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http://www.cfhiuk.org/

Why is Child Friendly Healthcare important?

To improve the quality of health care given to children
and families and to reduce unnecessary fear, anxiety
and suffering during and because of a healthcare
experience.

Children are still:

1. Needlessly dying, or becoming disabled, from

treatable diseases and accidents

2. Suffering unnecessary pain

3. Experiencing unnecessary fear, anxiety and suffering

during and after a healthcare experience, because
their mental and psychosocial health needs are
being overlooked.
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Table 2

APPLICATION OF ERIKSON’S PSYCHOSOCIAL
THEORY TO CHILD LIFE PRACTICE

Age

Psychosocial Stage

Issues

Child Life Interventiom ‘

Birth-1 year

Trust vs. Mistrust

Separation from caregivers
Unfamiliar environment,
routines, and people

\

Prompt consistent cae.
b

encourage parent involye.
ment to meet both

physical and emotiona]

needs

Autonomy vs.
Doubt

Reduced autonomy
Lack of opportunities for
self-control

Separation anxiety

T e—
Encourage normalizatiop
through play and explora.
tion of environment ap{
materials

Initiative vs.
Guilt

Limitations on sense of
control and independence
Magical thinking and ego-
centric thought resulting in
misunderstanding, fear

— |

Increase opportunities for
control; maintain routines;
assess understanding and
provide age-appropriate
explanations




6-12 years

Industry vs.
Inferiority

Separation from normal
activities associated with
home, school and peers
Concrete literal thought
resulting in misunder-
standing, reduced self-
esteem

Promote opportunities for
peer interaction, parental
support;

Structure and provide
activities that allow for
success; support con-
nections to home and
school

13-17 years

Identity vs.
Role Confusion

Limitations related to
privacy, peer relationships
independent activity and
decision making

Concern with perspective
of others, body image

’

Provide opportunities for
choice, control, self-
expression and relation-
ship building

Allow for privacy but
also promote peer
interactions




Table 1
DEVELOPMENTALLY APPROPRIATE PLAY OPPORTUNITIES

Age Piaget: stages of play Developmentally Appropriate opportunities
Facilitated by Child Life Staff

Birth-1 year Sensorimotor Tactile, visual, auditory, and kinetic stimulation such
as positive touch, face-to-face contact, singing and
talking, and rocking or swinging; walks in a stroller,
tummy time and positioning for exploratory play
through grasping, reaching, sitting, crawling, standing
and walking; opportunities to experience cause-effect
relationships; introduce colorful toys, books and
changes in the environment: light, sound, textures

1-3 years Symbolic Imitation facilitated through opportunities for
representational | parallel play, use of props for symbolic play and
exploration of sensory materials such as paint, play
dough, sand, water, big blocks; increased exposure
to language through talking, books, music, pictures
and peer play




4-5 years

Preoperational

Increased opportunities for both independent activi-
ties and associative play in groups. For example,
playrooms set up to allow for choice of activity, tone
of activity (passive—quiet, active—physical) and
individual or group play

6-12 years

Games with rules

Exposure to familiar, novel and ‘safe’ activities, ideas
and friends can be facilitated through structured
opportunities for appropriate interactions with
materials and peers, e.g. bingo, tic tac toe, board

and card games; emerging development of language
and understanding of new concepts is encouraged
through the introduction of stimulating interactive
programs such as health-related games or experiments
and music or magic tricks




ZONE OF HELPFULNESS FOR PROFESSIONALS

DISTANT BALANCED INTRUSIVE
COLD OVER-INVOLVED
ALOOF SELF-FOCUSED
FORMAL
< >
) HELPFULNESS
EXAMPLES XAMPLE

“We need more than toys” “My CLS tried to parent my child” |

“| didn't feel supported” “My CLS is my best friend” |

“My child was just another prep” *"| call my CLS at home for advice” |

Figure 2. Zone of Helpfulness for Professionals.




Clinical
Relationships

e Therapeutic
e Supportive
e Non clinical

Professional Relationships in
Health Professions

Clinical Relationships

Supportive

Non-Clinical Relationships

Professional Relationships in
The Child Life Profession ClinieakHeiauors i

y

Therapeutic //

Non-Clinical Relationships

Figure 3. Professional Relationships in Health Professions



Child Life Service
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® Empowering children and
families to cope with life’s
challenges
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American Academy | ,- FROM THE AMERICAN ACADEMY OF PEDIATRICS
of Pediatrics "
DEDICATED TO THE HEALTH OF ALL CHILDREN® Organizational Principles to Guide and Define the Child

Health Care System and/or Improve the Health of all Children

POLICY STATEMENT

Child Life Services

American Academy Of Pediatrics
Committee On Hospital Care And Child Life Councill
2000, 2006, 2014, 2018

Pediatrics 2014;133(5):e1471-e1478



POLICY STATEMENT Organizational Principles to Guide and Define the Child Health Care System
and/or Improve the Health of all Children

American Academy
of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN™

AAP Publications

REAFFIRMED

Policy Statement: Patient- and family-centered care and the pediatrician’s
role. Pediatrics. 2012;129(2):394-404. Available at: http://pediatrics.
aappublications.org/content/129/2/394. Reaffirmed February 2018

Policy Statement: Child life services. Pediatrics. 2014;133(5). Available at:
www.pediatrics.org/cgi/content/full/133/5/e1471. Reaffirmed February
2018

https://pediatrics.aappublications.org/content/pediatrics/141/5/e20180518.full.pdf
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Assessment: 22 525 = 2 B %~ 35 2 F R TR
T fRED S R T %comfort positioning...

Educatlon and Preparation: 12 % & % ; j, CREET

wEE R RF R MR

*\ (copmg skills) ~ B 4% I ...

Procedure time: #3- X2 & $4 85 ~ %4 5%’3‘%‘]“3‘ ‘

comfort position ~ R i FF 58~ T ERLE ~ L

) IL» 4:‘:‘2 f' \) /4:: )3{/__‘_‘&

Post Procedure: #2 F JL fi# crFgst ~ BB ~ B IL

NS> ;}:@L"ﬁ- EF_ ':;57% ’:J\;...

Play Time: 3% i 54 o 323 i 5 85 ~ F e s o
AEPN
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223 % % F R B¢ 7£-One Voice
= one voice should be heard during the
procedure
= need for parental involvement
= educate the patient before the procedure
= validate a child with your words

= offer the most comfortable, non-
threatening position

= Individualize your game plan
= choose appropriate distraction

= eliminate unnecessary staff who are not
actively involved In procedure
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% 4¢ Z $*Comfort Positioning
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INnfant positioning

Non-Nutritive Sucking: infant’s natural response to stress -

= Offer pacifier/ if mother is breastfeeding put infant to the breast -t
during the procedure

= Allows close face contact with parent

Swaddling: Most for

0-3 th

= Swaddle infant leaving limb accessible for the procedure.

= Promotes self-calming.

= Used in conjunction with pacifier or sucrose.

= After procedure, swaddle infant to promote calming and recovery.

Facilitated Tt ing and C: i
Provides b daries which pr a feeling of saf

= Acts as a comfort measure and minimises distress

= Allows for positive interaction with parent and observation of infant
= Used in conjunction with distraction
* Offer pacifier or sucrose during the procedure.

3% o £ & 3 taeg X

IV LR BT

Be svveet to infants up to 18 momths
Sucrose ¢ s short term

When should sucrose be used

* For painful/distressing procedures and tests

* Not appropriate for ongoing comforting of upset babies
How does sucrose work best

* Only works if given orally (not vi or PEG)

n small increments

Who can give and sign for sucrose
* Al Nursing & Medic:

fi/Alled Health/
Techniciz

Where to record
* Inpatient — |
of the Medicir

ord in the as required "pm®* section
>hart (MRESO/A) How to give sucrose
* Outpatient — Record in a log book or the patient r

(Patient name,

rtes = Prepare recommended amount to be given (ses tabis)
cecure, amount of oral sucrosa) -

Give approximately % of the total amount of sucrose

2 minutes prior 1o the start of the procedure
Storage

Give small amaounts at the start and throughout

* Bottled sucrose 33% stored In fridge, use within one month —

the test or procedura

supplied

The effect iasts 58 minutes

products, expires In 2 ye

* Total amount to be given in 24 hours (sse table)

ture

How much to give

New nfants
G-1menths | | 1-18 montns.

<1800 grama

What eilse helps

= Sucking - breas
2 itioning & p
cuddiing. Upright pesitions

seading/dummy if used

~ swaddiing, holding and

for infants >6 months

= Distraction - Oldor infants; sight/sound toys,

bubbles or singing

Further Information: Reler to ciness ¢

Acknowledgments: HCF

The Royal Children's
Hospital Me
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https://childlifemommy.com/positions-for-comfort/






Comfort Positioning for
Luer Insertion

Parent’s arm is
placed over the
child’s arm to

keep the child

still

Use a stool

without a back

for easier
access

Distraction
is offered
to the child

Child’s arm is

Child sits accessed
facing adult from behind

with legs

straddled

i
’,:* Your Play Specialist is always happy to support children

or provide distraction for them during procedures.
March 2009



Tame the Pain " PR& J4

e Developed by Standish Foundation

Standish

Foundation
FOR CHILDREN

e Empowering providers with tools to help kids
minimize fear and pain from needles

e Research shows we can improve this experience for
the child and family as well as the provider.
e Procedural interventions (injection techniques)
e Physical interventions (body position and activity)
e Pharmacologic interventions (pain medicines)
e Process interventions (education and implementation)
e Environmental Interventions (play, sights and sounds)
e Psychosocial Interventions (child life and psychology)



% # v ex 32X Brain Breaks Breathing Exercises for Kids

Find a partner and sit on the floor back to back. Sit
tall and close your eyes if you want to. Decide who
will start - that person begins by inhaling deeply
and then exhaling slowly, and then continues to
breathe slowly and deeply. Their partner should
feel the expansion in their partner’s back each
time they breathe in and then try to sync their
own breathing so that both partners are breathing
in time together.

dangling in front of your body like an eleph

trunk. As you breathe in deeply through your
nose, raise your arms up high above your head.
Then slowly swing your arms down again as you
breathe out through your mouth.

https://www.teacherspayteachers.com/Product/Brain-Breaks-Printable-Cards-Breathing-Exercises-for-Kids-4163467

Lie on the floor and place a small stuffed animal
on your stomach. Breathe in deeply though your
nose and feel the stuffed animal rise, and then feel
it lower as you slowly exhale through your mouth.
Rock the stuffed animal to sleep using the rise and
fall of your stomach.

Sit comfortably with your eyes closed. Begin by
imagining y e holding a bubble wand. Breathe
in deeply and then, as you breathe out slowly and
gently, imagine you are blowing bubbles into the
room. Imagine the bubbles are filled with peace or
love or happiness and that you are filling the whole
room with a peaceful, happy feeling ou keep
breathing slowly and blowing your imaginary
bubbles, feel your body become calm and relaxed.
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Table 1: "Child Life Specialists" of Parents' view

Level of assistance Frequency Percentage

Figure 1: Parents' willing with respect to Child Life Specialist to assist in

the cause anxiety medical procedures

75% H()p c
2% No hope

23% Neutral

eintervention with or without
CLS, the average anxiety score
of the sick children was
statistically significant
difference. (before 2.990 VS
after 2.083, p-value <0.0001)

eQuestionnaire survey on the
sick children itself, up to 81%
of the sick children itself
"would like the CLS to explain
or accompany



Child Life Service

Questionnaire survey of children-friendly medical
services for pediatric related medical staff , n=142

Up to 99% of pediatric medical staff consider the
emotional care and adjustment of sick children as
equally important as their physical care

82.5% of the medical staff had heard or seen the
Interaction between CLS and the sick children,

81.5% of the medical and nursing staff considered
""Child Life Specialists" were helpful.



Medical staff viewpoint of needs

Figure 2: A Needs Survey of Medical Treatment of Sick Children's
Psychological Adjustment and Preparation

100% 00% 00%

34% 839% 81% §0% ..

- % - 0
30% 4%
60%
40%

()94




Child Life Service

e 118 medical staff in contact with the CLS who agreed
that the role of CLS

e provide cognitive and psychological preparation for
the medical treatment of sick children

e provide a bridge of communication between medical
team and the sick children family

e provide medical services Child and family-centered
physical and mental support.

e More than half of the medical staff do not thought that
the Interaction between CLS and the sick children will
affect the medical treatment process or delay medical
staff time.



Child Life Service

e Of the 18 medical staff in the division of
Hematology and Oncology and imaging medicine

e 94.4% agreed that assistance from Child Life
Specialists can reduce the amount of unnecessary
sedation or narcotic drugs

e 88.9% agreed that assistance from Child Life
Specialists can reduce anesthesia children care time
Or manpower in recovery room.



Child Life Service

Table 3: Medical team's views on Child Life Specialists

Units

1: Quite
helpful

2:A little help

3: Dispensable

4:No help

The units with
Child Life Specialists
(N=42)

33(79%)

9(21%)

0(0%)

0(0%)

The units without
Child Life Specialists
(N=25)

0(36%)

14(56%)
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Medical art therapy: the use of art expression
and imagery concerning the individuals who
are physically ill, experiencing trauma to the
body, undergoing aggressive medical
treatment such as surgery or chemotherapy
and are either experiencing such process
oneself or related to such process from their
significant others.”
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Stress Sources identified in pediatric patients

e Separation from parents or
caregivers through
hospitalization

e Loss of independence and
control which accompanies
illness and hospitalization

e Fears and anxieties about
medical procedures which may
cause harm or pain, and worry
about death




s g

How art helps the pediatric patient
The process of:
-problem solving skills
-improvisation
-spontaneous expression
-a sense of control/mastery
-rehearsal of medical procedures
Through the act of:
cutting/arranging/molding/gluing/drawing/taping

Accompanied with creativity, logical thinking, feelings
and ideas.



Who might need
Medical Art Therapy?

Children:

who are facing aggressive treatment or procedure
who are bed-bound/restricted

undergoing physical change caused by treatment or
illness

having sudden changes since treatment that are not
medically related:

difficulty sleeping/ change in mood or affect/
appears anxious, depressed/ less active or verbal

who’s significant other is facing medical treatments or
above conditions.
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