How did you first become introduced to the field of Music Therapy? I’ve been a musician since I was 7 years old, originally trained in Piano and I was lucky to have grown up in a family where music was present and honored. As I continued to study music, it became more common that my parents would offer my piano service for different community outreach events. Through these experiences, I got to see the ways in which music was intrinsically tied to celebration and grief and the emotional power it could hold. I don’t remember my exact introduction to music therapy, but I was so excited to feel like I could make a career out of my passion. I studied music therapy as an undergrad and through the course of my 1,200 practicum hours worked in geriatrics, rehab facilities, an HIV clinic, and a pediatric palliative care facility leading me towards my work at BCH. 
Have you always wanted to work with the pediatric populations? I wouldn't say that I view my work at Children’s as specifically child focused because as a Music therapist, I’m working to integrate the entire family unit as much as possible. It is important for me to consider the ways music can be multigenerational and cultural. I have a specific clinical interest in refugee and migrant care, which I feel I’ve been able to examine here at BCH based on the sheer quantity of medical travel patients we see. 
What does your assessment process before entering the room look like? Developmental? Therapeutic? In music therapy, we use a model of assessment, treatment and termination once referred to a patient. It’s also helpful to consider who the referring party was– for instance social work most often refers behavioral patients because maybe nothing else has worked for them or we may receive a request for an infant/toddler session based on more developmental factors. Once I enter the space, I begin by assessing the child’s social reactions and communications surrounding music along with their physiological state which can include vitals such as heart rate, oxygen levels, alertness, eye tracking, or muscle response. Treatment can range from singing songs, tapping out rhythms, or moving our bodies together to a beat. Leaving this part open ended allows me to best tailor it to the needs and goals both physical and mental of each patient in that time. I always close out each session with a goodbye song to let the patients know I’ll be leaving for now and I’m sometimes surprised to see the clearest reactions to this portion of the session as many kids have common understandings and experience with goodbyes in the hospital. 
How do you feel child life is able to overlap with your position? As music therapy we are formally integrated into the child life department, and this connects to a long-standing history of Child life being the only sole discipline able to make MT referrals. That has since changed but I feel that we are able to work well together in co-treating patients and when we communicate goals with one another I can work those into my sessions, or child life can integrate music more readily into their practices.  
Child Life can at times be seen as a misunderstood or stigmatized role for some, do you feel that Music therapy faces similar difficulties as a discipline? I think in general we do see some of this misunderstanding or lack of knowledge simply because of the small size of our department. Within music therapy, we only have 6 clinicians at BCH so it can be hard for some to understand the full scope of our skill set if they are not always seeing us at work. However, I think we’re constantly working to educate and advocate for our department, and I’ve been able to see the slow development of MT becoming more ingrained in the hospital, so I continue to be hopeful for its growth. 
What are some interventions specific to Music Therapy and how might you as a clinician approach them? I’m able to work on this unit with children and families for End-of-Life care and I think in those sessions the most important factor for me is comfort consideration. I will often attune my beats to the rhythm of their breath, and we can provide music within the room to help soothe the child and family or work on legacy making projects such as heartbeat recordings. Most of this work follows the biopsychosocial model and I always want to work in a way that highlights the child’s regulation. I also really enjoy working on self-regulatory interventions in which a child may be in an altered state of consciousness either from medication or based on their medical conditions. But by meeting them where they’re at we can allow the body to stay in a soothing state while engaging with the music around them. Ultimately, each of these interventions highlights how crucial the use of naturally occurring bodily rhythms can be in the music therapy practice. 

