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Abstract

Situating the Applied Drama Practitioner: Searching for an Ethical

Process through the Development of an Applied Drama Partnership in a

Pediatric Health Care Setting

Alicia Jane Maher, MFA

The University of Texas at Austin, 2010

Co-Supervisors:  Kathryn Dawson and Joan Lazarus

Contextual, personal, theoretical, and institutional forces intersect in the

development of an intentional and ethical applied drama practice.  This document charts

several ethical signposts marking the development process of an applied drama project,

Child-centered Improvisation, in a pediatric dialysis clinic. It argues for a deep

understanding of the fields and contexts in which drama is applied and an awareness of

the multiplicity of voices therein.  The resulting discussion claims bewilderment as a

productive space and privileges a narration of the complementary practices of an applied

drama practice in a pediatric healthcare setting.  The document concludes with

recommendations specific to developing applied drama practices in such settings.
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Introduction: Mapping Signposts in Applied Drama Practice

JOURNEY TO THE RESEARCH

In hospitals, people experience extremes: death and birth, despair and hope, pain

and relief, fear and courage.  As a young person, the hospital was a site of familiarity and

comfort for me, as well as a locus of terror and grief.  As a child, I had some medical

procedures—some requiring anesthesia, others not--the memories of which are very dim,

consisting mostly of a view of the ceiling as I was carted down the hall, the web of IV

tubes in my hand, and the ambrosial taste of chicken broth (my first meal, post-surgery).

I felt that I was in good hands and I was able to go home--“all better”--soon after it was

over; but I was nervous, overwhelmed, afraid, and confused.

Later, during middle school, my father died from a serious medical condition that

required long-term hospital stays and major surgery.  After nearly 18 months of

treatment, he went to the hospital for the last time.  I remember visits to his bedside

where I ate cafeteria meals, watched game shows, and got help from him with math

homework.  These visits became routine; mom (who was a nurse at the hospital) picked

me up from school after work and we both went back to the hospital together.  I recall

two devastating moments: one, the initial diagnosis, brought to my family as we huddled

in a tiny, stark-white room; and two, arriving at the hospital before dawn, waiting (again

in a small room) for the final news that my dad could no longer be resuscitated.  During

my father’s  illness and at these moments of crisis I felt powerless, fearful, and confused.

My earlier procedures were more positive experiences, but were still full of mystery

(What are those tubes doing in my hand?), confusion (What are they going to do to me in

surgery?), and fear (Are they sure I am going to wake up?  Is it going to hurt?  How

much?).
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As an adult, I wonder what resources can be present in a hospital or healthcare

setting to allow children to have as positive an experience as they can in a challenging

situation? Can, or should, the hospital environment attend to the fears, powerlessness,

and confusion of children?  Children actively make meaning through play (Wagner 18).

Can, or should, creative and play opportunities be provided in hospitals and other

healthcare settings to help children understand their situations?  Specifically, can drama

activities and play be integrated into a child’s hospital experience to provide

opportunities for power and agency—to put power into their hands and to relieve fear

and anxiety?

After college, I found the opportunity to facilitate artistic and recreational

opportunities for young people with chronic medical conditions at a specialized camp

facility.  From 2004-2007, I worked for The Painted Turtle, a non-profit organization that

provides camp experiences for children with chronic medical conditions and their

families.  The camp meets all campers’ medical needs during their stay, with a fully

equipped and staffed medical facility known as the “Well Shell.”  I worked in the

Performing Arts program during the camp’s inaugural summer—introducing drama and

improvisation games, role-play, and filmmaking to campers.  In subsequent years, I

worked full-time as the camp’s first Camp Program Associate, continuing to integrate

drama strategies into my work.  At camp, it was part of the culture to play and do creative

activities.  I wondered, how could play and creativity be integrated into children’s home

clinics or treatment facilities?  At camp, drama and play was expected and encouraged.

What would drama look like in a hospital or clinic setting, where it would be unexpected?

At camp, it was my job to create playful and creative events; how could I create these

opportunities for children in a healthcare facility?  What negotiations might be involved?
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With an interest in investigating these questions through research and practice, I

began graduate school in Fall 2007. During my first year, I learned about the field of

applied drama, in which drama practitioners facilitate drama programs (performances,

workshops, etc.) in specific communities or contexts, often where drama is least expected

(Thompson 15).  Applied drama practitioners work in a variety of places—prisons,

schools, community centers, and even hospitals or other healthcare settings.  Learning

about the breadth of the work of applied drama practitioners inspired me to think about

developing an applied drama project in a healthcare setting.  Would applied drama

practice be the means with which I could offer drama activities to young people in a

healthcare setting?  To continue serving families and young people affected by chronic

and life-threatening medical conditions, I started volunteering with a children’s hospital

during my second year of graduate school.  I was assigned to work in a pediatric dialysis

clinic.

As a volunteer, I work to provide age-appropriate play and creative opportunities

to a group of young people during their hemodialysis treatments.  After months in the

clinic, I began wondering if it would be a good site for an applied drama project.  I

remembered taking the Performing Arts program into the Well Shell during “kidney

week” at camp.  The Well Shell was outfitted that week to provide hemodialysis

treatments for the small group of campers who needed them.  Along with my fellow

Performing Arts program leader, I was scheduled to bring the program into the facility

during hemodialysis.  Recalling our training, we were intimidated by doing drama or

improvisational games because we knew that the kids would have limited mobility during

treatment.  They had to remain seated and were connected to the treatment machines.  We

brought the Bingo game set instead, thinking that might be a good activity.  We did not

expect to do drama that afternoon, but one of the campers on dialysis recognized us as the
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“Performing Arts Team” and requested that we act out a story he would read.  Our camp

training taught us to be “camper-centered”—to follow a camper’s lead, provide

opportunities for him to be in control, and honor his choices.  We played along—setting

our plan aside—with the camper directing that afternoon’s activity.

During kidney week, I had experienced bringing drama into the camp’s medical

facility.  I hoped to introduce drama in a way that was supportive of the clinic’s existing

program and culture.  I wanted it to be safe and inclusive.  What does an ethical applied

drama practice look like in a pediatric healthcare setting?  To explore how drama

activities could be integrated into the pediatric dialysis clinic, I began preparing an

applied drama project for the site in Fall 2009.  This thesis chronicles the development of

an applied drama practice, in which I design an approach to introduce improvisational

games into the clinic’s existing pediatric play program.  In this introduction, by defining

applied drama and presenting key concerns of ethical applied drama practice, I establish

the organizational foundation for this document.  I conclude by establishing the chapters

that articulate the development of the applied drama project as a series of intersecting

ideas, disciplines, methods, and values.

Parsing Terms of Applied Drama/Theatre

Differentiating between the two terms—applied drama and applied theatre-- is

either unnecessary and arbitrary or useful and clarifying, depending upon whom you ask.

Helen Nicholson, Professor of Drama and Theatre, Royal Holloway, University of

London, points to Philip Taylor, Director of the Educational Theatre program at NYU,

who distinguishes applied drama from applied theatre, viewing the former as process-

driven and the latter as performance or product-based (Nicholson 4).  Conversely,

Nicholson tries to be “as inclusive as possible” in her use of either term, using both

drama and theatre with “equal weight.”   Etymologically, drama comes from the Greek
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word dran, which means to ‘to make or do’ (Nicholson 4).  In this document and in my

practice, I choose to use one term, applied drama, because it highlights my practice’s

prioritization of process and participation in improvisational games over the production

of a performance.  Additionally, I also adopt the term ‘practitioner’ to indicate my role in

the program and the word ‘participants’ to denote the roles of the children in the clinic.

The preface applied connotes multiple meanings for practitioners and theorists

(see “Applied Theatre/Drama: an e-debate” for examples).  The word indicates an act of

applying drama or engaging drama practice with “different academic disciplines, social

practices and research fields” (Thompson 20).  Nicholson describes applied drama as a

practice of applying dramatic activity in sites outside of “mainstream theatre institutions”

(2).  Applied drama depends upon a partnership with an organization or community apart

from the traditional theatre realm.  Its practices are “intimately connected with the social

and cultural contexts in which they take place” (Nicholson 12).  Developing an

understanding of this partnering context or community is key to John Somers, Honorary

University Fellow at the University of Exeter’s, four-step applied drama process: “the

societal context is researched; the drama event is customized for that context; you do it;

you evaluate its effect” (E-Debate).   “Doing” the applied “drama event” is only part of

the process.  Often, the focus of an examination of applied drama is the drama work

itself, but much of the act of applying drama to a specified context happens before the

drama event—through research and the intentional design or customization of the drama

event.

This idea of intentionality is a distinguishing characteristic of applied drama.

Nicholson defines intentionality as “an aspiration to use drama to improve the lives of

individuals and create better societies” (3).  Applied drama practitioners often approach a

context or situation with the goal for the drama to be “useful” or to serve as “an agent for
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change” or “empowerment” or, to bring about “positive change” or to “do good” (E-

Debate, McNamara, Somers).  Practitioners and theorists also acknowledge that these

terms or goals are problematic.  History demonstrates that applying drama or theatre is

not innately a positive act; Franc Chamberlain, professor of Drama and Theatre Studies at

University College Cork, cites the Nuremburg Rallies as an applied theatre example we

would not qualify as an agent for positive social change (E-debate).  How does an applied

drama practitioner “do good” or, at the very least, do no harm?   Chamberlain offers, “the

[applied theatre] practitioner must ‘intend’ appropriate ends,” but acknowledges that

good intentions may not alone engender a positive experience.

Somers offers that applied drama exists to do a “specified job” where the

intentions are sometimes clearly defined or sometimes the intention is more simply (and

problematically) a desire to “do good” (E-debate).  To examine how a practitioner can

attempt “good work,” I turn to Professor of Theater at Arizona State, Stephani Etheridge

Woodson’s article “Good Work: Ethics and Community Cultural Development with

Children and Youth.”  Drawing from Howard Gardner’s The Good Work Project Report

Series, Woodson isolates three factors that, while they may not automatically make a

work “good,” tend to limit mishandling of the work: community values, the law and an

individual’s personal and professional moral code.  Woodson ties doing “good work” to

the ethical responsibility and awareness of the community arts practitioner.  Similarly, the

applied practitioner negotiates her own “personal and professional moral code” with the

values and legal requirements of the context or community with which she works.  This

negotiation is an attempt not only to develop a situation where “good work” can happen

but also to more generally engage in ethical applied drama practice.
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Positioning Ethics in Applied Drama Practice

Ethics both encompasses the “moral principles by which a person is guided” and

“rules of conduct” recognized by “associations or departments of human life” (my italics,

OED).  Moral relates to making a distinction between right and wrong (good and bad,

etc.) and conduct is an action—of leading, guiding, or managing.  The word principles

means both a “code of conduct” and also “a primary source” or “underlying faculty or

endowment” (Merriam-Webster).  Ethical applied drama practice then requires guiding

action that recognizes distinctions of right and wrong (good and bad).  This guiding

action is based on principles that are deeply and fundamentally personal.  Ethical applied

drama practice engages the personal principles of the applied drama practitioner with

larger associations of thought and action (i.e., professional organizations, academic

disciplines, etc.).  Ethical applied drama practice is an active intersection of personal

“moral principles” and conduct with those of partnering institutions, organizations, and

participants.

Applied drama practitioners and theorists often engage in a discussion of the

ethics of applied practice, along with an exploration of what constitutes or defines the

practice itself. They interrogate whether a prescription of ethics is possible in the field,

when multiple voices and perspectives on what constitutes “good” conduct complicate

the ethics of practice.  Nicholson inquires, “What does it mean to act ethically in contexts

where there are ‘competing conceptions of the good life’ amongst participants and

practitioners in applied drama?” (157).  Taylor connects ethical standards of applied

drama practice with the individuals and systems that hold power in the site of application

(76).  In applied drama practice, many constituents hold power: the participants, the

drama practitioner, the site itself (which may house an organization, institution, or may

be owned by a corporation, etc.), and other professionals and staff on site.  When



8

developing applied drama practice under the purview of research, the applied practitioner

must also negotiate the power and interests of the research institution and/or professional

organization involved.  Participants and practitioners are not the only partners in applied

drama practice; institutional bodies, corporations, and other organizations also have

participating interests in applied practice.

The collection of so many participating interests makes applied drama practice a

site for dynamic intersections, from which an intentional practice emerges.  James

Thompson, Professor of Applied and Social Theatre at the University of Manchester,

acknowledges that ethics are a “vital generator” of the kind of applied drama practice

developed with and in communities.  The “ethical struggles” of these communities or

other zones of application become part of the applied practice (Thompson 194).  Applied

drama sites are places of intersection where multiple voices and forces influence the

development of an ethical approach to practice.  How does an applied practitioner

negotiate an ethical practice when there are so many voices?

MAPPING THE PATH TOWARDS AN ETHICAL APPLIED DRAMA PRACTICE

…Building an ethical framework in the applied theatre should promote a
more collaborative endeavor.

--Philip Taylor, 87

In this document, acknowledging each collaborative voice or force that informed

the ethical development of my project, I present multiple dimensions of the context for

which this project was created.  I chart the ethical signposts discovered during the design

and planning stages of this applied drama project in a pediatric dialysis clinic.  Each

signpost marks a crossroads where the project intersects or partners with a different

dimension of the context, moving from macro (a partnering research field, for example)
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to micro (negotiating identities in practice).  Each intersection is a site where these forces

shaped the intentions, design, and method of the project, as well as the cultivation of an

ethical practice.

Starting in Chapter One, I profile the field of arts in healthcare, the community

arts field with which this applied drama project engages, with specific attention to the

field’s drama in healthcare practices.  In Chapter Two, I describe the physical site of the

project and the multiple intentions and voices operating within that system.  In Chapter

Three, I engage theory and practice of improvisational drama with the existing practices

in the site and in the field of arts in healthcare to narrate the intentional design of the

applied drama project.  In Chapter Four, I chronicle the bewildering process of

reconciling institutional and corporate values, methods, and requirements with personal

morals and conduct during the research approval process.  Chapter Five serves as a site

where I acknowledge my practice’s limitations and bias, offering recommendations and

considerations for developing applied drama practice in pediatric healthcare settings.

A Work in Progress

James Thompson urges us to widen our gaze when looking at a project of applied

drama.  He cautions that when examining applied drama, there is often a focus on the

drama event (the performance or workshop, etc.) itself, resulting in a “sidelining of those

aspects of the work that actually take up more time” (34).  Thompson labels these aspects

of applied drama work—the preliminary meetings, the research, demonstrations,

etc.—“complementary practices.”  In this document, I privilege the narration of the

“complementary practices” of the development of this applied drama

project—spotlighting intersections of practice, pedagogy, and research that contribute to

my cultivation of an ethical and intentional applied drama process—because, as of yet,

that is the only story of which I can write.  As a result of circumstances that emerged
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during the stage of “complementary practices,” I was not, for this document, able to

detail the outcomes of my research.  By necessity, the process of developing this applied

drama project is the focus of this document.

I offer a disclaimer.  I do not claim to offer a “right” way to develop an ethical

practice. There are always further steps towards constructing a personal ethos and an

ethos of applied drama practice.  Ethical standards for applied drama are a product of

each individual practitioner’s practice and moral standards of conduct (founded on

personal experience) with the practice and standards of conduct encountered within the

context.  Applied drama visits other fields and disciplines—I can only offer what I have

distinguished in my practice within this particular context.  Moreover, as Taylor and

Thompson offer, applied practice moves not toward ethical concreteness. It progresses

towards incompleteness and ambiguity (Taylor 98).

The applied drama practitioner’s ethics are actions based on principles founded on

personal experience.  In this way, the experiences I had as a young person in hospital and

healthcare settings are indelibly part of the development of my applied drama practice in

a pediatric healthcare setting.  As I enter the clinic and take a seat next to a child on

dialysis, I remember how frightening, frustrating, and confusing being in a healthcare

setting can be.  I also remember how these experiences can become routine, and begin to

feel normal.  I remember the hours spent at my dad’s bedside where I focused on him and

what we could do together, accepting as best I could the situation we were in—in a

hospital room, him on oxygen—as normal.  I was always just happy to see my dad.  I

realize now when I am sitting in the clinic playing a game of Clue or listening to a story

about a child’s school day that I am practicing skills or habits I developed as a kid from

those visits to my dad—focusing on the person in front of me, giving my full attention to
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the time we can spend together, and accepting that this stuff—the tubes, the stitches, the

noises from the machines—are a part of life, but not all of life.
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Chapter One: Encountering Arts in Healthcare Practice

Applied theatre needs to be constantly reminded that in the act of
applying it is meeting a specific moment in the history of a
different system of knowledge.

-- James Thompson

The development of my thesis project sits not only in the applied drama field, but

also in the field of arts in healthcare.  Aspects of the intentional development of this

applied drama project are, in part, responses to the arts in healthcare field at this “specific

moment.”  In this chapter, I provide a brief overview of the history of the arts in

healthcare field and then profile the field’s current methods, intentions, and ethics.  I

conclude by reflecting on how the field’s current trends—especially in the practices of

dramatic arts in healthcare—inform intentional and ethical choices in the design of this

applied drama thesis project.

I begin this chapter by profiling the work of a drama therapist working in a

pediatric setting.  Drama therapy is a professional field in its own right. Its practitioners

and practice bridge applied drama and arts in healthcare, being sometimes rejected by one

and embraced by the other.  James Thompson reveals that the applied field is ambivalent

about recognizing drama therapy under its domain, but that its reasons “are often as

arbitrary as they are well considered” (14).  On the other hand, the arts in healthcare field

acknowledges the work of arts therapists working in healthcare settings.  Recognizing

drama therapy’s fluidity, I choose to frame a profile of a pediatric drama therapist within

this chapter on the arts in healthcare field.  This profile illuminates places where the work

of an applied practitioner in a pediatric setting intersects with and departs from the work

of a pediatric drama therapist.
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BOUNDARIES OF THERAPY IN ARTS IN HEALTHCARE PRACTICE

Arts in healthcare researchers and practitioners are careful to distinguish between

what arts practices are therapy and what may be therapeutic.  Professor of Dramatic Art

at the University of Windsor, Bernie Warren’s goal in writing Using the Creative Arts in

Therapy and Healthcare: A Practical Introduction was to establish using “arts not as

therapy or treatment but rather as a way of expressing each individual’s humanity” (2).

The participating community alone does not define an artistic approach as therapy. He

insists, “I… continue to take issue with… the practice of calling any artistic experience or

exploration therapy simply because the participants had disabilities,” or medical

conditions (3). Warren contrasts therapy, which is “a prescribed course of treatment with

predetermined expected results for a specific diagnosed condition” with the arts in

practice, which is “an exploration, one that usually finds the notion of predetermined

expectation anathema” (3).  Judy Rollins (PhD, RN, founder of Studio G artists-in-

residence program in pediatrics at Georgetown University), Rosemary Bolig (PhD,

Professor of Education at University of the District of Columbia), and Carmel C. Mahan

(CCLS, MSEd) in their book Meeting Children’s Psychosocial Needs Across the

Healthcare Continuum speak specifically of integrating arts to pediatric healthcare

settings.  They acknowledge that arts can be used therapeutically, but that there is a

distinction between that practice and an arts therapy modality.  Therapeutic use of the arts

is a situation wherein “artists or other caring adults facilitate children’s engagement in

expressive activities that may be therapeutic” (my italics). Trained therapists, alternately,

can “interpret and prescribe specific expressive activities” (121).  Rollins et al believe,

“individuals without [arts therapy] credentials can do meaningful work with children, but

they must be aware of their limitations and not cross the boundary into territory for which

they are unprepared” (121).  For such an individual -- an applied drama practitioner -- it
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is helpful to look closely at the boundaries of that territory for which she is not trained or

prepared.  Specifically, investigating the work of a trained drama therapist in a pediatric

healthcare setting can help to illuminate boundaries of therapy therein and mark the

territory the applied practitioner can inhabit.  This discussion is not meant to be a

comprehensive dissection of drama therapy and applied drama practice, only a starting

point for clarification.  These distinctions are helpful now to introduce pediatric drama

therapist Carol E. Bouzoukis, who chronicles her work with children with chronic and

life threatening medical conditions in Pediatric Drama therapy: They Couldn’t Run So

They Learned To Fly.

Characterizing Pediatric Drama Therapy

A drama therapist is a highly trained, registered professional, often with a

master’s or doctoral degree in Drama Therapy or a comparable graduate degree combined

with additional training through the National Association for Drama Therapy (NADT

website).  Intentions help to define the work of a drama therapist.  In her study, Pediatric

Drama therapy, Bouzoukis describes her work as “treatment” and intends to “offer

children a creative and natural form of self-exploration and expression through which

they can examine their issues” (16).  In working through role-play and well-known fairy

tales, Bouzoukis aims to relate the children’s “fictional journeys to their own personal

ones,” and to interpret connections between fiction and reality (16).  Bouzoukis believes

it is the “therapist’s role to uncover the meaning behind the child’s storymaking” (19).

The intentions of her work—interpreting the significance of a child’s fictional choices in

relation to his/her real situation—are the domain of therapy.

Bouzoukis’s intervention is further defined by its classification as “treatment.”

The study was designed “not only to treat children through a drama therapy intervention,

but specifically to determine the effectiveness of this modality in reducing stress” (19).
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Bouzoukis cites three primary sources of stress for children with chronic medical

conditions: “separation anxiety, loss of control, and fear of bodily harm or death” (22).

Bouzoukis specifically looks for evidence of change in stress levels and behavioral

change in the children as a result of her drama therapy sessions. A drama therapist

working in a pediatric setting will generally have access to more private patient

information than an applied practitioner.  Bouzoukis had access to patients’ medical

charts, which included their medical history, family information, and regular notes of

their progress in the clinic.  The notes gave Bouzoukis inside information about each of

the patient’s medical and behavioral condition (40).

With access to the children’s information, an ongoing “observational stress

measure,” and a self-reporting test measuring stress and anxiety specifically for children

(the CMAS-R—Children’s Manifest Anxiety Scale—Revised, which is a standardized

psychological instrument), Bouzoukis was able to determine whether her drama therapy

interventions made any quantifiable impact on the children.  She affirms the importance

of measuring stress level to her study: “the stress level of each patient is the determining

factor as to whether a change occurred during or after the drama therapy sessions” (42-

43).  Bouzoukis also relies on Robert Landy’s Role Method to provide “not only a

guideline for treatment but also for reflection and analysis” (45) and a second stress

measure based on her observations (a 13-item stress measurement based on psychologist

Michael Antoni’s categories of stress-related symptoms).  Landy is the Founder and

Director of the Drama Therapy Program at New York University.  Tools and access

specific to drama therapy practice informed the design and evaluation of Bouzoukis’s

research.

Bouzoukis’s methods of intervention intersect with those within the larger

umbrella of child drama or creative drama.  For example, she uses storytelling as the
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primary technique for her study (33).  Storytelling in and of itself is not a technique

partial to drama therapists.  Bouzoukis also borrows techniques from the notable drama in

education leader, Dorothy Heathcote, by taking on roles herself during her therapy

sessions.  Drama in education founding fathers Brian Way and Peter Slade also informed

Bouzoukis’s approach and conviction in the appropriateness of dramatic play and in-role

storytelling for working with children in this setting.  Slade was an early proponent of the

idea that child drama could serve as a form of therapy; Bouzoukis looks to Slade’s

theories in her research.  Also, Brian Way’s “awareness of the value of drama with

children as a means to personal growth, in combination with his understanding of the

power of improvisation” is key to Bouzoukis’s research (30).

The methods of Bouzoukis’s practice overlap with those of an applied drama

practitioner—using story telling or role-play, etc.  It is the intentional therapeutic

framework to treat, to interpret, and to measure effects of treatment based on privileged,

private patient information that separates her work from an applied practice in the same

setting.  Rollins et al offer that work of a non-therapist may be therapeutic.  Perhaps the

key difference between drama therapy and applied drama in this setting is intention:

whether you set out to provide therapy or you aim to provide an experience that may

prove to feel therapeutic for participants. This is a shift in power—for applied drama, the

potential for the experience to feel therapeutic (or to be labeled as such) is in the hands of

the participants.  Applied drama is influenced by the critical pedagogy of Brazilian

educator Paulo Freire (Nicholson, Taylor, and Thompson).  Critical pedagogy promotes a

dialogic encounter between student and teacher (practitioner and participant), in which

the practitioner’s role is “not to speak for the people about [her] view of the world nor to

attempt to impose that view on them” (Freire 96).  Bouzoukis’s practice of interpreting
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clients’ stories distances her work from critical pedagogy, a theoretical foundation of

practice to which applied drama practitioners and theorists subscribe.

In drama therapy, the drama therapist crafts a situation in which the intention is

therapy and she has the power and expertise (and institutional clearance) to determine

how much and to what degree. An applied practitioner working in a healthcare setting

must be mindful of practice that is the territory of a drama therapist.  Kable echoes

Rollins et al, cautioning the prospective drama practitioner to be “very careful” in a

healthcare setting (Webinar Q & A).  She recommends collaboration with medical

professionals and cites the importance of acknowledging and operating within legal

requirements.  For example, The Health Insurance Portability and Accountability Act of

1996 (HIPAA) Privacy Rule involves multiple restrictions about what patient information

can be used for and with whom it can be shared1.  Kable urges, “Artists working with in-

patients or out-patients need to make sure that their work is in compliance with these

statutes.”   An applied drama practitioner would benefit from collaboration with

healthcare professionals and must be mindful of legal issues surrounding work with

patients.

The intersection of the design of this project’s intention with those of a pediatric

drama therapist offers insights as to where the work of an applied drama practitioner in a

pediatric setting departs from the work of a drama therapist in a similar setting.

Considering the specialized training, privileged access to patient information, and

evaluative/treatment intentions of a drama therapist, it is an ethical imperative for the

applied practitioner to recognize her limitations—or rather, the boundaries of her work

                                                  
1 Regional Children’s Hospital, where I am officially an adult volunteer, and Nationwide Renal Clinics,
Inc. have stipulations on access to patient information.  A form I needed to sign for NRC, Inc. states that in
the event I come into contact with patient information—either accidentally or otherwise—“I shall not view,
access or otherwise use or disclose” this information (“Release and Waiver Agreement,” signed 12/18/09).
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and a drama therapist’s.  This awareness helps the applied practitioner make informed

decisions about the intentions governing her work.

Both arts therapists and arts practitioners create and facilitate programs in the

field of arts in healthcare.  The field is a site where all arts (music, visual arts, drama,

dance, poetry, etc.) overlap and artists, arts therapists, and other arts practitioners work in

equal numbers.  As this field intersects with the development of this applied drama

project, signposts point to new areas in which drama may be practiced in healthcare

settings.

PROFILING THE ARTS IN HEALTHCARE FIELD

History and Current Overview of Arts in Healthcare Practice

The arts in healthcare field has been professionalized relatively recently, with the

founding of the Society for the Arts in Healthcare in 1991, although art and artists have

been present in hospitals and healthcare settings for several decades.  Janice Palmer, in

her article “An Introduction to the Arts in Healthcare Movement, or How the Arts

Sneaked in on the Medical Model” cites several examples from the first half of the 20th

century of hospitals acquiring art collections or commissioning murals (1).  Later in the

century, more programs initiated methods in which patients, visitors, and staff could

interact with art and artists and other arts practitioners (including arts therapists).  Arts in

healthcare is defined by its variety.  Literary, visual, music, and performing arts and

design arts in healthcare are “dedicated to transforming the healthcare experience by

connecting people with the power of the arts at key moments in their lives” (Society for

the Arts in Healthcare website).

In 2009, The Society for the Arts in Healthcare released a State of the Field

Report drawing from two surveys: one in 2004 and another in 2007.  The most common



19

method of connecting people in healthcare settings with the arts is through permanent art

displays (in the 2007 survey, over 35% of programs fit into this category).  Performances

in public spaces and bedside activities are the next most prevalent methods employed (4).

Music, the visual arts, and crafts are the most popular disciplines practiced in arts in

healthcare programs (11).  The 2007 survey cites drama or theatre practice specifically as

the least common type of programming: staff theatre groups, representing approximately

2% of the total programming offered.  We can guess that drama/theatrical performances

are included in the “performances in public spaces” type, considering that in the 2004

survey, the second largest population of artists in healthcare settings (after musicians) are

“performing artists.”  The majority of arts in healthcare programming happens in

hospitals (61%), provided by “nearly equal numbers of artists, art therapists, and child

life specialists” (5).  Musicians make up the largest sub-group of arts in healthcare

practitioners, followed by art therapists, music therapists, visual artists, performers,

storytellers, writers, and finally drama therapists and poetry therapists.  It is interesting to

note that no drama arts practitioners appear in the list of practitioners, although drama

therapists do make up small percentage (about 2%).  The demographics of those served

by arts in healthcare programs are diverse, but equally so, with Hispanic/Latino,

Black/African American and White populations each representing about 18% of the total

population served (State of the Field Committee 10).  The authors of the Field Report

suggest that illness is “leveling” and that “everyone-- regardless of ethnic group, race,

age, economic status, or geographical region” can participate in arts in healthcare

practices (25).  A diverse range of art practices and practitioners are represented in arts in

healthcare programs, although visual arts and music are the most predominant disciplines

on offer.
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Interrogating the Intentions and Ethos of Arts in Healthcare

The recent State of the Field Report on arts in healthcare practices reveals a need

for the field to clarify “what effects are intended by integrating the arts in healthcare”

(24).  Currently, 79% of arts in healthcare programs cite “creating a healing

environment” and “benefits to patients” equally as motivations or intentions to their

work, while providing an “aid in mental and emotional recovery” for patients is a close

second  at 78% (State of the Field Report 4).  Janice Palmer, former director of the Health

Arts Network at Duke University, delineates seven intentional categories in the wide

scope of arts in healthcare programming (see Table 1). To further clarify their intentions,

arts in healthcare practitioners and researchers are careful to distinguish between

“healing” and “curing,” arguing that while arts can encourage healing, they cannot cure.

To cure is to elicit “recovery from a disease,” to eliminate it.  Healing, according to arts

in healthcare literature, is the means through which a person can become “physically and

psychologically whole” (Rollins, et al 120).  Whereas a cure can be a product of medical

care and then becomes a state of being—“I am cured”-- healing is a holistic, ongoing

process, even when a cure is no longer a possibility.
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Table 1: Categories of Arts in Healthcare Programming2

Category Example
Contributing to the healing process Working on their own or through patient

support groups, people faced with life-
threatening medical conditions use the
creative process to take an active role in
their own healing.

Creating a healing environment through the
arts

Healing gardens, paintings in patient
rooms, live music in lobbies and in units.

Caring for caregivers Caregivers sharing their paintings or
poems, singing in a group, or dancing can
bring a sense of cohesiveness to the work
environment and be rejuvenating.

Supporting access to the arts for people
living with disabilities

Creative-arts therapists, artists and
educators provide arts opportunities for
people with disabilities.

Delivering medical care to creative and
performing artists

“Vocational arts medicine” in which an
orthopedist takes an interest in a dancer’s
knee problem; organizations like the Center
for Safety in the Arts that provides
information on toxic solvents in art
materials.

Enriching the medical curriculum Extracurricular opportunities to study the
arts designed to help medical students cope
with intense issues and to balance clinical
aspects of medical care with empathy.

Helping communities in times of crisis Artists work with communities that have
experienced trauma (i.e., to natural
disasters or acts of violence, like terrorist
attacks).

Source: Janice Palmer, 2-4.

Not only do arts in healthcare have the potential to provide healing relief in the

moment for the patient, there is burgeoning evidence that the presence of art and art

activities in healthcare settings can provide systemic benefit.  With the provision of arts

in healthcare for all patients, Bernie Warren believes “there will be a noticeable reduction

in stress levels… and ultimately fewer healthcare visits for clinical interventions, surgery

                                                  
2 This table is based on content from Palmer’s article.
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and medication” (6-7). The State of the Field Report echoes this belief.  The report

prioritizes a discussion of this potential for arts in healthcare to have a broad positive

effect: to reduce systemic burdens in healthcare at a time when healthcare costs are at an

all-time high in the U.S.  The authors cite new evidence that suggests arts in healthcare

programs can affect a hospital or other institution’s bottom line.  They connect the

presence of arts programming with “shorter hospital stays, less medication, and fewer

complications”— aspects that benefit patients and may mean reduced costs for treatment

services (8).  Further systemic effects include better retention of nursing staff (i.e., the

presence of an arts program is a consideration for staff contemplating a job change) and a

“less stressful work environment” for nurses and other staff (8).  Arts in healthcare

literature claims benefits for patients, staff, and the healthcare system as a whole.

Aside from citing benefits and charting types of programs offered, the arts in

healthcare field possesses an ethos—a philosophy of intention and approach to its

programs and interactions with patients. Providing choice-based activities has been a key

element in plans for pioneering arts in healthcare programs.  William Cleveland, author

of Art in Other Places: Artists at Work in America’s Community and Social Institutions,

chronicles developments of arts in America’s healthcare system.  He cites Devra

Braslow, founder of Art That Heals: The Jonsson Comprehensive Cancer Care Center

who contends that all aspects of her program “must permit the patient to choose whether

to be involved or not.”  Her consideration echoes Rollins et al’s observations of children

in hospitals, who often do not have choices and are often in passive roles.  Braslow

continues, “This tacit expression of choice, of patient-determined participation, was

unlike [the] traditional hospital routine in which patients abdicate their ability to make

decisions the moment they enter the door” (Cleveland 187).  In arts in healthcare

programs, the person or people who facilitate the process of offering choices and
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responding to patients’ self-determined participation are often the artists themselves.  The

interaction between patient and artist enhances the success of the program.

Rollins, Bolig, and Mahan introduce the term relationship-centered care to the

arts in healthcare conversation.  The term comes from a report of the Pew-Fetzer Task

Force on Advancing Psychosocial Health Education in 1994 and “captures the

importance of the interaction among people as the foundation of any therapeutic or

healing activity” (The Pew-Fetzer Task Force 11).  Linking the importance of interaction

and relational care to art activities with child patients, Rollins et al suggest,

The presence of an artist, musician, storyteller, parent, teacher, child life
specialist, nurse, volunteer, or other concerned and caring adult is likely to
enhance the child’s ability to use the arts in a therapeutic way…. If the
interactions among people are the foundation for a therapeutic or healing activity,
then perhaps this difference, too, may be attributed to the interaction between the
musician or other artist and the individual. (154)

Human interaction is a key element in bringing the arts to a healthcare setting.  Dramatic

arts are fundamentally interactive, which suggests that they have a strong healing

potential in healthcare.

Dramatic Arts in Healthcare

Drama is an interactive artistic practice, most always occurring with others

(Warren 115).  Drama practice in healthcare settings has the potential to serve as a

collaborative act in an isolating environment or with children who often feel isolated

from peers because of their medical condition.  Not only is drama collaborative, it is also

made up of a diverse set of practices.  Lynn Kable, founder of Amherst Glebe Artist

Responses and former Program Development Director of Hospital Audiences, Inc. (HAI),

cites six categories of dramatic arts in healthcare (see Table 2).  She examined several

profiles of current and past projects from companies or individuals combining
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drama/theatre and healthcare, including projects operating in expressive, instructional,

and therapeutic modes.

Table 2: Categories of Drama Arts in Healthcare Practices3

Category Definition Example(s) from the Field
Theatre Performance Whose
Topic is a Stage of Life, an
Illness, or a Condition

Creation of a performance by
a theatre artist, actor, writer, or
director that “allows audiences
to emotionally understand the
situation of a patient or family
members.”

Performances of the late-90’s
play WIT; Roots and Branches
Intergenerational Theatre
(Arthur Strimling).

Change of Attitude or Political
Actions

Theatrical performance
created through collaboration
between theatre artists and
patients to change attitudes of
the audience.

Daughter of a Pacifist Soldier,
about the effects of PTSD on
combat veterans
(Director/Choreographer
Tamar Rogoff and members of
the Manhattan VA PTSD unit.

Instructional Theatre Theatrical performance
created to educate community
members or caregivers about
healthcare issues or patient
information.

Milwaukee Public Theatre
program using theatre to
educate the community and
youth on pertinent social and
health issues.

Comedy, Humor Comedy or humor that reaches
patients and medical staff
through interactive activities
or performance.

Bedside clowning; musical
theatre performance
performed by hospital
caregivers.

Theatre for Self-Expression A “theatre workshop artist” or
drama therapist works with
patients through a process
meant as a vehicle for them to
express their feelings.

Youpa Stein’s Living Art
program, “Cancer, Courage
and Creativity.”

Drama Therapy Work facilitated in a
therapeutic framework with
goals, compensation, and
evaluation between therapist
and patient.

Off the Rocks program,
Akeela, Anchorage, Alaska.

Source: Kable, Lynn.  Animating Healthcare Communities with Theater and Drama

Therapy, 2009.

                                                  
3 This table was created based on Lynn Kable’s Webinar content.
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Kable’s categorization of theatre arts in healthcare classifies types of performance

and workshop methods, which may or may not both be part of the same program.  For

instance, Theatre for Self-Expression is performance-optional; the focus is on the process

through which patients can express their feelings—“storytelling, role play, or the creation

of a work of art to be shared in the workshop group” (Webinar).  Kable acknowledges

that theatre or drama practices in healthcare settings (or with patients or for healthcare

education) may be facilitated or coordinated by a variety of practitioners and

professionals.  Her examples demonstrate drama therapists running workshops and

coordinating performances with patients or others in treatment, but also show

professional arts practitioners—directors and choreographers—facilitating this work.

Even though Kable demonstrates collaboration between drama artists and patients

or caregivers in theatrical, workshop, or performance spaces, there is an evident absence

of interactive dramatic arts happening directly in hospitals or healthcare settings.

Considering the categorization of practice offered by the SAH Field Report, there appears

to be a potential for arts to engage with patients at the bedside.  How could drama be

offered as a “bedside activity”?  Looking to some intentions of arts in healthcare -- using

arts to create a healing environment or to benefit patients, for example -- how could

drama be offered to provide benefit or a healing environment for patients in healthcare

settings?  Moreover, aside from an apparent dearth in drama bedside activities (other than

bedside clowning), there seems to be a general lack of drama or theatre taking place

directly in healthcare settings.  Drama therapists are but a small percentage of

practitioners (less than 2%) and “performers” and “storytellers,” whose work may be

dramatic in nature, make up only 8% and 7%, respectively, of the total number of arts in

healthcare practitioners.  In addition, these two practitioner types fulfill performative

roles in the healthcare setting. Drama therapist’s skills may be expressly needed in acute
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situations to address specific issues of patients or to work within an intentional therapy

framework.  I offer that there is a potential for a category of drama practice in healthcare

settings that can be facilitated or designed by an applied drama practitioner (possibly who

Kable meant when she used the term, “theatre workshop artists”).  This practice may feel

therapeutic for participants, but has no framework established to be therapy (with

characteristics specific to the work of drama therapists like Bouzoukis).  Instead, the

practice provides an interactive bedside activity that is a relief from boredom or anxiety

and offers opportunity for self-expression.  James Thompson believes that a “theatre of

relief has value” when times of personal difficulty (like a hospital stay or stressful

treatment) can be “eased… with forms of theatre that relieve, remind, warm and soothe”

(201). This category of proposed drama in healthcare places the art making in the hands

of the patients.  It offers choices.

In this chapter, I profiled the work of a pediatric drama therapist, illuminating

points at which her practice converges with and diverges from the potential practice of an

applied drama practitioner in a healthcare setting.  I provided an overview of the arts in

healthcare field, with attention to current research and statistics.  Finally, I shared

methods of drama in healthcare practice and offered the idea for an interactive, bedside

drama practice.  In the next chapter, I will examine the societal context for my applied

drama project, which demonstrates that upon close inspection the act of applying drama

to a site is an intersection with a system of multiple interlocking and interrelated forces.
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Chapter Two:  The Societal Context: A System of Intersections

Applied theatre practice must develop expertise in its area of application
in order to get through any metaphorical gates.  It requires not an invasion
from the outside but a deep understanding of the arena in which you aim
to work.

-James Thompson, Drama Workshops for Anger Management and
Offending Behavior

The first step John Somers recommends for an applied drama practitioner is to

research the societal context in which she intends to work (E-debate).  The word society

encompasses many aspects and people, associated together and organized in some way.

The applied practitioner, in researching the applicable “societal context” discovers a

complex system of intersecting forces.  James Thompson suggests that the applied

practitioner develop an “expertise” in this area of application.  The notion of becoming an

expert, however, in this societal context is over-reaching.  Thompson himself modified

his original assertion (quoted above) in a later book, offering that while an applied

practitioner first learns the “discourse” of the area of application as “the first distinctive

act of practicing” applied drama, she cannot claim to be an expert in that area (33).4  An

applied practitioner can attempt a “deep understanding of the arena in which [she aims] to

work” and while it is a first step, it is an ongoing inquiry, continuing throughout the

applied drama process.

The ongoing nature of this understanding is in part a reflection of the multiplicity

of perspectives within the context at hand.  No one viewpoint provides a complete

                                                  
4 The act of applying takes the theatre practitioner or researcher into a number of different academic
disciplines, social practices and research fields.  The theatre engages with the discourses and approaches in
these settings but cannot claim expertise in them (my italics, Thompson, Applied Theatre: Bewilderment
and Beyond, 20).
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picture.  The applied practitioner must develop an awareness of numerous convergent

viewpoints.  This understanding then reveals the perspectives of the stakeholders and the

gatekeepers of the site.  In this chapter, I explore first the situation of the primary

stakeholders of the project—the children who are patients in the Pediatric Dialysis Clinic.

I then profile the caregiver with whom this project works most closely—the child life

specialist.  Finally, I compare and contrast the two institutional stakeholders and

gatekeepers of the site, the affiliate hospital, Regional Children’s Hospital, and the

owning corporation of the clinic, Nationwide Renal Clinics, Inc5.  I cannot, of course,

speak from the perspective of the children, the child life specialist, or representatives of

the hospital and corporation.  By honoring the multiplicity of perspectives, this chapter

strives for what Paulo Freire terms “cultural synthesis” wherein the practitioner does not

enter the world as an invader to “teach” or “transmit” or “to give anything, but rather to

learn with the people, about the people’s world” (Freire 161).  Remembering, “no

account, story or description… is anything more than an incomplete interpretation…”

(Thompson 26), I can, by merging outside research, interviews, interaction, and

observations, present the context as accurately and as completely as my understanding

and position allows.

UNDERSTANDING PEDIATRIC CHRONIC MEDICAL CONDITIONS

A Walking Tour of the Pediatric Dialysis Clinic

Upon entering the clinic’s first door, there is a small waiting area.  The room is

usually empty, since parents or guardians typically either stay with their children inside

during treatment or use the time to work, run errands, or attend to other family needs.   At

                                                  
5 Names of the sites involved in this applied drama project have been changed.
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the window, through which you can see a glimpse of the hemodialysis treatment area,

there is no on-duty receptionist, only a bell to ring to alert the clinic that someone has

arrived.  The clinic strives to be secure, only allowing in those people who have a reason

to be there—parents, guardians, staff, volunteers, social workers, and other clinic

professionals.  Inside the second doorway, the private examination and peritoneal dialysis

training rooms are down the hallway to the left.  A mural of the city’s skyline brightens

the wall of the hallway.  To the right, there is a sink for washing hands and paintbrushes,

followed by a bank of cubbies—each labeled with a child’s initials—filled with partly-

completed craft projects, pillows, blankets, paperbacks, sketchbooks, Play-Doh, crayons,

among many other items.  Once a child enters, s/he stands on the scale (a large square at

level with the floor) and then checks his/her temperature.  Just across from the cubbies

and the scale is the nurses’ station, its counter flanked by the art cart and game cart,

opening up to the treatment room.  This room is an open space with six vinyl recliners

evenly spaced along two walls, each with an accompanying dialyzer (the machine

responsible for the hemodialysis treatment).  Hanging from the ceiling are TV’s—one for

each recliner—and seasonal decorations often made by the children themselves.  The

walls are a deep blue—a soothing ocean color—and are adorned with three-dimensional

sculptures of colorful sea life.

Each child typically uses the same recliner for each treatment session and heads

there after weight and temperature are checked.  The weight check helps determine how

much weight the dialyzer should “take off” during treatment, trying to get the child down

to a regular recommended weight.  Children typically gain some weight in-between

treatments—the water weight people who have healthy kidneys can excrete through

urination.  Nutritionists, nurses, doctors, and child life specialists pay close attention to

the number of kilograms a child puts on between treatments.  The number indicates, in
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part, whether s/he has been following dietary restrictions, specifically the healthy amount

of liquid to drink.  Children who gain the recommended amount (or less than) get

privileges in the clinic to watch TV or play handheld video games.  When children are

regularly successful, they get recognition in the clinic—perhaps their name displayed on

a colorful poster or a festively decorated recliner.  To keep track of his/her successes,

each child can put a sticker by his/her name on a chart once s/he takes a seat. When a

nurse is available, the child will get “hooked up” to the dialyzer through vascular access

to a venous catheter6 in the child’s chest or an arteriovenous fistula 7 in one of the child’s

arms or wrists.  The nurse fixes a blood pressure cuff on the child’s arm (the one opposite

to the arm with the fistula, if that applies) and the countdown begins.

Each hemodialysis session lasts approximately three and a half to four hours (with

three sessions—or twelve hours—in treatment each week).  A child comes to the clinic in

either the morning or afternoon shift; regardless, s/he has to miss some school hours for

treatment.  The first hour of treatment, then, is designated as “education hour” when the

child can catch up on homework or do another educational activity.  Once the first hour is

over, the child on hemodialysis may want to play cards, do an art project, watch a movie,

or chat—activities to fill what the National Kidney and Urologic Diseases Information

Clearinghouse calls “lost time.”  A child on hemodialysis may also feel unwell and want

to rest or sleep.  The clinic supplies various activities—games, TV, books, movies, crafts,

art projects, and toys—to fill the remaining “lost time” meaningfully with play, art

making, conversation, and creativity.

                                                  
6 A catheter is not ideal for permanent vascular access, but may be necessary for long-term access.  It is a
tube inserted into a vein in the neck, chest, or leg with two chambers allowing for two-way blood flow. A
tube for insertion into a bodily passage or cavity used for injecting or for drawing out material.
7 An arteriovenous fistula is considered the best long-term vascular access for hemodialysis.  It is created
through surgery by connecting an artery to a vein, usually in the forearm.  The vein grows bigger and
stronger, more able to handle repeated needle insertions for treatment (www.kidneyniddk.nih.gov).
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Effects of Chronic Kidney Medical Conditions on Young People

Children may need hemodialysis treatment when their kidneys have failed.

Hemodialysis (and the alternate form of dialysis, peritoneal dialysis, which happens in

the peritoneal cavity in the belly, as opposed to within the cardiovascular system) is an

active treatment option for children with End Stage Renal Disease (ESRD).  The chronic

medical condition8 ESRD is uncommon—only 1 to 3.5 people per million are affected.

By the time a child develops ESRD, s/he has typically been through several stages of

treatment for abnormal kidney function, including treatment to reverse renal deterioration

or present further deterioration from happening (Korsch and Fine 285).  ESRD is the

final, life-threatening stage of chronic kidney disease.  With this diagnosis, families must

choose between “conservative treatment or active ESRD care” (Korsch and Fine 286).

Conservative treatment addresses only the secondary challenges to ESRD (like

hypertension or bone disease), while active care can potentially save a child’s life.

Dialysis (in either hemo or peritoneal form) and transplantation are the two methods of

active treatment.  The American Association of Kidney Patients (AAKP) states,

“successful renal transplantation is the treatment of choice for children with end-stage

renal disease (ESRD).”  Ideally, according to the AAKP, a child receives a transplant

before getting sick and before dialysis is needed.  Transplantation, however, is not always

an immediate or viable option.  Because of health complications or lack of availability, a

child with ESRD often has to wait for a transplant.  Sometimes, even with a transplant,

there are complications; children can “reject” a transplant when his/her body “recognizes

the foreign antigens of the kidney transplant and attempts to eliminate them” (Korsch and

Fine 287).  A child whose body rejects a transplant returns to dialysis treatment—and the

                                                  
8 In deference to one of the children in the clinic, who does not like the word “disease” and how people
misunderstand kidney “disease” (i.e. as something someone can “catch”), I try to avoid using that word
unless it is necessary (i.e. in ESRD), using “medical condition” or sometimes “illness” instead.
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waiting—all over again.  During this waiting period—for a first or repeat transplant--

children on active treatment with ESRD must make a form of dialysis a part of their lives.

Children with ESRD are more likely to receive peritoneal dialysis (The Children’s

Hospital of Denver website), which does not require thrice-weekly visits to a clinic and

can happen at home, overnight, once a parent or guardian has been trained to administer

the treatment.  Other children receive hemodialysis as their regular course of treatment.

Hemodialysis takes place in a specialized clinic and requires vascular access to the

child’s blood—hence the prefix “hemo.”  The process, according to the Children’s

Hospital, uses a machine--the dialyzer--to filter waste from the blood, returning filtered

blood back to the child’s body. The dialyzer itself almost sounds like a mechanized heart;

it gently beeps and pumps rhythmically.  Over time, this rhythmic soundtrack to dialysis

treatment can fade into the background, but regular, automated blood pressure checks (a

child wears a blood pressure cuff at all times while on treatment) and the occasional

beeping alarm alerting the nurse are constant reminders of its presence.

Dialysis treatment, along with transplantation, has improved the outlook for

children with ESRD in the last three decades, from one of “frank pessimism to cautious

optimism.”  The treatment, though very expensive, has been made accessible for families

through a 1972 Federal Law making dialysis treatment reimbursable through Medicare

(Korsch and Fine 283).  As promising and accessible as it seems, dialysis is not

complication or stress-free; it is time-intensive, invasive (requiring surgery for catheter or

fistula placement or repair), and sometimes painful (cramping and headaches are frequent

discomforts).  The AAKP explains that while dialysis is life saving, “it imposes heavy

physical and psychosocial costs on children and their families.”  Children experience

“chronic anxiety about impending pain, operations, invasive procedures, loss of vascular

access and death” (1).  Moreover, dialysis treatment is a recurring stressor in a child’s
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life, one that engenders further stressors outside of the clinic. Children (and

parents/guardians) must consistently monitor fluid intake, avoid certain foods, and take

regular medication (among other tasks) to make each dialysis treatment successful and

comfortable for the child. Treatment also limits social and educational opportunities,

enforcing long periods of limited activity (AAKP 1). While the trauma of the initial

diagnosis passes and stresses become less dramatic and less threatening, they are

“continuous and repetitive,” accumulating on top of other stressors common to

childhood—school-related and interpersonal stressors (Eiser 105).  When the treatment

and all its considerations are potentially stressful, the quality of the environment where a

child receives dialysis and the child’s relationships with caregivers therein is important.

Specifically, a clinic’s child life program is key to alleviating the stresses of treatment.

CHILD LIFE

Training and Goals of a Child Life Specialist

Since the mid-1960’s, the number of child life programs in U.S. and Canadian

hospitals has doubled to more than 400 (PEDIATRICS 1757).  Child life programs exist

in inpatient pediatric health care facilities, hospice programs, and in pediatric outpatient

settings, among many other sites.  A child life program is considered “an indicator of

excellence in pediatric care.”  The child life specialist’s primary goal is to ameliorate the

negative effects of health care settings or other stressful places by focusing on “the

strengths and sense of well-being of children while promoting their optimal

development” (PEDIATRICS 1757).  The child life specialist is typically trained and

certified as a CCLS (Certified Child Life Specialist) through a bachelor’s degree in child

development or a similar field, the completion of a 480-600 hour internship under the
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supervision of a certified child life specialist, and the fulfillment of the standard

certification exam via the Child Life Council.

The child life program in a pediatric hospital or clinical setting has multiple

overlapping goals.  Child life specialists strive to normalize the hospital environment and

make it a more positive experience.  They provide opportunities for education regarding

medical procedures, diagnoses, treatment and general coping skills.   The child life

specialist in residence at the Pediatric Dialysis Clinic describes this education:

We educate the family, we educate the kids on why they’re here and medical
procedures and different things like that.  So, if they have to get an IV or, if
they’re a dialysis patient, and they have to go to the hospital and do some kind of
tests—a radiology test, an MRI, or a CT Scan or something like that.  We kind of
break that down on the kid’s level and explain step-by-step what they’re going to
go through and what they’re going to see and hear and do… so they are prepared
for those types of medical procedures… (Interview 2/19/10)

Child life specialists also distract and soothe child patients, encouraging children to

express their emotions in therapeutic ways.  The dialysis clinic’s child life specialist

explains how addressing a child’s anxiety about being in a healthcare environment

requires opportunities for choice and education about medical procedures,

A big part of our job is just helping to reduce the fear and the anxiety about being
in the hospital or having to do any sort of medical thing.  I mean, I think we can
probably remember as kids and any kid that we know, when they have to go to the
doctor, they immediately think, “Oh my gosh, it’s just gonna hurt—whatever
they’re going to do it’s gonna hurt or I’m gonna have to get a shot or I’m gonna
have to do this or I’m not gonna like it.”  It’s not always that way—yes, there are
things that we have to do that probably aren’t going to be very comfortable and
some of those things we don’t have a choice about, but we as child life specialists
try really hard to give as many choices as we can, even when it comes to medical
procedures, as far as, “do you want to sit on the bed or do you want to sit in the
chair to get your IV?”  If we can have those kinds of choices, even during medical
procedures… helping to reduce that anxiety about just being here and the mystery
about the hospital and doctors.  There can be a lot of misconceptions for kids and
so just helping to clear those things up…those are important things for us.
(Interview 2/19/10)
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Child life specialists are crucial members of the care giving team in a hospital or clinic,

often providing information about child development to other caregivers and tending to

family questions or concerns.  Child life goals aid the success of healthcare interventions

and contribute to a positive environment for children needing medical care.

A child life specialist’s goals may grow more specific depending upon her

placement.  In the pediatric dialysis clinic, the child life specialist’s goals address the

effects of a routine treatment that disrupts their lives and can be potentially isolating:

I think probably some of the most important goals for me would be to, in any way
I can, to help normalize…this clinic setting for kids and just dialysis in general.
It’s not really a normal thing that most kids have to go through and our kids—I
know—there’s not a single other child in their class at school or that they know in
their lives that has to come and do dialysis.  They are the only ones in their lives
that have to face things like this and so, just trying to make it as normal as
possible for them while they’re here. (Interview 2/19/10)

The long-term relationship between the child life specialist and the children in the

dialysis clinic offers unique goals related to helping a child develop coping skills:

I see these kids every [other day] and I have seen them every [other day] for over
a year since I’ve been working here and most of them have been here for that
long.  It changes a little bit because you get to know the families a lot more, you
get to know the siblings a lot more and you can work on things on a long-term
basis, like coping and helping them to develop some new coping skills and some
more appropriate coping skills because some of these kids have been sick for a
really long time and there can be a lot of regression and the kids can kind of
regress developmentally and revert back to behaviors that are typically not seen in
your average nine year old.  They might act more like a five or six year old,
instead of a nine or ten year old, which is normal for a sick, chronically ill child.
And, so a big part of my job here is to try to promote normal development and
growth and normal, more age appropriate coping skills and help them to learn
those.  When I have a kid that’s here three days a week, for weeks and weeks and
months on end, you have more time to help foster those more positive coping
skills. (Interview 2/19/10)
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Child life goals are accomplished through many different means—play, art making,

conversation, and demonstration—but all of these methods share a common pedagogical

approach called child-centeredness.

The Child-Centered Approach

The concept of child-directedness comes from a tenet of Play Therapy known as

being “child-centered.”  Dr. Garry Landreth, Regents Professor of Counseling,

Development, and Higher Education at the University of North Texas, describes the core

value of child-centeredness as “an attitude of deep and abiding belief in the child’s ability

to be constructively self-directing” (Landreth and Sweeney 17).  The basic principles of

the child-centered relationship come originally from Virginia Axline, considered the

creator of Play Therapy.  Landreth’s revision of Axline’s eight principles features an

approach central to child-centeredness: the therapist trusts the child’s inner direction,

allows the child to lead in all areas of the relationship and resists any urge to direct the

child’s play or conversation (Landreth and Sweeney 18).  Often, this trust in the child’s

direction works when the adult offers choices during an activity, game or play and begins

by offering choices of what to do and what to play with.

Pat Azarnoff and Sharon Flegal in their book, A Pediatric Play Program:

Developing a Therapeutic Play Program for Children in Medical Settings, endorse

finding opportunities for children to make decisions, offer viewpoints, and make

suggestions in hospital or clinical settings.  They believe, “one of the best sources of help

in a therapeutic play program is the pediatric patient himself” (25).  Deferring to the child

to make decisions, to lead dialogue, or to guide an artistic process are examples of child-

centered practice. This practice responds to the psychosocial need for children in clinics

and hospitals to have control over some aspect of their situation and/or environment.
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Children are often in passive roles in a healthcare situation; they cannot decline

treatment, medicine, or a procedure.  Without opportunities to make choices, children

may feel “powerless and confused” (Rollins, et al 121). The child-centered practice of

providing opportunities for children to have choices, make decisions, and direct the

progress of a game or other activity can ease those feelings of powerlessness and

confusion. The dialysis clinic’s child life specialist describes her approach to child-

centeredness:

Something that’s child-centered to me would be anything that allows the child to
make the choices and to make the decisions.  Allowing the child to feel that they
are in control of the situation or activity or whatever it is that you’re doing.  Kind
of, entering into their world, as the adult and kind of coming down onto their level
and talking to them and finding out what they want to do, not necessarily what I
want for them to do. (Interview 2/19/10)

The child-centered approach relies not only on the practice of offering choices

and opportunities for decision-making, but also on the adult’s practice of relinquishing

her control over an activity and her expectations of what the child may do during the

course of an activity.  The clinic’s child life specialist describes her approach with a child

who may be new to the child-centered play environment:

I’d probably say something like, “Here we have lots of things to play with in just
about any way that you want to.”  So that’s putting the focus on letting them make
the choice of what they want to do and whatever they choose, they can do with
that thing whatever they want to do with it.  I’m not putting a value or something
on a specific activity that they would have to do with the Lego’s what I want them
to do with the Lego’s or do with the Play-Doh what I want them to do with the
Play-Doh they can do whatever they want to with that type of thing. (Interview
2/19/10)

Key to child-centeredness is not only the practice of providing opportunities for a child to

be in control and to direct a situation, it is also the language with which a child life

specialist frames and reflects upon a child’s choices.
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An adult practicing child-centeredness uses language that acknowledges the

child’s choices, but does not limit what the child may do with his/her choice by labeling

what it is the child is doing:

Some [children] come in with a definite idea of something that they want to do.
So, if that were the case, I’d probably say something like, “I can tell that you have
a plan for what you want to do today or I see you have chosen to play with that.”
It might be Play-Doh.  I know that it’s Play-Doh, but I’m not going to call it Play-
Doh because maybe they are using their imagination that it’s something else,
other than what I see with my own eyes. (Interview 2/19/10)

A child life specialist chooses her words carefully so as not to impose her opinions or

values upon the child.  If she feels she wants to offer a suggestion or a choice, she is

careful to frame the suggestion without her judgment built into the language.  The clinic’s

child life specialist might use a phrase like, “some kids tell me that they like to do it this

way.”  She believes that if a child thinks another child had a similar idea or said

something similar to what s/he wanted to say, the child “will feel more comfortable

opening up.”  This practice displaces the adult as the authority and frees the child from

having to please the adult:

I don’t want them to ever feel obligated that they feel like they have to do what I
want them to do or that they have to choose because they know me and they like
me—and that’s a good thing because we have a really good rapport with
them—but I don’t want that to get in the way either and they feel that they have to
please me or that they have to do what I want them to do.  I want them to have the
freedom to make whatever choice they want no matter what I think. (Interview
2/19/10)

The child life specialist and volunteers have a tricky balance to strike in the clinic; they

build long-term relationships with children that they then have to guard from influencing

the children’s decisions.
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The Pediatric Play Program

Play is the conduit for many goals of the child life program.  Play is frequently

used because of the general belief that play is comforting, familiar, and reassuring for

children.  Play can help “make the health care experience less intimidating and more

comfortable” (PEDIATRICS 1758).  Azarnoff and Flegal assert, “[the] most important

function of a pediatric play program is to assist the medical staff in providing better

health care” (3).  A play program is essential to complement the functions of the medical

staff when a healthcare setting strives to care for the “whole child.”  Azarnoff and Flegal

also believe that a “one–on-one ratio [between a child and a child life specialist or

volunteer] is invaluable in an atmosphere which often must sacrifice quiet consideration

to efficiency and where loneliness and apprehension are endemic.”  Children on dialysis,

who attend treatment regularly—visiting a clinic three times a week—are routinely

reminded of their medical condition and may feel anger, fear or helplessness (Azarnoff

and Flegal 7-8).  The physical restrictions of their treatment—requiring them to remain

seated, connected to the dialyzer—mean that there are limitations to how they can

independently seek out distractions or socialization on their own.  Child life brings tools

for play right to the children, often providing opportunities to play one-on-one or

connecting one child to another through a game or other activity.

Child life programs, like that in the Pediatric Dialysis Clinic, do their best—with

donated toys, games, art supplies, books, and even medical supplies—to make the play

choices as age-appropriate as possible.  Age-appropriate play activities provided within

the clinical environment help to relieve anxiety and increase the possibility that frequent,

regular, and sometimes, prolonged healthcare visits will not interrupt children’s normal

development (PEDIATRICS 1758).  Offering play choices that align with an awareness

of children’s developmental stages and preferences is important to child life.
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Various forms of play—including playing games and doing “medical play” (in

which a child uses real medical equipment for imaginative play, often with a nylon

doll)—afford children opportunities to be masterful in a medical situation.  Art making

(and other expressive play activities) are common methods in which, through a child-

centered approach, children in hospitals or healthcare settings can experience power and

control.

Child-Centered Art Making

Rollins, Bolig, and Mahan, in their book Meeting Children’s Psychosocial Needs

Across the Healthcare Continuum, describe how the emotional and psychological

consequences children who are hospitalized sometimes experience can be assuaged

through artistic and creative activities.  Children become active “doers” instead of passive

“receivers” directing their emotional expression and their creative world (121-122).

Moreover, art making, like play, is familiar to a child and may help achieve the child life

goal of normalization. The authors cite several ways in which the arts ease the stresses of

being in a hospital or clinical setting, either through the activity itself (by doing

something “normal”) or through the way in which the activity is presented (by providing

choices and independence in the activity). The table below demonstrates how artistic

activities can meet several needs of children in health-care settings. Child life specialists

employ art making as a means to address some of the psychosocial needs of children in

healthcare settings.
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Table 3:  Key Concepts: Meeting Psychosocial/Developmental Needs of Children in

Health-care Settings Through the Arts

In health-care settings, children… The arts provide opportunities for
children to…

1. May experience pain and discomfort
Develop new coping strategies;
Distance and distract themselves

2. Have limited opportunities to make
decisions

Make choices; Be independent

3. Are in passive roles, where they are led,
dressed, doctored, and are the constant
recipients of things being done to them

Be the active ones; Be the ones in charge

4. Experience many emotions, such as fear,
confusion, anger, guilt, happiness, joy, and
pride

Communicate feelings, both pleasant and
unpleasant; Safely let go; Relive and
master traumatic experiences

5. May be physically limited
Draw on their remaining abilities;
Imagine what they may be unable to do
physically

6. Are in a health-care atmosphere with
confusing sights, sounds, smells, and
strangers

Do something “normal” and familiar; Share
experiences with others; Experience the
pleasure and joy of childhood

7. Are in a situation that provides
opportunities for learning and growth Demonstrate understanding of their

condition and treatment; Experience
closure; Develop potential for a lifelong
interest in the arts and creative expression.

Source: Rollins et al, 122.

 A child life program in a dialysis clinic can help make the experience more

enjoyable and positive, even when a treatment program, like dialysis, has so many

unavoidable challenges—traveling to treatment, missing school, avoiding favorite foods,

sitting still for four hours, along with numerous anxieties and emotional pressures.  As

one child in the clinic likes to say, “a miracle isn’t magically being cured, it’s accepting
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what you have to deal with and making the most of that situation” (Field notes 1/22/10).

Child life specialists and their effect on a clinic’s culture can help children make the most

of a challenging situation.  The resources of the child life program—including the

volunteers, interns, and child life specialist-- are available because of a partnership

between Regional Children’s Hospital and Nationwide Renal Clinics, Inc.  The

corporation (NRC, Inc.) owns the Pediatric Dialysis Clinic and has contracted out the

child life program from the hospital.  The clinic then, is in an intersection of two larger

systems of ownership, sometimes struggling to balance one with the other.

UNDERSTANDING THE SYSTEMS OF INSTITUTIONAL AFFILIATION AND OWNERSHIP

While the non-profit corporation, Nationwide Renal Clinics, Inc., owns and

operates the clinic, the Pediatric Dialysis Clinic has an affiliation with the Regional

Children’s Hospital.  There is often traffic between the clinic and the hospital.  Even

though the clinic operates in a separate facility from the hospital, it is connected to

Regional Children’s through an underground tunnel.  Children from the clinic sometimes

need further care and spend time in the hospital.  Occasionally, nursing staff from the

clinic will be called over to the hospital to provide specialized care.  Also, the clinic’s

child life specialist is a Regional Children’s Hospital employee; she has responsibilities at

the hospital and connects the clinic’s child life program to the hospital (i.e., by bringing

over visiting guests and supplies and toys).  While there seems to be an easy flow

between the hospital and the clinic’s corporate owning company, there are moments

when the two organizations diverge.
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Regional Children’s: A Child-Centered, Arts-Focused Hospital

The Regional Children’s Hospital seems to have subscribed to Azarnoff and

Flegal’s assertion that “every place in the medical building that serves children should

offer an atmosphere and programs responsive to the children’s needs” (10).  The public

pediatric hospital houses the largest private art collection in the state, numbering nearly

800 pieces.  Thanks to the color and vibrancy of this collection, the building’s

atmosphere is friendly and welcoming.  According to its website, from the beginning

“there was a commitment to a visionary design philosophy that embraces the power of art

as part of the healing process.”  The President and CEO of Regional Children’s Hospital

believes the art-filled surroundings have a “profound healing effect on both mind and

body” and that this is even more the case for child patients (“Patient and Family

Resources” webpage).  Staff members endorse the hospital’s commitment to healing

through its artistic surroundings.  The Special Events Coordinator (also a child life

specialist) says that there is much research linking the quality of the physical

environment to the healing process.  She says that there is specific value in a “bright

place.”  The visual art collection provides something for the patients to look at, a

distraction with a “calming effect.”   The art therapist on staff at Regional Children’s

agrees that “art warms up the atmosphere” of what could be a cold and sterile hospital

environment.  From her perspective, the hospital “really values arts as a way to make kids

feel comfortable, making it a light-hearted atmosphere.”  Some of the art is interactive, as

well, inviting children (and other guests) to participate in the healing environment.

While Regional Children’s Hospital houses an impressive visual art collection in

its state-of-the-art building and maintains a variety of ongoing special events (some of

them art-related—music or theatrical performances, for example), the hospital is also a

site where intersections of art and healing occur on a person-to-person level.  The
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Director of Child Life believes that the arts help the hospital address the needs of the

“whole child.”  She believes that “if [the hospital] were only formally addressing their

cancer or their broken leg, [they] would not be providing quality care” (Email exchange).

The art therapist agrees that the hospital “especially treats the whole person, not just the

medical aspect… arts are a big part of treating the whole person.”   Benefits of art making

are numerous.  The Special Events Coordinator asserts that art making offers a child

“freedom of expression” and control of his/her environment.  “Control is one thing

they’re lacking,” she says, and this lack of control is one of the “biggest contributions to

anger and frustration.”  In the hospital, children as patients are always being told to do

things.  She and others in the Child Life Department agree with Rollins et al that a safe

way to “give kids that control back” is through interactive art activities and special

events.

To assure that art activities provide opportunities for mastery and control, the

hospital staff wants “any type of art to be child-directed” and believe that art offer

“freedom of expression.”   Regional Children’s welcomes art therapists and artists

provided they use the child-centered approach.  Both art therapists and artists, working in

child-directed practice, help children at the hospital manage the challenges of

hospitalization and treatment.  Though the ultimate goal—helping children cope—is the

same for both art therapists and artists, there are distinctions between art therapist’s work

and approach and that of an artist at Regional Children’s.

The Director of Child Life helps to distinguish the roles of art therapist and

visiting artist.  She emphasizes that art therapy is a “treatment modality” for child

patients “who have been specifically identified as needing additional outlets to process

their illness (or pain or mental health concerns).”  Artists visiting the hospital provide a

“therapeutic outlet” and serve children by helping them “build self-esteem and coping
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mechanisms” (Email exchange).  An arts practitioner can be successful working upon the

philosophical foundations and within the logistical structure of the Regional Children’s

Hospital, whether as a registered therapist or as a visiting artist.

Artists contribute directly to the hospital’s mission to serve the whole child and

function creatively within the philosophy of child-directedness.  Regional Children’s is

not unique in integrating arts activities in its approach to care.  Many salient facets of the

hospital’s philosophy and the artists’ approaches are in conversation with current

literature regarding arts in healthcare.  Artists and art therapists at Regional Children’s

have made significant discoveries about how to frame art making within a child-centered

approach.  They consistently offer choices and respect patients’ creative output while

maintaining a safe, supportive and active relationship in the healing process.  Rollins et al

indicate that there is an emerging “paradigm shift in children’s health care—a change

from promoting adaptation to participating in growth: illness as a “problem” is being

transformed to  illness as a “challenge” presenting an opportunity for growing in new

ways” (164).  Artists, therapists and child life staff at Regional Children’s are

implementing this shift in their approach to arts in pediatric healthcare by offering

opportunities for children to engage creatively and actively in their healthcare experience.

Nationwide Renal Clinics, Inc.: Corporate Office to Clinical Outpost

Nationwide Renal Clinics, Inc. states that its “sole reason for existence is to meet

[its] individual patient’s needs” (NRC, Inc. website).  ESRD treatment is the focus of the

corporation’s services, which include dialysis, organ procurement and transplantation,

and education on ESRD and related issues.  The non-profit organization started in 1971,

with any excess revenues “earmarked for research and education in the field of kidney

disease or for expansion of services to benefit additional ESRD patients.”  While the
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corporate offices are in one city, NRC has a presence throughout the U.S., with numerous

universities and teaching hospitals.

NRC’s philosophical approach to care aligns with Regional Children’s “whole

child” approach.  The organization “recognizes the patient as an individual resulting from

his or her genetics, life experience, habits, beliefs, and emotions” and strives to “become

acquainted with [the] patient as a person and seek to understand his or her problems and

needs—physical, emotional, spiritual, and social (“About [NRC]—Philosophy”

webpage).  NRC’s care approach is team-based, much like the recommendation of

Korsch and Fine, offering a team of specialized individuals in the care of ESRD.  The

corporation also effectively owns the child life program, contracted out from Regional

Children’s.

Nationwide Renal Clinics, Inc. owns and oversees the operation of over 200

dialysis clinics in the U.S.  According to the child life specialist, the Pediatric Dialysis

Clinic is NRC’s sole clinic serving only child patients. NRC’s affiliation with one of the

clinic’s nephrologists can explain why the corporation owns this particular pediatric

clinic and no other.  NRC and Regional Children’s Hospital have a contract with each

other wherein the nephrologists who see patients in the clinic also visit patients in the

hospital.  Care for children with renal disease is intertwined within the hospital and the

clinic (CLS Interview 2/19/10).

While NRC’s website does not overtly mention its care philosophy for children, it

does feature a lengthy section about its affiliation with a camp for children with kidney

diseases.  The camp is outfitted to support children who will need hemodialysis and

peritoneal dialysis during their stay.  The camp has grown substantially over the past few

decades and children from the Pediatric Dialysis Clinic are invited to attend each

summer.
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NRC’s obvious pride in its camp (there are several pages devoted to it on the

organization’s website) indicates a commitment to children living with chronic kidney

diseases, however, clues from the child life specialist’s experience with the corporation

hint that an awareness of child-centered care may not have always been embedded in the

clinic.  She has witnessed changes over the past year, for which she credits a new nursing

staff and a new nurse manager:

I think that it made a big change when we had a big nursing change….
Now, the nursing staff that we have now has a lot more pediatric
experience and they’re a lot more accommodating to kids and what they
need. (Interview 2/19/10)

Pediatric medical care extends to treating not just the child, but also the whole

family.  The child life specialist has observed an evolution in family-centered practice (a

hallmark of Regional Children’s) in the clinic, allowing parents, siblings, and guardians

into the treatment area.  She observes, “I’ve noticed the parents seem a lot more

welcoming and open and wanting to just chit chat with the nurses and talk and things like

that.  They kind of hang out more.”  Now that the “change in the nursing staff… opened

the door” to family-centered and child-centered care, the child life specialist works to

encourage “as much parent involvement, family involvement” as she can.  She models

child-centered therapeutic responses and relationships with the children for both nursing

staff and family members.  In the instance that a child is crying or having a difficult time

with treatment, she will say, “I can tell that you’re having a really hard time right now

and it seems like you’re really sad.”  This approach is the preferred response to “Stop

crying or why are you crying?  It’s not that bad.”   The child life specialist is a key

member of the care-giving team in the clinic and her influence is felt throughout,

although it has been a struggle for her to gain a foothold in collaboration with the

corporate office.
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Representatives from the corporate office have visited the clinic twice in the past

year and have been surprised both times to find the child life specialist there, along with

her assorted tools—toys, games, and art supplies.  She describes the first visit from

corporate:

They wanted to know, “Why do we have all of these toys?  And, who’s this?  And
why does she have all this stuff everywhere?  You can’t play with Play-Doh, you
can’t clean Play-Doh”…. So, I had to spend some time telling them about our
infection control and how we clean the toys and, you know, “No, we don’t share
the Play-Doh—you’re right—we can’t clean the Play-Doh, so if someone plays
with Play-Doh then they get to keep it forever and we don’t share it.”  Just
clarifying all that because they’re coming from an adult perspective and in an
adult clinic, they don’t have Play-Doh, they don’t have anything.  And, so to have
all of these toys and games and activities and art projects and things for the kids to
do was completely foreign to them, so I had to kind of explain my role and why I
was here and what we were doing with all of these art supplies…(Interview
2/19/10).

After this first visit, the child life specialist expected that NRC had a better understanding

of her integral role in the clinic.  Unfortunately, a repeat visit later in the year showed that

the owning company had not yet fully incorporated their understanding of the child life

specialist’s role; the second group of visitors did not know what she was doing in the

clinic.  They required the child life specialist to go through weeks of screening, barring

her from being in the clinic in the interim. She believes the primary challenge was “the

fact that this is their only pediatric clinic, we do things here that they don’t do at any

other clinic ever.”   Finally, she had completed all of their compliance training and was

welcomed back into the clinic.  Challenging communication between the clinic and the

corporate office may also have exacerbated this situation; considering the number of

clinics the corporation oversees, coupled with their distance from most of their clinics, it

is understandable that communication can sometimes be difficult.  Unfortunately, these

challenges in communication threatened the presence of a key element of pediatric care

in the clinic—child life.
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A child with ESRD experiences complex physical and psychosocial effects from

his treatment and medical condition.  It is easy to isolate one aspect of care without

thinking of the other, to divide the body from the heart.  A corporation managing mostly

adult clinics might be put off guard when faced with a bouncing ball in a dialysis clinic.

Their focus, first and foremost, is on the physical treatment.  They keep in sight the needs

of the “whole child,” much like Regional Hospital’s approach, but give primary attention

to making sure medical needs are met.  Without NRC’s commitment to medical care,

Regional Children’s Hospital’s child-centered approach would be useless.  The

foundation of medical care makes it possible for child life specialists and visiting artists

to attend to the complex inner life and stressful situation of a child on dialysis.

This account is incomplete, but it presents a deeper understanding of the elements

of the system intersecting in the Pediatric Dialysis Clinic.  My discussion of the two

organizations is uneven; my information on NRC, Inc. is limited to what is found on their

website, interviews with the child life specialist, and my experiences as a volunteer.  In

contrast, my examination of the Regional Children’s Hospital is more thorough, but still

not exhaustive and biased towards their approach to using art in the hospital.  I did not

interview the children in the clinic, but tried to understand their situation through research

on chronic kidney medical conditions and pediatric hemodialysis.  I privilege the voice of

the child life specialist in this account because she is the primary collaborator in this

applied drama process.

In Chapter Two, I demonstrated how intersecting with research in the greater field

of arts in healthcare helped shape ideas for ways to incorporate drama in healthcare

settings.  In this chapter, by examining the systems converging in the clinic and the child-

centered approach, I linked ideas for pediatric art activities to the practice of child-

centeredness.  I detailed the challenges and effects of ESRD and its treatment on young
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people.  I profiled the role of child life in the clinic and presented the institutional forces

shaping the clinic’s practices, acknowledging the complexity of the system of ownership

and affiliation.  In the next chapter, I merge the philosophy of child-centeredness with

methods of drama and research to shape the design of an interactive, child-centered

bedside applied drama project in the dialysis clinic.
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Chapter Three: Merging Methods in Pediatric Applied Drama

Designing an applied drama project requires a merging, or collaboration, of

multiple elements.  In this chapter, I deepen an understanding of child-centered methods

by first describing approaches to art making and play in the clinic.  An intersection of the

medical context practices with drama methods and research helps shape a method of

applied practice and assessment that suits the context.  I link the child-centered approach

to Viola Spolin’s pedagogy of improvisational drama games and devise a method of

introducing improvisational games to the clinic that offers choices and puts the control of

the games and game playing in the hands of the children in the clinic.  Finally, I connect

drama research methods with recommendations for research from the field of arts in

healthcare, forming a research plan integrating reflective practice with considerations for

sensitivity in the clinic.

Looking to Kable, Rollins, Warren, etc. who recommend and note that arts in

healthcare practice is collaborative and serves what is already being done in the clinical

or other healthcare setting, I wanted to be sure that I was approaching my project

collaboratively.  Collaboration can happen side-by-side, with a drama practitioner

working directly alongside the child life specialist or it can also happen on a more

conceptual level, by designing a project that works with the existing practices of the clinic

– both the tangible activities and the guiding principles of practice, child-centeredness.

Opening the project up to suggestions, questions, and concerns of the child life specialist

allowed me to gain a greater sense of how to design a project that would fit well in the

clinic.  When first bringing up the idea of doing drama in the clinic, the child life

specialist seemed agreeable, but cautioned that the idea would “need to be child-
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centered.”   By adapting this philosophy of practice—child-centeredness—into the design

and implementation, I was constructing a deeply collaborative project, uniting child-

centeredness with drama practice and pedagogy.

CHARACTERISTICS OF CHILD-CENTERED PRACTICE IN THE CLINIC

Process-based

In the study of educational and child drama, the term “process drama,” indicates a

specific method of drama interaction with children.  Betty Jane Wagner describes that the

process drama “ ‘freezes a moment in time’ in a fictional context, and students engage in

the process of dealing with the problem” (96).  Thinking of process-based drama as a

more global or general concept, it connotes that participants (and often facilitator) are

“creating drama together” (Wagner 96).  Process-based drama does not involve a product,

like a script of performance for an outside audience.  This type of drama is considered

“informal” and often employs games or improvisation.

Child-centered practice, especially when it comes to creating art with the children,

works best within a process-based approach.  Through informal conversation with the

dialysis clinic’s child life specialist, I know that she values process over product.  In

discussing visiting artists, she mentions how they may have expectations about how an

art project should look in the end—what its product should look like—and may be

tempted to drive the children towards that end goal.  She describes her approach in the

clinic as favoring process over product, not imposing her view on the children of the

“right way” something is supposed to be done. She accompanies the child along the path

of his/her own process, making sure to offer choices at every step and to move at the pace

of the child.  The Pediatric Dialysis Clinic’s child life specialist describes her child-
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centered approach to introducing, and working side-by-side with a child on, a craft or

visual art activity:

I usually try to make those activities pretty open-ended and not real specific for
the very reason that I want the kids to have as much creativity and be able to
make as many choices, so… on Monday, for Mardi Gras, we had masks for the
kids to make.  So we just had a blank template of a mask, it had nothing on it, we
punched holes in the sides so they could tie string around to put on their head and
then we just had a bunch of different things that they could decorate their mask
with…. Some kids couldn’t care less, they didn’t want to do it at all, which is
totally fine and they just moved on to doing something else.

If they wanted to do it, I showed them the mask that I had already cut out…but I
also explained that I had the blank paper, the cardstock paper that I cut the mask
out with and if they wanted a different shape we could make a different shape if
they didn’t want it to just cover up their eyes, if they wanted it to be bigger or
whatever.  So they did have that option of cutting it again and making one from
scratch.  And then we had a lot of different embellishments.

And, so we just showed them all of the options and they could pick and choose
what they wanted, however much or however little they wanted to put on that
particular mask.  And, if they didn’t w ant to do it at all then that was fine and
they could choose something else to do…. I try really hard not to be that specific
about the activities that we do. (Interview 2/19/10)

The child-centered approach moves step-by-step with no insistence on finishing the

activity or completing it in a way that fulfills the adult’s expectations.  Each step of the

art making activity offers choices.  Children can even revise the activity to better suit

what they want to do in the moment; they are always free to rewrite the rules.

Interactive

In the clinic, we play together—doing art projects together or playing board

games.  Occasionally, a child will want to watch a movie or TV, but more often than not,

we do activities together-- one-on-one with a volunteer or child life specialist or in

groups, with more than one child and a volunteer or child life specialist.  Children also

can play independently together; this is sometimes logistically challenging but is possible
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with certain games (i.e., Battleship).  Often though, the child life specialist or volunteer is

invited to play along with the child or group or is there to facilitate the interaction.  For

example, if a group would like to play a board game like Monopoly or work on the same

art project, a volunteer is there to move the game board or project materials from child to

child, to help with physical access to the activity.

The interactive quality of clinic activities is also one of its challenges and with

only a 1 to 2 (or 3 to 4) child life specialist or volunteer to child ratio, it can be difficult to

interact with every child at every moment.  Early on, as a volunteer, I wished that I could

establish a routine in the clinic, in which the children knew what to expect of me and

when they could expect me to be available to each of them.  I tried to take turns with the

children or tried to find a game or activity a few of us could do together (or that two

children could do together), but often found this to be difficult, especially since the

children often want one-on-one attention, not group activities (Field notes 4/13/09).

What I had failed to realize at this early stage was that because my work in the clinic is

meant to be child-centered, I could never establish a routine by myself; the routine of

play is primarily established by the children—by their needs and wants.

The children in the clinic teach me how to practice child-centeredness.  Most of

them have been there longer than I have.  They have been exposed to child life specialists

and child-centered practice on numerous and routine occasions.  I have found that they

initiate child-centered interactions.  For example, in September, during a regular shift, I

sat alongside a child in the clinic.  She told me right away that she had an art project she

wanted to show me how to do.  I followed her lead, trying to facilitate the process she

envisioned.  I did not know what she was working towards, but her stipulations for

materials and the steps of the process were exacting.  I found materials she requested and

obeyed her request to “sit right here” next to her chair.  She told me to work on my own
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art project, too, doing what she was doing, following each step carefully.  Eventually, she

even adopted a kind of role-play and told me that she was my art teacher, “Mrs.

Rodriguez” (a made-up name).  She kept me on task, continuing to work on her own art

project, and asked to see my work every so often to “grade it.”  She also showed me her

own work when she wanted to.  I did not ask to see her work or name what she was

doing.  I was excited to see her in control, directing the course of the activity, taking on

the role of my authority—my teacher—and evaluating me!  This interaction was child-

centered both because she directed the course of the process and I knew to follow her

lead.

Games are a common activity in the clinic; as a volunteer, I spend most of my

time playing games—board games, video games, word games (like Mad Libs), or

educational games like Phosphorus Bingo (which introduces children with ESRD to

foods high in phosphorus—foods they should try to limit or avoid).  Games also have a

history of use in healthcare settings.  Neva Boyd (1876-1963), founder of the

Recreational Training School at the Hull House in Chicago, put together a slim, but dense

book in 1919 entitled Hospital and Bedside Games.  The games are an assortment of

intellectual games, tricks and puzzles, dominoes, card games, and board games.  Boyd

collected the games together in response to “urgent requests from some of the workers

who have tried to cheer the sick in civil as well as in military hospital, and to make the

long hours of convalescence pass more quickly” (Foreword).  Boyd cited responses from

hospital workers who believed “that such games have curative (sic) value.”   Games are

not only familiar to the pediatric dialysis clinic and historically linked to bedside care,

they are also process-based.  While a game usually has a goal and a kind of end-point,

you do not need to reach the end to enjoy playing it and it can be played again and again,
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evolving over time.  A simple storytelling game or a game of Monopoly is different each

time you play it.

Moreover, for the children in the clinic, playing games is appropriate to their age

and development.  The majority of the children in the clinic are school-aged.  Play

theorists believe that the highest level of play—playing games with rules—is

developmentally appropriate for school-age children (age 7-11).  Swiss psychologist Jean

Piaget believes games with rules are the highest level of social play, beginning in the

third and final stage of childhood play and continuing into adult life (Piaget 142).  A

child life program strives to provide developmentally appropriate play opportunities for

children in healthcare settings.  With the majority of the children in the clinic school-

aged, games with rules are developmentally appropriate.  Not to mention, they all enjoy

playing games with rules, initiating them with me and with each other.

UNITING CHILD-CENTERED PRACTICE WITH INFORMAL DRAMA METHODS

Specifically, drama and improvisational games not only meet the need for

developmental appropriate play in the clinic; their pedagogical pedigree parallels that of

child life (and child-centeredness).  Viola Spolin, founder of improvisational theatre and

inheritor of a philosophy of game playing (from Neva Boyd), expounds her pedagogical

approach to game playing for children and young people in her book, Improvisation for

the Theater.  Spolin “explicitly connects the techniques of theatre to the techniques of

play” (Wagner 9).  To Spolin, games put child and teacher (or adult) on an equal playing

field.  This assertion echoes educational theorist Paulo Freire, who advocates for a

process where students, or in this case children, become “critical co-investigators in

dialogue with the [adult]” (81).  Spolin displaces authority; to her the game itself

becomes the authority.  She writes, “With no outside authority imposing itself upon the

players, telling them what to do, when to do it, and how to do it, each player freely
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chooses self-discipline by accepting the rules of the game (‘it’s more fun that way’)…”

(6).  This attitude frees the children from adult authority, which is key to child-

centeredness.  I would offer, however, that child-centeredness would also allow the child

or children to change the rules if they choose.

Further connections between Spolin and child-centeredness involve the

relationship between playing the games and cues of approval or disapproval from the

adult.  Spolin believes that before play happens, a child must feel free to play.  The voice

of authoritarianism is a danger to personal freedom and to free playing of games.  She

recommends,  “The language and attitudes of authoritarianism must be constantly

scourged…. All words which shut doors, have emotional content or implication… or

keep a student slavishly dependent on a teacher’s judgment are to be avoided” (8).

Spolin echoes the kind of safe, yet permissive relationship fostered in play therapy, from

which the child-centered approach emerged.  My own volunteer training reminds me to

watch carefully the words I use when working with a child.  For example, if working with

a child who is drawing a picture, it is more child-centric to observe what the child is

doing (“I see you are putting blue circles at the top”) rather than praising and

naming—or misnaming--what the child is drawing (“That’s a good drawing of a

spider!”).  The goal of this way of speaking to a child is to encourage his/her own sense

of ability and to dissuade the habit of seeking praise or approval from adults.  Play

therapist, Dr. Garry Landreth, in his video Child-centered Play Therapy: A Clinical

Session, urges, “evaluation of any kind is steadfastly avoided; evaluative statements

deprive the child of inner motivation.”  This practice is not easy, Spolin offers, “ since

most of us were brought up by the approval/disapproval method.”  She recommends

“constant self-surveillance” (8).  In looking to my research questions and goals, Spolin’s
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cautionary words remind me to examine not only what we will do in the clinic, but also

how I talk about what the children do as they do it.

Without an adult’s approval, progress or success in the games can be up to the

children playing, and they have great flexibility in how to play.  Spolin writes, “Ingenuity

and inventiveness appear to meet any crises the game presents, for it is understood during

playing that a player is free to reach the game’s objective in any style chosen” (5).  The

games can be played in any way the children’s imaginations choose.  The adult’s role, in

the words of Virginia Axline, a founder of Play Therapy, is to maintain “a deep respect

for the child’s ability to solve his/her problems and gives the child the opportunity to do

so.  The responsibility to make choices and to institute change is the child’s”  (101).  In a

game, the problem is to fulfill the objective of the game and to follow the game’s rules.

In the clinic, to maintain child-centeredness, the adult can encourage the child to make

choices to solve the problem and to feel free to innovate—to change the game if s/he

wishes.

The qualities of drama and improvisational games—interactive, process-based,

and historically (via Spolin’s pedagogy) child-centered—coupled with the familiar

practice of game-playing in the clinic makes them a natural choice as the method with

which to apply drama to this context.  I selected an assortment of interactive,

improvisational games from various sources (primarily Spolin, see Appendix A for the

rest) with attention to games that allow participants to make choices, be in control (of

their words, their imagination, their bodies, and their self-expression) and that

accommodate (or are adaptable to) the physical restraints of hemodialysis treatment.  The

selection of games gives prominence to imagination, story telling, and games that engage

the upper body, face, hands, and voice.  Deciding on what games to apply to the clinic

introduces the question of how the games can be applied in a child-centered approach.
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Integrating Drama Facilitation Methods to the Clinic

Spolin, Landreth, and Axline help to clarify the role of an adult during the playing

of the games, but there is an additional challenge when intersecting drama and

improvisational games to child-centered practice in the clinic.  Traditionally, in process-

based drama interactions, there is an adult facilitator guiding the practice, showing and

telling the children involved how to play the game (or fulfill the activity).  That adult

possesses the knowledge of how to play and is the expert in the room (usually).  In

looking to be child-centered, with the intention to displace my authority, improvisational

games would need to be introduced to the clinic, so that the knowledge of how to play the

games could be placed in the children’s hands.

Other forms of arts in healthcare programming can rely on the tangible

accessibility of tools (paintbrushes, canvases) or instruments (recorders, drums) to pass

on to the children in hospitals.  The art therapist at Regional Children’s Hospital has her

own “art cart,” from which children she visits can choose what art-making tools they

want to use or try.  In the clinic, we have an art cart, as well as a game cart, with

numerous choices accessible to the children.  As I develop my applied drama project, I

wonder, how could drama and improvisational games, the knowledge of which typically

resides in the adult facilitator’s mind (or in a book written for adults) be offered as

choices?

Looking to interrupt the familiar method of teacher, or adult, possessing

knowledge and then dispensing it to children, Dorothy Heathcote, in her essay, “The

Authentic Teacher,” describes her mantle of the expert approach to drama in education as

“namely that a person will wear the mantle of their responsibility so that all may see it

and recognize it, and learn the skills which make it possible for them to be given the gift

label ‘expert’” (192).  How could I pass the mantle of responsibility—of knowing how to
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play the games—to the children?  I could certainly be in role as a non-expert, but how to

relay the rules of the game to the children?

The solution lay in looking to what is natural and familiar in the clinic: playing

card games.  By putting simplified written instructions of improvisational games onto

specially-designed cards (see Appendix B for sample cards features)—easy to read and

categorized in ways that may help the child choose what s/he would like to play—the

knowledge and expertise of playing is in the hands of the children.  Each card is

categorized as a certain type of drama game (see Appendix A for the category

groupings):

• Guessing Games

• Storytelling Games

• Group Thinking Games

• Brainstorming Games

• Improvisation Games

The cards will stay on the game cart, incorporated into the selection of games available in

the clinic.  As part of my volunteer role, I am asked to “encourage participation in

activities” without forcing it (Job Description for Volunteer).  I can encourage a child to

consider the game cards as an option of something to do during dialysis, but will honor

his/her decision to do something else.  A child is free to choose whether or not s/he wants

to play with the cards.  If a child does choose to play with the cards, s/he can make

his/her choice of which game to play by looking at the image on the front of the card, the

color, the category name, or by reading the game’s instructions.  As sometimes happens

in the clinic, the child may ask me to read the game instructions for him/her.   I will

remind the child that, while those are the instructions on the card, s/he can choose to play

the game in a different way.  Many game instructions also offer variations or choices of
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how to play the game, so even if a child wants to play by the rules indicated, there are

still choices available.  Other children in the clinic, seeing a child playing a game may

decide to join in.  Or a child reading the instructions may see that this game works with a

group of three or more people and may take the initiative of asking another child to join

in the game.  The games are all open to two or more players, opening up the possibility

for group engagement.  Finally, at any moment—as is the case with all activities in the

clinic—any participant may decide s/he does not want to continue playing the games or

wants to change the method of playing.

Putting the rules of the game on the cards displaces me as the “expert” in the

games; the knowledge of how to play the games is at the fingertips of the children.  The

goal for using the card games is to introduce improvisation and drama through a child-

centered method.  The name of the applied drama project is, then, Child-centered

Improvisation.  Designing a child-centered method for engaging in the drama games is

one aspect of an applied drama research project.  The project design is carefully thought

through, but how will it play out in the clinic?  Before taking the games into the clinic, I

wondered, is there too much text on the cards?  How easy will it be to choose a game?

Will the children even want to choose to play?  Do the games offer room for innovation

and choice?  Will the game instructions be confusing?  Is it enough to rely on written

instructions for playing drama games?  Collecting information and answering these

questions about how the method works in the clinic requires an approach for assessment

and research.

Consolidating and Clarifying Research Methods

Arts in healthcare practitioners and researchers struggle to quantify the oftentimes

evanescent and subjective outcomes and processes of their work.    Janice Palmer writes,
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We can find numbers for some things—how many people attended this or that
performance, exhibit or reading… but is it possible to place a number value on the
gratitude felt by a family with a dying mother visited by a musician in her hospital
room? (4)

Practitioners and researchers feel a mandate from their partnering field—the general

healthcare field—to provide evidence of their work’s efficacy.  Authors of the State of

the Field Report believe that, “as an integral part of healthcare, arts in healthcare must be

held to the same standards of research and evaluation” (12).  The authors advocate both

quantitative and qualitative approaches to measurement for evaluation and research.

They describe how the two forms of measurement—evaluation and research—are

sometimes confused, because the processes involved for both (i.e., data collection) may

appear the same (13).  The intentions behind the data collection, though, may differ and it

is these intentions that help to distinguish evaluation from research.

Evaluation, the Field Report authors write, “is undertaken to measure the

effectiveness of a particular project or program.”  Research, on the other hand, strives to

look at a bigger picture, “with interest in building theory and the knowledge base of the

field” (13).  Tony Jackson, Senior Lecturer in Drama at the University of Manchester,

summarizes the difference between research and evaluation, “Research is, for example,

defined… in terms of processes rather than outcomes” (6).  He posits that research, at

best, “will be independent of the more common market-led concerns that so often drive

institutional evaluation, offering a relatively more open-ended and possibly more

illuminating perspective upon the work as a whole.”  Jackson cautions that the

“humanities will rarely offer total conclusiveness, let alone ‘the truth’ (7).”  This concern

is echoed in the arts in healthcare field, where practitioners struggle to make their

research and evaluation processes relevant in the larger medical field dominated by

evidence-based medicine.
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Judy Rollins, one of the authors of the State of the Field Report, presented a

Webinar in Spring 2009, citing several guidelines or suggestions for arts in healthcare

program evaluation.  She recommends that practitioners strive to be sensitive in their

evaluation and research.  She advised that any evaluation in this setting should be brief

and unobtrusive.  The researcher should not stand with her clipboard and say, “I am here

to observe you.”  Rather, she could simply say, “I am here to see about this program.”

Rollins suggests looking for “subtle signs” and to think of using technical apparatuses for

evaluation.  This last idea is intriguing, but not possible for practitioners like me who do

not have legal access to patient medical records or charts.  Finally, Rollins relates the

issue of the “presence” of the person facilitating the program.  She asks, “How do you

know if it’s the program that’s affecting the evaluation or the person who is there

facilitating the program?”  I want to be sure that I am sensitive to the children in the

dialysis clinic; they already have myriad charts about their progress and tests run, with

blood pressure, weight, and temperature checked regularly.  Did I want to add another

level of testing—for example, by having them complete a survey or charting their

participation during an activity?  I also wondered how my presence would affect any

evaluation measures taken in the clinic.  With the relationship I’ve established with them

as a volunteer, would the children feel free to respond as they wished to a questionnaire if

they knew that it was my project being evaluated?

I decided to approach this project as research, collecting data through field notes

that I will take outside of the clinic, so as not to disrupt the ordinary routine or add any

more measurements or tests for the children.  I approached the project with the intention

of working to inform the broad fields of arts in healthcare and applied drama, not to

evaluate its efficacy or to prove that something “worked.”  I have many questions and

just want to see “what happens.”  In my notes, I will ask myself questions about the
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process, relying on my observations of what happened in the clinic.  Specifically, I will

ask myself the following questions about the process of introducing the game cards into

the clinic:

• When during the playing did participants make decisions or have choices;
what were those decisions and choices they made?

• What games did the participants choose to play?

• Which games allowed for opportunities for participants to be in control of
the game?  What did that control look like?

• Who played the games?  Did every child play every game?  When did a
child initiate or end a game?

• When during playing did participants direct the course of the activity?

• How did I introduce playing the games?  How did I offer choices and
facilitate the participants taking control?

• Did participants ask to play certain games?  How did they ask?  What did
they ask for?

• At any point did the participants make up new rules to a game?  What
were the new rules?  How did they do this?

I do not expect that this process will illuminate “the truth,” as Jackson says.  I saw it as an

opportunity to provide a unique perspective on the whole—meeting a “specific moment”

in the field of arts in healthcare and in the culture of the clinic.

Reflective Practice

By planning to chart my observations and my reflections of the games in the

clinic I enter into the applied drama practice of being a “reflective practitioner” and

contribute to the applied drama field through reflective praxis, in which, Philip Taylor

writes, “teaching artists, with their constituents, work together to yield knowledge that is

critical to the future of the applied theatre” (106).  Taylor views a reflective practitioner

as the “principal instrument for mediating data” (122).  Such applied drama practitioners
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“use their instrument, themselves, to raise questions or inquiry, to process how those

questions will be investigated, and to consider how emergent findings will impact upon

their lifelong work” (123). Taylor advises that applied drama research can be “descriptive

accounts” to encourage dialogue about the work and how or if it met its goals (110).  My

descriptive account is dependent upon my method of keeping a logbook, or a collection

of reflective field notes of my process.

The process of working as a reflective practitioner offers challenges and

limitations to the applied practitioner.  Part of the challenge in being a reflective

practitioner is that you are assessing the work from the inside.  Taylor appeals for an

approach wherein applied drama practitioners do not rely on an outside evaluator or

researcher, but instead perform the assessment tasks themselves.  Ultimately, this

approach engages the practitioner in a deep “process of self-inquiry” (117) and, I

acknowledge, results in a biased assessment.  Sensitivity to the environment and context

of this applied drama process as explored above, however, mandates self-inquiry and

self-assessment.

In this chapter, I discussed methods of practice and assessment that will be

naturalistic to the clinic, which means that methods are “based on what the [institutions]

would be doing anyway—no special, out-of-the-ordinary arrangements [are] made”

(Jackson, 7).  In an effort to create an applied practice that is child-centered, I connected

common goals of child-centered practice with methods and pedagogy from drama

practice and research. The child life specialist describes child-centeredness as “entering

into their world… finding out what they want to do…” Ultimately, by connecting drama-

based methods to practice in the clinic, I designed an applied drama research project that

feels not only child-centered, but also clinic-centered, letting what practices already exist

in the clinic guide the applied practice I design.  In Chapter Four, I enter the clinic as an
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applied practitioner, reconciling identities as both volunteer and researcher, taking the

first official—and essential—steps of practice.
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Chapter Four: Aligning Personal and Contextual Intentions

In this chapter I step into the clinic as the applied drama practitioner, attempting

to reconcile my personal intentions with intentions and expectations of contextual forces.

I move into the territory in which my role in the clinic as volunteer intersects with my

proposed role as researcher/applied drama practitioner.  I situate myself on the boundary

of insider/outsider in the clinic, inhabiting multiple identities at the same time.  Finally, I

chronicle the bewildering progression of gaining institutional approval for the project.

Reconciling Identities

James Thompson asserts, “one of applied theatre’s strengths is in its status as the

outsider, the visitor and the guest,” but he acknowledges that he writes this as a

disclaimer-- “an apology for the inevitable crudeness that emerges in the analysis of

certain practices by the non-expert,” (20-21).  He insists that applied drama practitioners

are “only ever visitors” in the contexts in which they are working and reminds us that

“we are not expert in these areas nor should we seek to be” (20).  Thompson advocates

for a prioritization of the process first, and the details of the specific context second.  An

understanding of the context is necessary, but Thompson believes, it should be

approached from outside of the field to which it belongs.  My experience as both a

volunteer and prospective researcher in the pediatric dialysis clinic challenges

Thompson’s views that applied practitioners need only ever be visitors in the site of

application.

My role as volunteer makes me, to a degree, an insider in the clinic.  I have a

rapport with the children and staff.  I know each child’s parents or guardians and am

often greeted with shouts of my name by the children in the clinic upon my arrival.  The

regular hours I spend there -- four hours per week, every week -- make me more than a
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visitor or guest in the clinic, but yet I am not a full-time staff member who is there for

every shift or who takes part in staff meetings. While I am undeniably a part of the

system, I am in some ways still outside of it.  For example, as a volunteer, it is my choice

to be in the clinic; when I am sick or if I have some immovable conflict, I can call in and

tell them I cannot make it in for my shift.  As a volunteer, I walk a line between insider

and outsider, possessing a fluid identity between both.  As an applied practitioner, my

identity is further multiplied and complicated.  I add the outsider role of being a

researcher to the dual nature of being a volunteer (in which I am already both insider and

outsider).

This challenging and sometimes precarious position of having multiple identities

in the clinic impacts the “act of applying” my project in both negative and positive ways.

Nicholson offers that “it is not uncommon for practitioners to express… reservations

about being regarded as ‘cultural missionaries’ when working in contexts or

communications with which they are unfamiliar” (28).  Though I am relatively familiar

with the context in which I aim to practice, I acknowledge that my goals are confused

between those of an insider and an outsider.  As a volunteer, I am a relative insider and

have specific responsibilities to the clinic, while as a researcher I am an outsider and have

responsibilities to my university and academic program.  I was concerned early on with

the multiplicity of my roles, considering whether I should think of another site to offer

drama activities where I would be known only as a researcher (Field notes 2/16/09).  My

concern was also rooted in the issue of altruism; as a volunteer, is it not expected that I

am there to serve other’s needs, and not my own?  The original meaning of the word

“altruism” indicates the “opposite of egoism;” but does it also equal an absence of self-

interest?  Nicholson recommends that applied practitioners accept that there is a

“reciprocal relationship between altruism and self-interest” (29-30).  She believes that
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applied practice is a site where a “plurality of identities are recognized and legitimated

rather than being ignored or privatized” (30).  I accept the multiple identities of children

in the clinic—they are children with kidney disease, yes, but are also artists, musicians,

students, cultural critics, siblings, sons, and daughters.  I, too, possess a plurality of

identities.  In walking through the clinic doors, I do not need to abandon one identity to

favor another; rather, I can attempt to reconcile my identities, specifically as altruistic

volunteer and self-interested researcher, acknowledging that these two characteristics are

inextricably connected in applied drama practice.

ACCEPTING BEWILDERMENT

Working to reconcile my altruistic insider role with that of my self-interested

researcher role, I visit again and again the “perplexed condition” Thompson labels,

“bewilderment.”  He describes the bewildered state as “shorthand for the importance and

positive effect of amazement, fascination, and doubt.  It is the stimulus for critical and

questioning research.”  Thompson argues that this condition keeps applied practitioners

engaged and reflective in their work.  Bewilderment does not stop action in its tracks; it

moves it forward.  Bewilderment “is a state that people aim to move through,” emerging

with enhanced purpose, understanding, and motivation (22).

The researcher is not alone in feeling bewilderment; participant communities of

applied drama are also often in a bewildered state.  For children in the dialysis clinic,

each visit is bewildering; their bodies may react positively or negatively to treatment and

they may feel well and energetic one moment, while unwell and lethargic the next.  Pain

is always a possibility—from cramping feet and hands to grueling headaches.  Vascular

access may prove challenging for the nurses to attain on any given day.  Many concerns

make the experience potentially bewildering for children on dialysis.  My bewilderment

in the clinic and as a researcher and volunteer is minimal compared to the regular
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bewilderment of the children and families affected by ESRD.  Remembering this

throughout the process keeps me moving through my own states of bewilderment,

encouraging me to offer what I can to provide moments of relief from bewilderment for

the children.

Bewilderment, Thompson reminds us, may ignite creative and positive responses,

but it can also “lead to a paralysis and inaction” (23).  For the applied practitioner,

moving through these moments of inaction or paralysis is essential to help soothe the

bewilderment of the project’s participants.  This is not to say that moving through the

bewildered state is easy; only that it is simply part of the work.  A key bewildering

process that I move through in preparation for Child-Centered Improvisation is the

process of obtaining legal and institutional research approval.

Defining Legal Approval

In Chapter One, I introduced the three means with which a practitioner could

attempt community-based work that does “no harm” (Gardner via Woodson).  I have

already documented my immersion in the community values of the clinic as a volunteer

and offered my methods to engage my own moral conduct through reflective practice.

These three factors that limit mishandling of arts work in community-based settings

collide in the process of obtaining legal approval.

In my case, my university’s Institutional Review Board (IRB) grants legal

approval for Human Subjects Research.  Obtaining IRB approval through the academic

institution requires a detailed account of my proposed project, including its methodology,

approach to assessment, and practices in place to ensure the safety of all participants.  I

initiated the IRB approval process as a means of contributing my research to the call for

child drama research proposed in 1980 by the Children’s Theatre Association of America
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(CTAA).  Stephani Etheridge Woodson provides the text of the CTAA “policy statement

delimiting and defining research”:

Research in children’s drama shall be defined as the development of new or the
validation of existing historical, theoretical, descriptive or experimental
knowledge in creative drama or children’s theatre by means of scholarly and/or
scientific investigation…. CTAA endorses and encourages an ongoing program in
research in an effort to further develop theory, and validate and strengthen
existing practices within the field. (1)

The IRB reviews prospective research projects involving human subjects based on

three principles: beneficence (minimizing the risk to participants); autonomy (ensuring

that participants have the choice to take part in the research); and, justice (promoting

equity in the research).  While not an assurance on its own of ethical practice, IRB

approval ensures that the research is reviewed and witnessed by individuals other than the

practitioner, with particular attention to how the practice ensures safety, freedom, and

equity for the participants.  This step places the applied project in the territory of accepted

and validated research practices.

To help satisfy the consistent concern of ethics and “good intentions,” I deferred

to the site—its community values—to define “good intentions.” By borrowing, adopting,

and adapting their approaches and intentions, striving to honor community values and

community intentions, I began to create the intentional foundation for the work.  This

next step, however, would bring further surprises and complications along the road to

official approval.  And, while it may seem that serving a relative insider role, as

volunteer, may strengthen and support an applied drama process, it can also complicate it.

As an insider, I became increasingly devoted to my role as a volunteer in the clinic and

grew concerned that introducing my project would distract me (or detract) from my

responsibilities to the clinic in that role.  This concern, combined with the bewildering

territory of obtaining research approval, threatened to shut down the project. Looking to
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Thompson’s theories of bewilderment in applied drama, I map how these stages and

doubts were necessary and productive moments of bewilderment to move through. My

multiplicity of roles—volunteer insider/outsider and researcher outsider—intersects with

institutional and contextual forces at work in obtaining IRB approval.

Red Light, Green Light

The process of obtaining full approval for this project often felt like a one-woman

game of Red Light, Green Light.  With a “green light” I would move forward cautiously

and hesitantly, expecting “red light” at any moment.  Sometimes the red light or green

light would come from within me, as the reflective practitioner, constantly responding to

the process and re-evaluating her methods of progressing through it.  At other moments,

the impetus to move forward or the obstacle halting (even if only momentarily) my

progress came from others in the clinic or aspects of obtaining approval for the research.

A key first step in applying this project to the clinic and in obtaining research

approval was to propose the project to the child life specialist, whom I have already

identified as a key stakeholder of the project.  As a volunteer, she is my supervisor and I

learn from her what the practice of child-centeredness means and how to employ child

life strategies in the clinic.  She possesses and promotes the community values I hope to

incorporate into the project.

“Green Light…”

The proposal to the child life specialist was the first action wherein I took on all

of my roles in applied practice—this intersection was a moment of bewilderment and

doubt, but it also created a space for meaningful and useful conversation.  Through the

proposal conversation, the child life specialist had the opportunity to ask questions and

raise concerns about the proposed project.  For example, the proposal discussion



73

illuminated advantages and challenges of my volunteer role.  When asked how my role as

a volunteer impacts the project, she said,

I think that it impacts it positively.  The kids—this particular group of kids (I
don’t know about all dialysis clinics, I can only reference my experience here
with these children)—they can be pretty unwelcoming and kind of a tough crowd
to new people coming in.  And I think that if you were just a brand-new volunteer
or just some random person that they didn’t really know coming in and wanting to
do this, I don’t know that you’d get a whole lot of participation.  I know some of
them would be hesitant just because they didn’t know you and that you’re kind of
a stranger and they might not be super-pumped about doing it.  But, I think that
since you have been here for so long now and I think—I mean, I know because
I’ve witnessed—that you have developed a very good rapport with most of the
afternoon kids that you see whenever you’re here and their parents.  You’ve kind
of gotten to know some family members too and I think that has allowed them to
have a level of comfort with you and I think that they are more willing to
participate because they do know you.  And, they want to play with you—they
want to do anything with you. (Interview 2/19/10)

The rapport that I have developed with the children in the clinic both benefits and

complicates the project.  This rapport may make the children more comfortable trying

new things with me or allow for greater “buy-in” to try something I suggest (like drama

or improvisational games).  The child life specialist, however, recommended that I do not

inform the children about my involvement with these games—that they are something I

put together for a school project (Field Notes 10/02/09).  She cautioned that if the

children knew of my involvement, their ability to choose freely would be compromised

by their wish to help me with my school project or to do something they think I would

want to do.  I resolved not to inform the children of my connection to the games—to

ensure their freedom of choice and greater child-centeredness.  This meant, however, that

in playing with the children I must practice a degree of deception.

Aside from the rapport I have developed with the kids in the clinic, the child life

specialist also sees value in the knowledge and experience I have acquired through my

time there.
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I really don’t feel like I have any concerns.  I mean, I think we’ve talked about it
enough and I feel that you have a really good sense of making sure that things are
child-centered and giving the kids choices and I think we’ve had lots of
conversations about that, so I’m not worried.  If other—we’ve had outside groups
that want to do an art project or something and I sometimes get a little nervous
about those because I don’t know how they’re going to go and it’s just kind of a
one-time thing and I don’t really know how the outside people coming in, if
they’re going to know that we need to have all of these options and choices and
let the kids kind of be in control of the situation, but you don’t fall into that
category because you do a really good job with that and I’m not really concerned,
can’t really think of any concerns that I have…(Interview 2/19/10).

The child life specialist has witnessed the growth and learning I have undertaken as a

volunteer.  She sees that I have “given a lot of thought” to the project’s approach and that

I have practice providing options and choices to the children in the clinic.  After our

meeting, I felt she had given me the “green light” to move forward, but there remained

the question of how to obtain the required site letter for my IRB application and from

which site I needed to get it—the hospital or the corporate owning company?  I knew that

the clinic was connected to both the hospital and the corporate office, but I did not

anticipate yet how my project would get caught in its sometimes-tangled web of

communication.

The child life specialist agreed to discuss my project with her boss, to determine if

I should obtain site approval from the hospital.  I met with the nurse manager to find out

whether the site approval should come from the corporation.  It was possible at this point

that I would require two site approvals.  The nurse manager said that I needed approval

from the corporation, Nationwide Renal Clinics, Inc., and told me that the company has

its own research department, which requires a separate research application.  I had

already completed my university’s paperwork for submission to the Institutional Review

Board, but that documentation was not adequate for approval from the corporate office.  I

quickly completed the corporation’s research application, marking “N/A” for most
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questions (Was I planning on using experimental drugs in my study?  Where was my

funding coming from?), attaching my IRB paperwork to the application.  The nurse

manager offered to mail it all to the company and alert them to the arrival of my

application.  I was grateful for her willingness to help smooth the way, but bewildered by

the prospect of completing more research applications.  Nevertheless, I moved ahead with

the necessary paperwork, wanting to make sure I was following the protocol of the site,

whose endorsement was required to obtain IRB approval.  I did not anticipate that, even

though I may have completed all necessary paperwork, etc., the process was largely out

of my hands.

“Red Light.”

As much as I am a relative insider at the clinic, occasionally, my outsider status

asserts itself and affects my ability to accomplish tasks.  For example, I do not know staff

schedules.  I went into the clinic in mid-October expecting I could get an update about

the corporate research application, but the nurse manager was working out of the office

that day.  The Child Life Director had also been out of the office all week, so an update

on requirements from the hospital would also be delayed.  The original start date for my

project was fast approaching (October 23), but there was no possibility I would have all

approval in order by then.  I informed the child life specialist and nurse manager via

email that the start date I had initially indicated was flexible.  The project entered a phase

during which the reason it was possible for me to do the project was the reason the

project was held up.  As a graduate student researcher I chose to obtain IRB approval for

this project but in order to get that approval, I needed the site letter from the clinic.
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“Green Light!”

By late October, the child life specialist informed me that she managed to get in

touch with her very busy boss via email.  She passed along my IRB proposal that she had

at hand (what a prescient idea I had to email that to her!) and her boss thought it sounded

like a “great idea.”  We wanted to be sure that I did not need to complete any research

application through the hospital, but aside from that, the project was gaining in support.  I

felt reassured that the project was well suited for the clinic, but was discouraged by the

lack of notification from the corporate offices about my research application.  The nurse

manager said the process was “in motion” but that she had not heard anything (Field

notes 10/23/09).

“Red Light…”

Weeks went by with no word.  The child life specialist suggested that perhaps I

could begin, but I did not want to initiate the project without site approval.  I had to take a

couple weeks off from the clinic, having been hit by the H1N1 virus (the children are

immune-suppressed and I am not allowed to volunteer while I am sick).  By now, my

October start date had passed and it was clear that my project timeline would need to be

extended into December and January, at the very least.

“Green Light.”

Returning to the clinic after getting over the flu, I felt renewed energy towards my

project.  I did not know what status my research application was in at corporate, but was

determined to find out.  I decided to approach the nurse manager and suggest that she

give me a contact name and number at corporate, to take the responsibility off of her

shoulders.  During my shift, the child life specialist asked me if I had heard any update

about the corporate research application.  I told her that I had not, but that I wanted to
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find out how I could be in contact with them, to spare the nurse manager that

responsibility.

“Red Light?”

The child life specialist fully supported my idea to get contact information for the

corporate office, so that I could contact them directly.  She felt I could move forward

with the project once the approval from the corporate office came through.  At this point,

she shared with me stories of her experience with NRC, Inc., how they were bewildered

(more bewilderment!) by her presence in the clinic and how this clinic is their only

pediatric dialysis clinic.  This information, though illuminating, was discouraging, too.  If

the corporate office were confused about the role of someone who is on paid staff, how

would they respond to the idea of a volunteer introducing improvisational games to the

clinic?  I imagined my research application sitting abandoned at the bottom of a pile of

mail or worse yet, sitting atop a desk with a giant red question mark drawn upon it.

“Green Light?”

During my next shift, I took the initiative and found the nurse manager before she

left the office.  I offered to get in touch with someone at DCI myself, to take that

responsibility off her shoulders.  She seemed to think it was a good idea.  She cautioned

that the company could move very slowly with approvals; she had some paperwork that

took months to get approved (Field notes 12/11/09).  I may have caught her at a busy

time because she did not offer to get the contact information to me at that moment; she

said that she had my email.  I hoped to hear from her soon, but did not.  I decided to send

an email to remind her of our conversation, but did not hear back.  I did not blame the

nurse manager for this; it was clear she had a lot on her plate.  My project was an extra

issue she should not have to worry about.  I wanted to get this information so that I could
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try to move the approval forward, but was unsure how to approach the nurse manager

about it.  The fall semester was now over and with the holidays approaching, I expected it

to be even more difficult to get in touch with anyone at the corporate office.

“Red Light!”

The holidays came and went.  I hesitated to pin the nurse manager down to get the

contact information and my commitment to my volunteer role made me reluctant to

pursue the project any further.  On Christmas Eve day in the clinic, the child life

specialist was away and I was entrusted to pass out the donated gifts.  I was feeling more

and more engrained in the community culture of the clinic.  This deepening of my

relationship to the community and my sense of responsibility as a volunteer challenged

my resolve to continue with the project.  During the first week of January, a particularly

busy clinic day reinforced this reluctance to pursue the project further; I was bewildered

by my own ethical crisis.

On January 8, the clinic was bustling.  There were two new children joining the

afternoon group and the child life specialist, nurse manager, social worker, nutritionist,

and nephrologist were busy orienting the children and their parents to the clinic.  I was

anxious, wondering if I should say anything about my thesis research (still wanting to get

contact information for someone at NRC, Inc. from the nurse manager) or wait for

someone else to bring it up first.  I had sent an email to the child life specialist earlier in

the week suggesting that we do the interview we had discussed several weeks earlier.  I

had not heard back from her.  While I worried that she was no longer interested, it

became clear upon my arrival that things had just been inordinately busy for the clinic

that week.  As soon as I walked into the main clinic room, the kids greeted me, each

suggesting different activities we could do.  My worries evaporated for the time being.

My priority was as a volunteer; my research could wait.
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The remainder of my shift that day was hectic.  One child grew nauseous and

vomited; I worked with the child life specialist to redirect the focus of the other children

and a sibling away from that child as nurses tended to her.  One child was directing a

craft project, complete with glitter and paint while another was trying to build a plastic

robot set, struggling with just one arm free (the other has his fistula for vascular access

and has very limited mobility during his treatment).  The young sibling was underfoot, as

the nurses tended to his sister, refusing to back away.  The clinic’s needs required all of

my attention and effort; how could I responsibly assert myself as a researcher when my

priorities as a volunteer were so clear and immediate?  My status as an insider, while

beneficial to the development of my project and my skills, compromised my willingness

to be a researcher.

The shift ended without a conversation with the nurse manager about my project.

She had been occupied and I had been busy fulfilling my volunteer responsibilities.  I left

the clinic and poured my thoughts into my field notes:

The priority is NOT my project and when I am [in the clinic], I want to be a
volunteer FIRST and a researcher second (or third…).  I’m questioning the ethics
of my decision to propose doing something in the clinic.  When the medical and
emotional care of these kids needs constant attention, I feel uncomfortable taking
attention/time away from their caregivers to ask them for help with MY project….
Thompson talks about being “invited” to do applied work… I was placed in the
clinic as a volunteer and I have requested to do this project there… while there is
a need for activities in the clinic… there was no clear need for me to introduce
DRAMA games or improv games.  No one invited me to do this.  The longer this
uncertainty about approval from [corporate] drags on, the less I want to pursue it.
Furthermore, even if I got approval from corporate tomorrow, my IRB process
would still take another few weeks (or longer, possibly), which would leave me
trying to do this project at the same time that I’m finishing my thesis document.
That just does not make logistical sense.  Plus the real roadblock of this project
has been the fact that I needed the approval for the IRB process… the
complications arise because this is for RESEARCH and research requires these
approvals.  So, now here I am—needing to put together my research, which was
impossible to do because it was classified as research (What kind of diagram
would that make?)! (Field notes 1/08/10)
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The combination of ethical and logistical considerations was overwhelming and I was

committed to doing the project only if I had followed all necessary protocol for approval.

The prospect of obtaining IRB approval helped me feel that I was more ethical in an

environment where children are vulnerable, both medically and emotionally.  I was

stymied; I could not move forward without IRB approval, but the IRB approval required

attention from staff in the clinic I no longer wanted to trouble with my project’s needs.

“Green Light.”

In my ethical crisis, my bewilderment turned into paralysis. The following week, I

resolved not to bring up my research, because it was making me so uncomfortable in the

clinic.  With the spring semester beginning, a time when my colleagues’ thesis projects

were complete, I wanted to wait and speak with my advisor and my contact in the

university’s Office of Research Support about my project before moving forward in the

clinic. I forgot that I was no longer alone in this process.  I remembered that, along the

way, I enlisted stakeholders. The child life specialist brought up our interview again and

asked me if I was able to get the contact information from the nurse manager.  I said that

I had not, though I had tried.  She asked, “Do you want me to go in [to the nurse

manager’s office] and ask her for it?”  She swooped into the nurse manager’s office,

determined.  I followed, embarrassed that I had not taken more initiative myself, but

grateful for her help in this moment.  The nurse manager realized she had forgotten and

gave me the name of the corporate contact (Field Notes 1/15/10).

Meeting with my contact at the Office of Research Support the following week

was encouraging.  From my description of my project, she felt that I would need to get

approval from the hospital, not the corporate owning company.  She suggested that to

expedite the approval process, I would need to eliminate all names and identifying

characteristics of the individual children; I could talk about them generally.  I embraced
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this idea because I had always wanted my project and resulting thesis to be as safe for the

participants as possible.  I took her suggestion to the child life specialist who thought it

sounded like a good idea to get approval from the hospital, that things would probably

move along faster, especially considering how the hospital was next door and the

corporate office was in another state.  We agreed that her boss would be the most

appropriate person to give the approval.  The child life specialist said she thought I might

have been frustrated at how things were not moving along (Field notes 1/22/10).  I felt

that the child life specialist had given me the “green light” to move forward with this

approval, by offering to help me get the proper documentation from the hospital.  I

needed to check with the nurse manager next.

“Red Light!”

As a volunteer, I have little interaction with the corporate owning company of the

clinic.  I made the assumption that they controlled the medical aspect of care along with

maintaining the facility and the nursing staff, but I still envisioned the hospital being in

control of child life and my role in the clinic.  Surprisingly, this is not how ownership

works in the clinic.  As I discussed in Chapter Two, NRC, Inc. owns the child life

program in the clinic, contracting it from Regional Children’s Hospital.  While I may

have thought myself a volunteer with the hospital who happened to be placed in the

clinic, I am essentially working for the owning company; my role is part of a program

they lease from the hospital.  When I suggested to the nurse manager that I thought it

seemed to make sense for me to get approval from the hospital, she corrected my

misunderstanding of the situation by explaining the situation of ownership.  The

corporate office would still need to give me site approval (Field notes 1/22/10).  The

impetus for the project to move forward without needing corporate approval quickly

deflated.  I needed to follow up with the corporate office in order to move forward.
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The research coordinator at the corporate office informed me that she had no

record of my application.  She had looked for it and did not have it.  I was confused; the

nurse manager had indicated that she sent all of my materials to the corporate office.  Had

something been lost in the mail or lost upon arrival?  What had happened to my

application?  There was no way of knowing at this point.  What could I do to move

forward?

“Green Light—“

In conversation with the research coordinator from Nationwide Renal Clinics, I

wanted to find out if she could anticipate whether or not they would even approve the

research.  I told her about the project, as best I could, trying to explain it simply, rooting

it in the child life program (something I hoped she understood).  I told her that I realized

the project might be something too unorthodox for them to support.  She was reluctant to

give me any indication of approval over the phone, saying that she needed to see a

“research protocol” for the project.  She also told me that, while they ultimately will need

my university’s IRB approval in order to approve the research themselves, they would

possibly be willing—after reviewing my research proposal—to supply me with the

preliminary site letter required for the university.  It seemed logistically illogical—I

needed their approval letter in order to get the university approval that they ultimately

needed in order to approve my research at the clinic.  But, I was willing to accept these

seemingly circuitous procedures in order to get the final approval I needed.  I quickly

emailed her my IRB research proposal.  She made a request of the nurse manager for the

corporate research application.  Fortunately, the nurse manager had anticipated that there

might be a challenge getting the paperwork to NRC.  She saved a copy of the application

and had it ready to fax.  All materials were sent in and within days, NRC provided a site

letter I could use to submit my IRB proposal to the university.
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“Pause--”

After months of both moving towards IRB approval and falling behind in my

thesis schedule, the bewildering game of Red Light, Green Light appears to end.  After

submitting my IRB proposal with the site letter from NRC, Inc., the university approved

my proposed applied drama project and I moved forward with obtaining final, official

approval from NRC, Inc.  I am, however, still waiting for final approval from the

corporate owning company, working to obtain all necessary documents they require for

approval.  At this point in the story, I will pause the narrative to offer reflections on the

value of bewilderment.

EMBRACING BEWILDERMENT

I did not execute each step towards obtaining research approval flawlessly or

assertively, but ultimately I moved through these stages of bewilderment.  If I remember

1) that the process is expected to be unpredictable and 2) full of bewilderment, I know to

both move forward and re-evaluate the process or intentions when things grow

complicated—sticky moments are moments to move through.  Understanding

bewilderment reminds me that my vision of success may change or shift.  What I once

thought of as the ultimate success--fully integrating the drama event into the sit--

becomes perhaps one success in a series of smaller more specific successes.  Sometimes

the success is as small as gaining support from a community partner during a pitch or

hearing the community partner say, “Maybe I’ll learn something!” or it may be a

photocopied application a nurse has saved on your behalf, “just in case.”

An applied practitioner can welcome bewilderment as a productive space, where

her intentions and conduct are interrogated.  Bewildering moments illuminate the

sometimes-conflicting plurality of identities an applied practitioner wears in the applied

context.  Through bewilderment, I recognize that my intentions (or expectations and
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requirements) as a student can collide with my intentions as a volunteer.  Being a relative

insider as a volunteer helps me to understand the context more deeply, but also makes me

cautious about pushing my research agenda.  Moving through these stages of

bewilderment helps to articulate the moments during the act of applying where a drama

practitioner learns what works to move the process forward and what holds it back.  In

the next and final chapter by reflecting on the intersections with the multiple voices

engaged in the development of Child-Centered Improvisation, I isolate several

recommendations and considerations for the development of applied drama work in

pediatric healthcare settings.
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Chapter Five: Mapping a Perspective Upon the Work

If applied theatre workers are not constantly examining their praxis, there
is little indication that they are scrutinizing the impact they are having in
the field.

Philip Taylor, 102

Research is interested in “building theory and the knowledge base of the field”

and offers a “relatively more open-ended and possibly more illuminating perspective

upon the work as a whole,” from which recommendations for further practice can be

drawn (Field Report 13 and Jackson 7).  I do not suggest that this document is conclusive,

exhaustive, or ‘the truth’ (which Jackson reminds us “humanities will rarely offer…”).

Instead, it is an attempt to share what I have learned up to this moment and what I

continue to think about, regarding logistical, practical, pedagogical, and ethical

considerations of developing an applied drama partnership in a pediatric clinical setting.

As this project is still in development, these recommendations are unfinished and

incomplete.

RECOMMENDATIONS

Rec. 1: Consider Applied Drama Part of a Wider System of Impact

While Philip Taylor recommends that the “agents who commission [applied

drama] programs” see applied drama “as part of a wider assignment and activity,” I

believe that it is beneficial for the applied practitioner to view her project in this way-- as

part of a wider system of activity and engagement.  Arts in healthcare is a complement to

medical care provided in a healthcare setting; applied drama practice can complement

existing practices in a healthcare setting (medical, child life, institutional, etc.).  Applied

drama practice is “intimately connected” with its context and within that context,

community values, goals, and actions are already in place.  An applied project works,
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especially in institutions, with other professionals who are working towards similar goals.

Developing an awareness of what others are trying to accomplish in the same institution

or context can help to define more explicitly what the applied practice can offer.

Rec. 2: Evaluate the Needs in a Pediatric Healthcare Setting

The kinds of chronic or life threatening medical conditions affecting children are

vast and diverse.  If an applied practitioner is interested in working with a population of

children who are in a hospital or healthcare setting, I would recommend looking at which

groups of children are already being served in that setting.  For example, perhaps the

hematology-oncology unit already has arts activities, but another unit rarely has an arts

visitor or special event. The medical camp I worked for in Southern California performed

a needs assessment and realized that there was already at least one camp program for

children with cancer in the area.  They responded by forming partnerships with clinics

and foundations serving children with other chronic conditions that did not have a camp

program outlet. I encourage applied drama practitioners interested in pediatric arts in

healthcare practice to explore whether there are children with chronic medical conditions

in the setting who do not have arts services and could enjoy an applied drama partnership.

Rec. 3: Value Complementary Practices

The drama event is only part of applied drama practice.  The work surrounding

the drama event is essential to the successful development and facilitation of the drama

event.  I prioritized the complementary practices in the development of this applied

drama project out of necessity, in part, but also out of a desire to present a thorough

documentation of an applied development process.  Characteristics of the drama event

(reflective practice, building ethical partnerships, bewilderment, sharing power with

participants, etc.) are also present in complementary practices.  Much learning takes place
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during the preliminary tasks and events that make the drama event possible.  I hope that

by offering this chronicle of complementary practices in the development of this applied

drama project demonstrates this learning and value of these preliminary practices.

Rec. 4: Develop an Evolving Understanding of the Context

A pediatric healthcare setting is not a fixed entity; it is a constantly shifting,

growing and changing site.  It is also a site of multiple perspectives and voices.  I agree

with Thompson’s disclaimer: “in the act of applying [applied drama] is meeting a specific

moment in the history of a different system of knowledge” (40).  My understanding of the

dialysis clinic continues to develop, in part because it grows and changes (new patients,

new staff, new procedures, new resources, etc.) and also because I accept that the site has

more to teach me.  Throughout this process, continual discoveries have challenged my

preconceptions about the site.  I expected resistance to my project from NRC, Inc. but

once we finally made contact, I have experienced only attentive support.  Acknowledging

that there is always more to learn from the context deepens the development of the

applied drama practice in a pediatric healthcare setting.  Specifically, child-centered

practice requires that you approach each situation with the children without expectation

or the expertise—you learn from them moment by moment.

Rec. 5: Spend Time in the Site before Designing the “Drama Event”

Much of the understanding I have of the context (ever-shifting as it is) is a result

of the long-term commitment I have made to the site.  I believe that I benefited from

having a relative insider role in the clinic.  I was able to begin building skill in the area of

application, which in this context, is very specialized.  I benefited from the long-term

commitment by learning from the participants themselves; the children taught me how to

be child-centered.  The relative insider role challenged my progress as an applied
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practitioner, because I was struggling to reconcile two roles: volunteer and researcher, but

I believe that the benefits of such a position outweighed the challenges.

Rec. 6: Collaborate with a Professional from the Context

In designing an applied drama practice, I recommend actively collaborating with a

professional from within the context.  I feel that I missed a key opportunity to collaborate

with the child life specialist from the first introduction of this idea.  Over the summer

2009, I brought up the idea of “doing drama” in the clinic, asking the child life specialist

if she had ever considered it.  She did not appear to have thought of it, but did not seem

opposed to the idea.  I took the opportunity then to say that I had some ideas of some

things we could do—drama games, improvisation games—and she said that would be

okay, so long as they were child-centered.  She said, “but, you already know that.”  At

this point, I went away and thought on my own about how the games could be integrated

into the clinic.  While I came up with an idea that could be successfully child-centered, I

wonder what approach for integrating drama games that we could have come up with

together.  Also, the idea that I offered was drama games, but there are endless

possibilities of integrating drama into the clinic.  If we had sat down and had a

conversation about drama, what could we have thought of together?  I would also

recommend having a collaborating professional in the room during the applied drama

event, if s/he is available.  An applied drama practitioner is not an expert in the context

with which she partners; having an expert, professional resource available makes the

applied drama space safer for all involved.

Rec. 7: Interrogate Your Values and Keep Field Notes

Interrogating personal values—and also being willing to shift those values—is

part of being a reflective practitioner and part of developing an ethical practice.  These
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values may change as you interact with the context.  In order to track your values and

how they are challenged, and sometimes transformed, by the project, it is vital to keep

field notes.  Taylor cites the tradition of artist-practitioners who use logbooks: “If the

human instrument is the principal medium for raising the agenda in reflective practitioner

research, then the logbook is the place where that agenda is recorded…. The logbook

becomes a sourcebook…” (123-124).  The practice of regularly (this is key) writing down

your reflections, observations, and questions regarding an applied drama process

development helps you practice Taylor’s version of “reflective practice,” but it also

crucially provides data.  In my case, I chose to make my experience as the prospective

practitioner the primary source of data (along with interviews with the child life

specialist), as opposed to turning an evaluative lens on the children involved.   Even if an

applied practitioner does not intend to use their notes in that way—for research—finding

a way to actively reflect on your process (writing, drawing, typing, charting, recording)

will only benefit your practice. In the pediatric setting, caregivers’ needs are often

secondary to the children’s needs in the moment and sometimes experiences in these

settings can be intense, upsetting, or confusing.  Keeping a logbook or reflecting in other

ways outside of the setting also becomes a practice of self-care for the applied

practitioner.

Rec. 8: Accept Bewilderment and Move On

Perhaps the most productive theory I have encountered through this process is

James Thompson’s theory of bewilderment in practice.  Remembering that bewilderment

is part of the process helps the practitioner move through moments of confusion, doubt,

frustration, and fear. Bewilderment not only affects the practitioner or researcher;

community partners, stakeholders, and participants also feel bewilderment.  I

acknowledge that I often let bewilderment and caution slow my progress.  I privileged the
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institutional approval process and my concern for always doing the “right thing,” which

sometimes made me passive in moments when assertive action would have not only

served me but the progression of the project and partnership as a whole.  Reclaiming

bewildering moments as productive moments helps the applied practitioner view periods

of doubt or surprise encounters with extra red tape not as setbacks, but as opportunities to

deepen and clarify intentions.

Rec. 9: Have Fun

A healthcare environment is a serious place—the value of an applied drama

partnership that is fun, full of humor and play is invaluable in this setting.  Applied drama

practice can serve to offer space for community dialogue and critical inquiry; but it can

also provide a relief—an escape from worry or anxiety or boredom.  Do not

underestimate the value of designing a pediatric applied drama practice that offers fun

and play.  In the hands of the participants, a fun game or silly story may become the

means with which they reflect upon their situations, question power structures, and

imagine new possibilities.

THE JOURNEY CONTINUES

In this document, I introduced a personal story, the themes of which—fear,

powerlessness, bewilderment—prompted me to question how an experience in a hospital

could be less frightening, less disempowering, and less bewildering for children and

young people.  I focused an applied project on children who have no choice but to spend

hundreds of hours in hospital or clinical care—children with chronic medical conditions,

specifically children who require hemodialysis treatment.  I presented the situation these

children are in during treatment and introduced a key figure of their experience, the child
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life specialist.  I also profiled two healthcare institutions that together create the clinic

environment.  I detailed the design of the project, in relation to the work of the arts in

healthcare field and then discussed my process with respect to the relevant applied drama

theory of bewilderment.

This applied drama project, in part, furthers my own process of healing from

childhood experiences in healthcare settings.  In my work and study, I have sought to

support children and families affected by serious medical conditions out of a wish to ease

the stress and challenges the conditions and their treatment carry with them.  Along this

path, I have wondered whether I should have been a medical doctor or a nurse or a social

worker—these positions can help to offer immediate and ongoing relief to patients and

families.  But, I am not trained to fulfill those roles. I study drama and have found,

through the fields of applied drama, child life, and arts in healthcare, that relief in a

medical situation is the result of many hands at work—the doctors and nurses, of

course—but also, potentially arts practitioners and others who can offer playful, creative,

and self-expressive experiences.

As a young child, my medical experiences were ultimately positive—not just

because my condition responded well to treatment, but also because during my hospital

visits, I had positive relationships with my caregivers.  Through this applied drama

development process, as I move through periods of doubt and conviction regarding the

value and appropriateness of introducing drama games to a healthcare setting, I continue

to form positive relationships with the young people in the clinic.  There is value in

relationship.  Relationship-centered care, as stated earlier, suggests that relationships are

the foundation of healing interactions in healthcare settings.

At this moment, I have all pieces in place in the puzzle of obtaining institutional

and corporate approval for Child-centered Improvisation.  I expect to try out my card
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game ideas in the clinic very soon.  I still believe that the games may offer a fun

diversion in the clinic and provide opportunities for humor, choice, and group

engagement.  I am still excited by the connections between drama game pedagogy and

child-centeredness.  The value of the applied drama partnership lies, in part, in the design

of a drama event that is well suited to the context—logistically and pedagogically.  Of

greater value to applied drama practice, though, is the respectful, positive, encouraging,

flexible, and playful relationships between practitioner, context, and participants.  Even if

I do not bring games into the clinic or the participants never choose to play them, I will

look at this partnership as a success, because, ultimately, through the process I built

ethical relationships, which are valuable to the participants in the clinic.
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Appendix A: Modified Drama Game Instructions

Adapted from the following sources: Drama For Schools Handbook, Institution Theatre,
Koppett, Peterson, and Spolin

GUESSING GAMES

WHO STARTED THE MOTION? (Spolin)
For a group of players
One person closes his/her eyes.  Another player volunteers to start a motion, which
everyone else then follows.  Once everyone is following that player, the player whose
eyes are closed can open his/her eyes and try to guess who everyone is following!  The
person who is making the motion can change his/her motions, too, while playing the
game—but everyone else must continue to follow!

TALK SHOW (Koppett)
For a pair or group of players
One person decides on a character s/he would like to be (thinking of someone everyone
else will know—the president, a TV character, a celebrity, a cartoon character, etc.) and
becomes the guest on a talk show!  Everyone else will be the talk show audience and, by
asking questions of the guest, will guess who s/he is based on how the guest answers!
HINT: If you are playing the guest, try not to give away your identity with your answers.
Keep them guessing!
VARIATION: This game can be played where the audience decides who the guest is and
the guest then must figure out who s/he is based on the questions the audience asks!
Once the guest is answering questions as if s/he were the character, that round ends.

WHERE AM I? (Peterson)
For a pair or group of players
Taking turns, one person thinks of a place, but does not say what it is.  He shares the
answers to the following questions with the group or a partner.  The group or partner
guesses where he is!

• Is it light or dark?
• Are you up high?
• What’s the temperature?
• What’s the strongest smell?
• What do you hear?
•  Is there anything you can taste?
• Is there anything to eat or drink?
• Does the air make your mouth dry?
• Are the objects in the space heavy, light, hard, soft?
• Do you hear music, or is it quiet?
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• What else can you hear
How many clues does the group or partner need in order to guess?

STORYTELLING GAMES

COLOR THE STORY (Spolin)
For two or more players
One person tells the other a simple story—just a few sentences long about something that
happened (everyday things like, having breakfast, getting ready for school, waking up,
etc.).  The other person listens and then tells the story back to the person, adding
details—color, sounds, smells, whatever she can think of!  Keep passing the story back
and forth adding more and more detail!
BONUS CHALLENGE: Do you remember the original story?  How has it changed?

BUILD-A-STORY (Spolin)
For two or more players
Someone in the group suggests a title for a never-told-before story (like, Werewolf
Summer Camp or Little Red Riding Hood and the Helicopter) and then begins the story
with “Once upon a time…” stopping whenever s/he wants to.  The next person continues
the story right where the first person left off and so on around the group until the story is
finished with “The End.”
VARIATION: One person will be the conductor. S/he will point to someone in the group
to begin the story.  That person will start the story with “Once upon a time…” And
continue telling the story until the conductor points to another person in the group, who
will start where s/he left off—even if s/he was in the middle of a sentence, or a word!
The story continues until the conductor decides to end it by pointing to him/herself and
finishing the story with “The End.”
HINT TO GET STARTED: Write down on slips of paper several names of a possible
character—person, animal, or even thing—along with names of locations.  Put the
characters in a hat and draw one out.  Then, put the locations in a hat and draw one out.
Put those two words together in a title for the story.

THREE OBJECT GAME (Drama for Schools Handbook)
For a pair or a group of players
Before beginning, everyone writes on several slips of paper names of occupations or
people (like George Bush, a teacher, Arnold Schwarzenegger, etc.), things (like pizza, a
duck, a $100 bill, etc.), or places (like Greenland, Mars, Wal-Mart, etc.).  Put all the slips
of paper in a hat or a bowl and each player takes one out.  In groups of two, one person is
the storyteller and the other provides the sound effects.  Each group quickly invents and
shares a story using the ideas on their slips of paper, complete with sound effects!
BONUS CHALLENGE: Draw more than one slip of paper each—then, you have more
things to include in your story!
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ONE-WORD STORYTELLING
For a pair or group of players
Everyone creates a story all together—one word at a time.  One person begins with the
first word and the story continues around the group, one word at a time, until the story
seems complete!
HINT: Come up with a title for a never-before-told story, draw a random word out of a
hat, or point to a random word in a book to get started.
BONUS CHALLENGE: Each person randomly picks who is going to be next to add a
word to the story!

QUESTION AND ANSWER
For a pair or a group of players
Write the following questions out on individual slips of paper:

1) Who was it?
2) Where was s/he?
3) What did s/he do?
4) What did s/he say?
5) What did the people say?
6) What happened in the end?

Shuffle the pieces of paper.  Each person in the group takes out one (or two depending on
how many people are in the group) and writes his/her answer on the slip of paper.  Once
everyone has written their answers, read the answers aloud in order to hear the story
everyone has created together!

GROUP THINKING GAMES

ORCHESTRA! (Spolin and Institution Theatre)
For a group of players
One person is the conductor of the orchestra, but this orchestra is not made up of musical
instruments—it’s made of emotions!  Write out emotions on slips of paper.  Each person,
other than the conductor, chooses a slip of paper with an emotion.  The game begins
when the conductor of the orchestra points to the person or people s/he wants to “play”
their emotions with sounds, facial expressions, and words!  Try warming up the orchestra
first with everyone making the emotion sounds.  The conductor can experiment to make
everyone be loud or quiet, fast or slow!  Play until the conductor ends the game!  Switch
emotions and try again!

ZIP ZAP ZOP
For a group of players
One person starts the game.  She has a bolt of energy in her hands and needs to pass it to
someone in the group, saying, “Zip!”  The person receiving the energy then passes it to a
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third person, saying, “Zap!”   The third person passes it to someone saying, “Zop!”  The
game continues—Zip, Zap, Zop!
How fast can the group go?!

CIRCLE 1 TO 20 (Peterson)
For a group of players
Going around the group one person at a time, count from 1 to 20.  The first person
whispers “1” as quietly as possible, the next person says “2” a little louder, and so on
until the group gets to “20,” which is the loudest.  Try not to make giant leaps between
one number to the next or not so tiny that you have to make big leaps at the end to get
loud enough.
VARIATIONS: Try different extremes: from loudest to softest; from tiny smile to the
biggest laugh possible; from slightly concerned to terrified; or, make up your own ideas!

GROUP DRAWING
For a pair or a small group of players
Fold a piece of paper into as many horizontal segments as there are people in the group
(or into an even number if in a pair).  One person begins by drawing the top of a figure
(be creative—the figure does not need to look like a person—it could be an animal or
something you make up), filling just one segment of the page.  That person turns the
paper over and passes it to the next person, who draws the next section of the figure
without looking at what was drawn before!  Once the second segment is drawn, the paper
is turned over and passed on again.  This pattern continues—with no one looking at what
was drawn before—until the last segment of the page is filled.  Unfold the paper and see
what has been created!  Name your creation!

SPEED DRAWING
For a pair of players
In pairs, draw a face or figure, alternating one line or feature at a time, passing the picture
back and forth, moving quickly.  Then title the picture with two words, one from each
person in the pair. Name your drawing one word at a time.

CONCENTRATION
For a group of players
One person says a word and the next player says the first word and then adds a word.
This pattern continues around the group, only ending when the words cannot be
remembered.
BONUS CHALLENGE: Keep track of how many words you can remember or how many
times around the group you go and try to beat that number the next time you play!

BRAINSTORMING GAMES
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MAGIC CLAY (Spolin)
For a group of players in a circle
One person begins with the “magic clay.”  This invisible clay can transform into anything
the player wants it to become.  The first person sculpts the clay into whatever object s/he
chooses and then shows everyone how to use it.  Only when the next person can tell what
the clay has become does s/he take the imaginary object and transform it into something
new, showing the group how to use it and so on around the circle.  Keep playing until
everyone has had a turn with the magic clay or until you run out of ideas!

THIS IS NOT A ROLL OF TAPE… (Peterson, Drama for Schools Handbook)
For a group of players
One person holds an object (could be anything—a roll of tape, a pencil, a shoe, etc.) and
says, “This is not a roll of tape (or whatever the object is), it’s a ________.”  The person
transforms the roll of tape into something else with her imagination and then shows how
to use the object.  For example, you could say, “This is not a roll of tape, it’s a
telescope!” and show the group how to use the telescope.  The first person passes the
object to the next person in the group and s/he does the same thing.  The object goes
around and around—how many different things can the group turn the object into?
BONUS: Keep track of how many things you can imagine and try to beat that number the
next time you play!  Try a new object.

NAME FIVE (Spolin)
For a group of players
One person is “It”.  The rest of the group decides on a letter of the alphabet and begins
passing a ball around.  Once the ball starts to get passed around, “It” begins to name
things that start with that letter, trying to name five different things before the ball gets
around to everyone in the group (if a small group, try passing it twice around). Whoever
has the ball when “It” names five things is “It” next!
VARIATION: Try categories instead of letters (like Cereals, Disney movies, Sports
teams, etc.).
BONUS CHALLENGE: Try naming more than five things!

CATEGORIES (Koppett)
For a group of players
Start with one category suggested by someone in the group.  That person says something
in that category and then points to another person in the group who adds another idea.
The second person then points to a third person in the group who adds another idea and
so on until everyone has said one thing from that category.  Remembering who you
pointed to and what you said, try to do it all over again.
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BONUS CHALLENGE: Add another category (following a new pattern of pointing) and
even another, remembering who you pointed to and who pointed to you!  It’s challenging
but fun!

THAT’S BECAUSE… (The Institution Theatre)
For a group of players
One person is “it”.  “It” looks to each person in the group, who makes a
declaration—something silly or simple or bizarre (“It is raining” or “I like to eat shoes”
or “Aliens never land in Australia.”).  “It’s” job is to respond to each person’s declaration
with a reason why that is by saying, “That’s because…” and filling in the blank.  Any
reason counts!  There is no wrong answer! After “It” has looked to each person, someone
new can be “It” and so on until everyone has had a turn.
BONUS CHALLENGE: “It” can try the round by justifying each declaration with the
same emotion—happy or surprised or angry!

IMPROVISATION GAMES

ALPHABET CONVERSATION
For a pair of players (with an audience)
Two people are going to have a conversation.  First, the other people in the group decide
on who the two people are going to be (superheroes? inventors?) and/or where they are (a
cave? a classroom?).  The first person to speak says something that starts with the first
letter of the alphabet, the other person then says something that starts with ‘B’ and so on,
back and forth, until they gone through the whole alphabet in their conversation!
BONUS CHALLENGE: Start with a different letter and go through the alphabet, until
reaching that letter again!
HINT: The audience can help the players keep track of the alphabet.

TWO-HEADED EXPERT
For a group of players
Two or three people become a two or three-headed expert on a topic based on a
suggestion from the group (something silly or bizarre like Horse Basketball or Diving for
Sunken Treasure).  The group acts as reporters and interviews the two/three-headed
expert about its latest invention or discovery or adventure or fill-in-the-blank!
BONUS CHALLENGE: The “expert” can only answer by alternating one word at a time
between the two or three players!
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Appendix B: Sample Cards Features

The cards are color-coded and labeled according to category (i.e. green for

Guessing Games and orange for Storytelling Games).  A picture hinting at the game’s

content is on the front of the card with game instructions on the back.  Each card is

approximately 5.5 x 4.25 inches.
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