[ 3
ASSOCIATION OF (e
Child Life G?
Professionals

THE Journal OF Chlld Llfe PSYCHOSOCIAL THEORY AND PRACTICE

MARCH 2021 | VOLUME 2 | NUMBER 1

Supporting Children Experiencing a Pediatric-Sexual Assault

Forensic Examination: Preparation for and Perceptions of

the Role of the Child Life Specialist

Sherwood Burns-Nader, PhD, CCLS
THE UNIVERSITY OF ALABAMA

Anna Schmitz, MS, CCLS
THE UNIVERSITY OF ALABAMA

Blake Berryhill, PhD, LMFT, ECMH-E
THE UNIVERSITY OF ALABAMA

Julie Parker, PhD, CCLS
MISSISSIPPI STATE UNIVERSITY

ABSTRACT

To help minimize negative outcomes, child life specialists can provide psychosocial care to
patients undergoing a pediatric sexual assault forensic examination (P-SAFE). This explor-
atory study used a survey to examine child life specialists’ perspectives on their prepara-
tion for and role in P-SAFEs. Participants reported their main duties with this population
include procedure support, play, and building rapport. The benefits of having child life
involved in P-SAFEs were noted as decreasing re-traumatization, increasing cooperation,
increasing coping, and decreasing stress and anxiety. Participants reported that most child
life services were provided in preparation for the exam and during the exam. The services
utilized were preparation, play, and distraction to help patients cope. Results indicated child
life specialists felt valued by the multidisciplinary team, especially for their role in procedure
support. Lastly, child life specialists reported training for this role occurring most often
through informal on the job training. In summary, child life specialists acknowledged the
stressors associated with a P-SAFE and perceived their role as beneficial in minimizing such
stressors. Health care facilities that provide P-SAFEs should further consider the benefits of
child life services to these patients and advocate for their services during P-SAFEs.

Introduction en to review the report and determine if a pediatric

In the United States, it is estimated one out of every sexual assault forensic examination (P-SAFE) is nec-

seven girls and one out of every 25 boys are victims
of sexual abuse (Townsend & Rheingold, 2013). In
2016, 8.5% of the reported child abuse and neglect
cases were instances of sexual abuse, totaling approx-
imately 57,329 cases in the U.S. (U.S. Department
of Health & Human Services, Administration for
Children and Families, Administration on Children,
Youth and Families, Children’s Bureau, 2018). When
child sexual abuse (CSA) is reported, steps are tak-
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essary (U.S Department of Justice Office on Vio-
lence Against Women, 2016). During a P-SAFE, the
health care provider collects forensic evidence, such
as clothing and swabs from the child’s mouth and
anogenital area. Additionally, the provider examines
the patient’s anogenital areas with a camera looking
for injury (e.g., bruises, cuts) and swabs the anogen-
ital area for sexually transmitted diseases (Lahoti et
al., 2001). Some hospitals use the following criteria
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for determining whether to conduct a P-SAFE on a
prepubescent patient: 1) the disclosure of the assault
or a witness to the assault, 2) the assault happened
within the past five days, and 3) the assault involved
skin to skin contact with the patient’s anogenital area

(Children’s Mercy Hospital, 2015).

The P-SAFE process can be one that causes anxiety,
distress, or pain for pediatric patients (Berenson et al.,
1998; Tener et al., 2012). During a P-SAFE, body
parts that were recently abused are examined. There-
fore, the patient may experience stress, anxiety, and
possibly re-traumatization of the abuse (Berson et al.,
1993). Berson and colleagues (1993) examined chil-
dren’s perceptions of the P-SAFE and found children
see the exam as intrusive and have a negative view of
the doctor afterwards. Additionally, children reported
restraining during the exam was reminiscent of their
previous sexual abuse (Berson et al., 1993). Since hos-
pital staff are working with this vulnerable population,
it is important to consider the best practices in mak-
ing sure the P-SAFE does not re-traumatize the pa-
tient. In the U.S. Department of Justice Office on Vi-
olence Against Women (2016) protocol for P-SAFEs,
the importance of the exam being child-centered, vic-
tim-centered, and trauma- informed during the care
for CSA victims is emphasized. Examples of different
victim-centered techniques include preparation and
distraction, which have been shown to be beneficial
in easing stress and anxiety and increasing coping in
pediatric patients (U.S. Department of Justice Office
on Violence Against Women, 2016).

There is some evidence that victim-centered tech-
niques are effective in minimizing negative outcomes
during anogenital exams. For example, Rheingold
et al. (2013) studied the effectiveness of providing a
psychoeducation video to children and their caregiv-
ers about the upcoming anogenital procedure. Results
indicated the education session decreased stress during
the exam for the families (Rheingold, Danielson, et al.,
2013). Similarly, another study found preparation be-
fore the exam and providing a supportive atmosphere
during the exam helped to decrease stress for the child
(Gulla et al., 2007). Furthermore, children that are
more aware of what the exam entails appear to be less
anxious during the exam (Rheingold et al., 2013).
Such findings emphasize the importance of preparing
children for sexual abuse exams; when they are pre-
pared, they exhibit less anxiety and stress.

Preparation for and Perceptions of the Role of the Child Life Specialist

In addition, distraction interventions have been iden-
tified to offer support for children during exams,
such as P-SAFEs (Chambers et al., 2009; Sinha et
al., 2006). Distraction is a type of nonpharmaco-
logical support provided to children during different
treatments and examinations. Distraction focuses
a patient’s attention away from the distress of the
procedure to a more neutral stimulus, such as toys
(Chambers et al., 2009), music (Sinha et al., 2006),
and tablets (Sinha et al., 2006); leading to a decrease
in stress for the patient (Stevenson et al., 2005). Re-
search indicates the use of interventions such as us-
ing a clown for distraction (Tener et al., 2012) and
video eyeglasses (Berenson et al., 1998) are effective
in decreasing children’s anxiety and fear during sexual
abuse examinations. Such findings suggest distraction
can decrease fear, anxiety, and stress for pediatric pa-
tients undergoing P-SAFEs.

As members of the health care team, child life spe-
cialists specialize in providing psychosocial care to pe-
diatric patients, such as preparation and distraction.
The American Academy of Pediatrics Policy State-
ment on Child Life Services (2021) states child life
specialists are an essential role in pediatric health care
because they focus on the development and well-be-
ing of every child and provide services that minimize
the harmful effects of hospitalization for pediatric
patients and their families. Research suggests that
child life specialists can help relieve anxiety and pro-
mote coping in a variety of settings and with diverse
medical diagnoses (Brewer et al., 2006; Burns-Nad-
er et al., 2017). Child life specialists are increasingly
working with P-SAFE patients, either in emergency
departments or outpatient clinics that specialize in
P-SAFEs. Due to the vulnerability of this popula-
tion, child life specialists have the potential to benefit
P-SAFE patients by providing patient-centered edu-
cation and distraction. According to the Association
of Child Life Professionals’ Value Statement, “Expan-
sive research consistently demonstrates that Certified
Child Life Specialists generate positive behavioral,
psychological, and physiological outcomes through
individualized interventions with pediatric patients”
(Boles et al., 2020, p.2). Evidence finds that child life
specialists provide pediatric patients with play-based,
coping-centered techniques, such as education and
distraction, which have been shown to improve pedi-
atric patients’ experiences by decreasing pain, anxiety,

and distress (Boles et al., 2020).
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Current Study

Children who are sexually abused undergo stressful
and upsetting procedures as part of their care. Al-
though child life specialists are often the health care
professionals providing psychosocial support to CSA
patients, current literature is limited about the role
of the child life specialists in P-SAFEs. The purpose
of this study was to address the gap in the literature
by collecting information on the role of child life
specialists during P-SAFEs and their preparation for
providing care to this population. When examining
the role of child life specialists, this study also looked
at the stressors child life specialists perceive children
to experience during a P-SAFE. Information on both
the perceived stressors of children during a P-SAFE
and the role of child life specialists during a P-SAFE
allows for a reflection on whether the children’s iden-
tified stressors are appropriately addressed and attend-
ed to in the role of the child life specialist. Specifically,
the study examined the following research questions:

1. What are child life specialists’ perspectives of the
stressors they see children experience during a

P-SAFE?

2. What are child life specialists’ roles during a
P-SAFE?

3. What are the stressors child life specialists experi-
ence working with P-SAFE patients?

4. What training do child life specialists have to
work with P-SAFE patients?

Methods

Procedure

To gather current data, an online survey was developed
for use with individuals working with the P-SAFE
population as Certified Child Life Specialists. With
Institutional Review Board approval, the survey was
disseminated through the Association of Child Life
Professionals (ACLP) Forum. The ACLP Forum is an
online network only available to members of ACLP. It
provides child life specialists, program coordinators,
and students the opportunity to share information
related to the child life profession. There are approxi-
mately 4,138 ACLP members who receive ACLP Fo-
rum posts. Study information, such as the purpose of
the study, inclusion criteria, as well as a hyperlink to
participate, was posted on the ACLP Forum. The post
was replicated three times over the period of a month.

To be eligible to participate, a person had to be at
least 18 years old, a Certified Child Life Specialist,
and have at least four months of experience working
with the P-SAFE population in the United States. If a
person was non-certified, non-English speaking, and
not working in the United States, they were not eligi-
ble for participation. Those eligible and interested in
participation used the hyperlink to access study ma-
terials. Participants provided electronic consent and
then completed a survey on their demographics and
experiences working with P-SAFEs.

Participants

A total of 24 child life specialists responded to the
ACLP Forum posts and completed the online con-
sent and survey. Of the 24 surveys submitted, three
were excluded due to being less than 50% complete.
Although it can appear the response rate for partici-
pation was weak, information on the exact number
of child life specialists providing care for PSAFE: is
unknown at this time.

Participants (7 =21) ranged in age from 24 to 51 years
(M = 31.29, SD = 6.9). All the participants were fe-
male, and most were Caucasian. Additionally, partic-
ipants’ work experience with this population ranged
from nine months to 240 months (M = 54.9, SD =
49.90), with a majority working with the P-SAFE
population in the Emergency Department and/or
Abuse Clinic (7 = 18, 85.6%). For additional demo-

graphic information, see Table 1.

Measures
Background questionnaire

The background questionnaire included demographic
questions of the participants including age, ethnicity,
and gender. Additional information, including the
participants’ history as a child life specialist, how long
they have been a Certified Child Life Specialist, how
long they have worked with P-SAFEs, years of school-
ing, and location in which they worked with P-SAFE

cases, was also collected.

The Child Life Specialist’s Perceived Role in Sexual Abuse
Examinations Survey

This survey examined the roles and needs of child
life specialists serving patients receiving P-SAFEs.
This survey was created by two child life specialists,
with each contributing specific knowledge and expe-
rience to the survey development. The primary au-

thor is a Certified Child Life Specialist (CCLS) with
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Table 1. Participant Demographic Information

Variable n %

Age (M,SD) 31.29, 6.69
Ethnicity (%)
Caucasian 19 90.5
Middle Eastern 1 4.8
Biracial 1 4.8
Gender (%)
Female 21 100
Male 0 0
Education (%)
Bachelor's 12 57.1
Professional - Master’s 9 42.9
Hospital Size (%)
Small Children’s Hospital 5) 23.8
Medium Children’s Hospital 13 16.9
Large Children’s Hospital 2 9.5
Large Adult Hospital 1 4.8
Location Worked in with P-SAFE population
ED 12 57.1
ED and Abuse/Clinic 4 19.0
Inpatient 2 9.5
ED and Other Units 2 9.5
Child Protection Program 1 4.8

two years experience, including training and clinical
work specific to the P-SAFE population. The second
CCLS has over 15 years experience and is a preemi-
nent scholar in the field. The survey questions were
created based on their training in child life, experi-
ences working with the P-SAFE population, as well
as empirical based knowledge from the literature of
the child life field. For example, one question on the
survey asked, “What services do you use with this
population?” The possible choices of preparation, dis-
traction, play, comfort positions, procedure support,
and coping were selected because previous studies
indicate the benefits of child life providing such in-
terventions (e.g., Burns-Nader et al., 2017; Diener et
al., 2018; Fereday & Darbyshire, 2008; Gursky et al.,
2010; Hall et al., 2018; Scott et al., 2016). After the
creation of the survey, it was distributed to a third
CCLS with expertise with the P-SAFE population for
feedback and critique. The survey was finalized with
consideration of the third child life specialist’s input.

The survey consisted of 46 questions in three domains:
(1) Exploring the child life specialist’s role with sexual
abuse populations, including (a) interventions with
P-SAFE patients, (b) roles, and (c) responsibilities
and job duties; (2) Specific stressors in sexual abuse
populations; and (3) Training received at preservice
and in-service specific to working with sexual abuse

Preparation for and Perceptions of the Role of the Child Life Specialist

populations. Most questions collected information by
asking participants to select from a list of potential
answers (e.g., “When do you provide support to this
population? Select all that apply”). Other questions,
such as how valued the child life specialist felt as part of
the multidisciplinary team, were asked using a Likert
scale (e.g., strongly valued to strongly not valued and
very well trained and prepared to not trained or pre-
pared at all). Additionally, two qualitative questions
were included: 1) “What are the most difficult aspects
of working with this population?” and 2) “What are
the most rewarding aspects of working with this pop-
ulation?” Very little is known about child life spe-
cialists’ view of the difficult and rewarding parts of
working with P-SAFE patients. Understanding the
difhiculties and rewards is important as compassion
fatigue is related to the presence of such factors when
providing care (Van Mol et al., 2015). Compassion
fatigue is defined as caregivers’ experience with dis-
tress due to an ongoing relationship with demanding
individuals (Van Mol et al., 2015). Therefore, the sur-
vey provided two qualitative questions to allow for an
open-ended discussion about the variables child life
specialists experience while providing care to P-SAFE
patients.

Data Analysis

Statistical Package for the Social Sciences (SPSS) ver-
sion 24 was used to analyze the descriptive data. For
the two qualitative questions, the first two authors
coded and extracted themes from the two questions
using a constant comparative methodology (Glasser,
1965). Individually, the two authors reviewed the
responses for the two questions. Each author select-
ed short descriptors that they felt summarized the
meaning of the response, with some responses having
muldple descriptors identified. Then, they grouped
the descriptors into broader categories. For example,
“abuse story” and “hearing the child” were grouped
into “feelings surrounding child’s abuse story.” Next,
the two authors met to compare and discuss the iden-
tified categories, address questions, and determine a
finalized coding scheme. The first two authors then
coded the two questions with the chosen coding
scheme. Answers were coded with the potential to
identify multiple codes in a participant’s response.
After this round of coding, inter-rater reliability was
determined, and any differences were resolved. The
two questions were then coded for reliability a sec-
ond time by a graduate research assistant. Inter-rater
reliability was very high between the first two authors
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(86% for question one and 93% for question two),
as well as between the first author and the graduate
research assistant (86% for question one and 86% for
question two) and the second author and the graduate
research assistant (93% for question one and 86% for
question two). Analyses included identifying all codes
and the frequency of codes.

Results

What are child life specialists’ perspectives
of the stressors they see children experience
during a P-SAFE?

To address this question, participants were asked to
select the stressors that they perceive this population
experiences. Child life specialists perceived re-trau-
matization (7 = 17, 81%) and lack of information/
understanding (7 = 11, 52.4%) as the two greatest
stressors experienced by children in this population.
Similar results were found when asked their percep-
tion of the most common stress points. Participants
listed the exam itself (7 = 16, 76.2%) and the pre-pro-
cedure events (z = 14, 66.7%) as the most common
stress points. See Figure 1 for more information on
perceived stressors.

What are child life specialists’ roles in the
P-SAFE population?

To determine the role of child life specialists in the
P-SAFE population, the survey gathered information
on job duties and responsibilities, when child life spe-
cialists provided support, and the types of preparation,
distraction, and play used. Additionally, participants
identified how they feel their role is beneficial, how

Number of Participants
o N B o (o] 8

Table 2. Child Life Specialist Job Duties and Responsibilities
During P-SAFE

T S

Procedure support 20 95.2
Play 20 95.2
Building rapport with patients 19 90.5
Charting 18 85.7
Assessment 17 81
Education 17 81
Supporting co-workers 12 57.1
Child life department roles 10 47.6
Rounds/in-services 10 47.6
Planning 6 28.6
Other 2 9.5

they advocate for the patient, and how they perceive
the multidisciplinary team views them. First, the par-
ticipants reported numerous job duties and responsi-
bilities with the P-SAFE population. As seen in Table
2, when asked to select their required job duties, the
duties selected the most were procedure support, play,
building rapport with patients, charting, assessment,
education, and supporting co-workers. When asked
to list their top five duties with consideration of time
and importance of duty, there was no clear top duty;
six participants (28.6%) selected assessment as their
top duty, seven (33.3%) selected procedure support
as their second duty of importance, and five (23.8%)
selected rapport as their third top duty. See Table 3 for
additional results.

Participants were also asked to identify when they pro-
vided support to P-SAFE patients. The participants
surveyed provided support to patients during prepa-
ration for the exam (z = 21, 100%),
during the exam (7 = 21, 100%), post
exam (7 = 20, 95.2%), prior to the
exam (7 = 19, 90.5%), and during in-
terviews with other medical staff (n =
17, 81%). Some provided support at
other times as seen in Table 4.

Participants reported providing sup-
port through play, preparation, and
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Figure 1. Child Life Specialists’ Perspective of the Stressors Experienced by Children

During P-SAFE

& distraction. All the participants pro-
vided play and preparation to P-SAFE
patients. For distraction, of the 21
participants, only one said they did
not provide distraction to the popula-
tion. The most noted ways of provid-
ing preparation were as follows: infor-
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Table 3. Top Duties of Importance and Time for Child Life
Specialists during P-SAFEs

1st- 2nd 3rd 4th 5th

LI Duty Duty Duty Duty Duty

Procedure support 2 7 3 2 2
Education 2 3 2

Rapprt 3 2 5 1 1
Preparation 3 2 1 1

Coping 1
Follow-up

Child life dep. roles 1
Charting 1
Support to siblings 1
Support to caregivers 1
Support to co-workers 1

mation to the patient (7 = 21, 100%), information to
the adult caregiver (z = 19, 90.5%), familiarization
with equipment (7 = 19, 90.5%), comfort position (7
=18, 85.7%), and the use of medical teaching dolls (7
=12, 57.1%). The most noted distraction techniques
utilized were conversation (7 = 20, 95.2%), the iPad
(n =18, 85.7%), breathing exercises (7 = 18, 85.7%),
relaxation exercises (7 = 17, 81%), and music (=17,
81). Play was primarily used to normalize the hospital
environment (7 = 20, 95.2%) and to build rapport (7
= 20, 95.2%). A slight majority (z = 11, 52.4%) of
the participants chose medical play as a form of play
used during P-SAFEs.

The child life specialists reported their role to be ben-
eficial in several ways, such as, minimized re-trauma-
tization (7 = 21, 100%), increased procedure coop-
eration (7 = 21, 100%), increased coping (7 = 20,
95.2%), decreased anxiety and stress (7 = 20, 95.2%),
and increased return to baseline by the child after the
procedure (7 = 18, 85.7%). See Figure 2. The par-
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Table 4. When Child Life Specialists Provide Support for P-SAFEs

I

During preparation 21 100
During the exam 21 100
Post exam 20 95.2
Prior to exam in patient room 19 90.5
During interviews 17 81

During vital signs 10 47.6
While in waiting room 6 28.6
During admission 5 23.8
During check-in 4 19

During support groups 1 4.8

ticipants reported that the interventions used most
frequently to help minimize re-traumatization were
respecting the privacy of the patient (7 = 21, 100%),
using a less-threatening position (z = 18, 85.7%),
slowing down the examination (7 = 18, 85.7%), advo-
cating for the presence of a caregiver (7 = 15, 71.4%),
and stopping the exam because of re-traumatization
(n =10, 47.6%). See Figure 3. Of the 21 participants,
10 had experience advocating for stopping an exam.
There were mixed results on the question that exam-
ined if the child life specialist was comfortable advo-
cating for an exam to stop: 10 were very comfortable
(47.6%), four were somewhat comfortable (19%),
two were neutral (9.5%), and four were somewhat
uncomfortable (19%).

In relation to the multidisciplinary staff, all the partic-
ipants felt valued (7 = 11, 52.4%) or strongly valued
(n = 10, 47.6%). They also felt that the multidisci-
plinary team’s perceptions of them was primarily as
a procedure supporter (7 = 10, 47.6%), educator (7
=5, 23.8%), and facilitator of coping (1 = 4, 19%).

What are the stressors child life specialists
experience working with

25 .
the P-SAFE population?
2 20 The participants were asked two qualita-
2 5 tive questions about the stressors of work-
8 ing with this population: 1) “What are the
g0 most difficult aspects of working with this
s . population?” and 2) “What are the most
rewarding aspects of working with this
0 : , , BN population?” Fourteen (66.67%) of the 21
Respecting  Use of a less- Slowing Presence of Stopping Other L. A
the privacy of ~ threatening down the caregiver because of participants responded to these questions.
the patient position examination re-traumatization Ten of the 14 (71 4%) respon ded that
Type of Advocation

Figure 2. Methods Child Life Specialists Use to Advocate for Patients During P-SAFE

hearing the children’s stories was the most
difficult part of working with this popula-
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What training do child life specialists
have to work with this population?

To gain information on the question of
what training do child life specialist have
to work with this population, participants
were asked how prepared they felt, train-
ings that prepared them for this role, train-
ings they lacked, and trainings that are im-

21
20
2
=
=
S 19
=4
£
o 18
_09)
E
= 17
16
Minimizing Increased Increased Decreased Increased return
retraumatization procedure coping anxiety and to baseline after
cooperation stress the procedure

Perceived Benefits

Figure 3. Perceived Benefits of Child Life Services During a P-SAFE

tion. One participant stated that “some of the stories
can be heartbreaking and seeing how traumatized the
patients can be is difficult.” Another participant said,
“hearing the stories of why children came in, and try-
ing not to carry that home with me” was a difficult
part. One participant stated that it is hard especially
if they do not have a “supportive team” or another
child life specialist who works with this population.
Other difficult parts of working with this population
included concern about patient re-traumatization (7
= 2, 14.3%), patient anxiety (i.e., fear, stress, tears,
vocalizations; 7 = 2, 14.3%), and patient traumatiza-
tion from the abuse (n = 2, 14.3%). In addition, two
(14.3%) participants brought up the point that it is
hard to balance the length of time involved with these
cases with other duties and responsibilities.

When asked about the rewarding parts of working
with this population, five (35.7%) of the 14 partic-
ipant’s responses were related to feeling helpful, and
five (35.7%) responses were about helping patients
cope with the P-SAFE. Other responses included pro-
moting overall coping with the abuse (7 = 2, 14.3%),
contributing to successful collection of forensic evi-
dence (z = 2, 14.3%), and decreasing re-traumatiza-
tion (7 = 1, 7.1%). One participant (7.1%) also de-
scribed being a part of a team caring for the P-SAFE
patient: “Working with a team of people who are ded-
icated to helping victims of sexual abuse/assault cope
and move forward on a journey of healing.”

Participants were also asked to rate their frequency of
self-care practices. Of the 21 participants, 19 respond-
ed to this question. It was found that 15 (71.5%) prac-
ticed self-care often, somewhat often, or very often.
Whereas four (19.1%) did not practice it or practiced
it not often.

portant to seek for continued education.
A majority, 15 of 20, responded they were
at least trained and prepared adequately
(71.4%), whereas four (19%) felt some-
what trained and prepared and one (4.8%)
felt not trained or prepared at all. Most of
the participants felt the training that best prepared
them for this role was informal on the job training
from other health care professionals (z = 19, 90.5),
and the second most noted preparation was self-
taught methods (7 = 11, 52.4%). When asked about
the training they lacked or needed more of, many
stated the need for formal workshops for professional
development units (7 = 13, 61.9%) and information
through ACLP’s resources (7 = 8, 42.9%). The partic-
ipants also stated it is important to continue visiting
various trainings and resources as part of this job. The
question asked to select all that apply; the trainings
noted included information on recent research relat-
ed to this topic (7 = 16, 76.2%), workshops (7 = 13,
61.9%), information through the ACLP resources (7
=12, 57.1%), and informal on the job training from
other health care professionals (7 = 11, 2.4%).

Discussion

The role of the child life specialist on a team that con-
ducts P-SAFEs is evolving. Child life specialists are
trained to provide psychosocial care and support to
children, adolescents, and their families during trau-
matic and stressful hospital experiences. This study
examined child life specialists’ perspectives regarding
their role in P-SAFEs as well as the perceived ben-
efits and difficulties working with that patient pop-
ulation. Findings identified that child life specialists
view themselves as being beneficial to patients and
the health care team during P-SAFEs by minimizing
re-traumatization, increasing cooperation, increasing
coping, and decreasing stress and anxiety. Participants
note the common duties they provide are procedure
support, play, and building rapport with patients.
These duties most often occur during preparation for
the exam and during the exam itself. Participants also
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reported experiencing both difficulties and rewards
when providing services during P-SAFEs. Results
provide insight into the training that child life spe-
cialists receive for this role, including training that is
needed, and training that they lacked.

Roles and Responsibilities of the Child Life
Specialist During P-SAFEs

Findings suggest child life specialists have many duties
during P-SAFEs such as procedure support, play, rap-
port building, charting, assessment, and education.
Assessment, procedure support, and rapport building
were consistently among the most important duties as
part of child life specialists’ role in P-SAFEs. The U.S.
Department of Justice Office on Violence Against
Women Protocol (2016) emphasizes the importance
of the exam being child-centered, victim-centered,
and trauma-informed. The importance of preparing
patients through information sharing and offering
distraction interventions during the examination are
noted as essential parts of the P-SAFE process (U.S.
Department of Justice Office on Violence Against
Women Protocol, 2016). In the present study, all the
child life specialists reported providing preparation
for the examination, and all but one provided distrac-
tion during the examination. The present study found
that child life specialists who work with this popula-
tion recognize the need for preparation and distrac-
tion and provide interventions that allow information
to be given and ease stressors. Thus, their work aligns
with the national protocol.

Three important components of a child life special-
ist’s work are preparation, play, and procedure sup-
port (Boles et al., 2020). A child life specialist pro-
vides information to the child and family and explains
different aspects of the procedure, hospitalization, or
experience to them (Romito et al., 2021). Preparation
by a child life specialist has been found to be relat-
ed to decreased pain and anxiety during procedures
(Boles et al., 2020; Brewer et al., 2006; Gursky et al.,
2010; Li & Lopez, 2008), an increase in understand-
ing (Boles et al., 2020; Li & Lopez, 2008), and an
increase in satisfaction from the patient and parent
(Gursky et al., 2010; LeBlanc et al., 2014; Li & Lo-
pez, 2008). When utilizing preparation interventions
with the patients undergoing P-SAFEs, all the child
life specialists in the current study stated giving in-
formation to the child and caregivers was the most
important part of the intervention. Previous studies
found that information given to the child and care-
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giver about the P-SAFE was beneficial in decreasing
stress and increasing cooperation (Gulla et al., 2007;

Rheingold et al., 2013).

In the current study, most of the child life special-
ists provided distraction using conversations, iPads,
breathing exercises, relaxation exercises, and music.
These techniques are used to help focus children’s at-
tention away from the stress-inducing exam to a more
neutral stimulus (Burns-Nader et al., 2016). With
other populations of pediatric patients, distraction
techniques, such as iPads and breathing techniques,
have been found to be beneficial during health care
experiences (Boles et al., 2020; Burns-Nader et al.,
2017; Hylan et al., 2015).

Child life specialists’ use of play in the hospital is a
main facet of their role, as it is beneficial in promot-
ing development and decreasing anxiety in children
during health care experiences (Boles et al., 2020).
Play has been found to help decrease the amount of
pain experienced and decrease negative physiological
responses to medical procedures (Cassell, 1965; Ka-
minski et al., 2010; Moore et al., 2015). In this study,
the child life specialists primarily used play to normal-
ize the environment and build rapport. Play has been
shown to be important for establishing a therapeutic
relationship between an adult health care provider and
the child (Boles et al., 2020; Burns-Nader & Hernan-
dez-Reif, 2016). Interestingly, when rating their du-
ties of importance, the child life specialists stated that
building rapport was one of their top duties.

Play is a critical component to the role of the child life
specialist; however, in this study, it was only ranked
as the third, fourth, or fifth duty of importance. Par-
ticipants perceived it as less important compared to
providing assessment, procedure support, and rapport
building to this population. For child life specialists,
play is often described as unstructured time with
materials that is child-led and has no extrinsic goal
(Burns-Nader & Hernandez-Reif, 2016). Such a type
of play requires materials, time, and space. Some of
these variables may be difficult to control during a
P-SAFE. For example, time can vary from patient to
patient. Some patients may have more time while a
parent meets with social work, and another may have
a short period of time during such a meeting.

Stress Points of a P-SAFE for Patients

Participants reported that they perceived pre-pro-
cedure and the exam itself as the two biggest stress
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points of a P-SAFE for patients. Additional findings
suggest that they address these stress points in their
role. The participants described that P-SAFE child
life interventions are implemented most often during
preparation for the exam and during the exam itself.
As previously noted, patients experiencing a P-SAFE
view it as being reminiscent of their trauma from the
recent abuse (Berson et al., 1993). It is important to
note that preparation for the exam and the exam itself
are the points when the possibility of re-traumatiza-
tion may increase (Berson et al., 1993). Therefore, it
is appropriate for child life specialists to view these as
the most important times to provide services, as they
are the times children are displaying the potential for
the most distress.

Benefits of Including Child Life Specialists
in PSAFEs

The child life specialists in this study viewed their role
as beneficial. Although these findings are self-reported
by the child life specialists who participated in this
study, the authors appreciate that child life specialists
have a strong background in child development an
understand the typical stressors that children encoun-
ter during health care experiences. The foundation-
al knowledge of the child life specialist layered with
understanding the potential stressors of the health
care experience creates opportunities for the child life
specialist to meet the unique needs of each patient
(Lookabaugh & Ballard, 2018). In the current study,
child life specialists thought their role helped to min-
imize re-traumatization, increase coping and coopera-
tion, and lower anxiety and stress. Although previous
studies have not examined the benefits of a child life
specialist’s support during a P-SAFE, previous studies
have shown the presence of child life specialists min-
imize children and family’s anxiety (Bartik & Torun-
er, 2017), promote coping (Brown et al., 2015), and
promote procedure compliance (Tyson et al., 2014)
during a variety of procedures, such as medical imag-

ing, burn treatments, surgery, and laceration repairs
(Boles et al., 2020).

Child life specialists provide interventions during
the moments of a procedure they assess as being the
greatest stressors; in the current study, this was viewed
as prior to the exam and during the exam to prevent
re-traumatization. In their role, child life specialists
reported advocating for the prevention of re-trauma-
tization by respecting the patient’s privacy, using less
threatening positions, slowing down the examination,

advocating for the inclusion of the caregiver, and
stopping the exam, if necessary. Although child life
specialists recognized their role in advocating for the
exam to stop, only half had experience in stopping an
exam, and only a few felt comfortable with advocat-
ing for stopping an exam. As an advocate for children
and families, the role of requesting an exam to end
when the child is experiencing re-traumatization is an
important one for child life specialist to consider.

Multidisciplinary Team’s Value of Child Life
Specialist’s Role

The child life specialists reported feeling valued by
the multidisciplinary team. This value of the child life
specialist’s role has developed over time. Historically,
child life specialists were not seen as part of the health
care team (Gaynard, 1985). However, a later study
found that the multidisciplinary team reported child
life specialists to be important for the psychosocial
well-being of pediatric patients (Cole et al., 2001).
This current study adds to this evidence that child life
specialists hold positive attitudes towards their role.

Difficulties and Rewards

Working as a member of the health care team that
provides support to victims of abuse or trauma can
be an emotionally taxing job (Baird & Jenkins, 2003;
Bride, 2007; Meadors & Lamson, 2008). The child
life specialists in the current study listed hearing the
children’s abuse stories as the most difficult part of
working with this population. They felt the most
rewarding part of working with P-SAFEs was being
helpful during a difficult time. Previous studies have
examined compassion fatigue and its prevalence in
health care professionals that work with higher-stress
populations (Van Mol et al., 2015). Maslach et al.,
(2001) found that burnout can lead to numerous
negative outcomes, such as poorer job performance
and mental health concerns. It is important for health
care professionals to engage in self-care, as self-care is
recommended to be a solution to burnout and com-
passion fatigue (Newell & MacNeil, 2010). Self-care
is important to assist the child life specialist in pro-
cessing the stories presented with each patient.

Some participants in this study reported they do not
engage in self-care. This finding is concerning, as there
is ample research on secondary trauma and compas-
sion fatigue that frame the importance of self-care
for health care professionals (Baird & Jenkins, 2003;
Bride, 2007; Meadors & Lamson, 2008; Newell &
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MacNeil, 2010; Van Mol et al., 2015). It is important
for a child life specialist working with this population
to have the resources and knowledge of the value of
self-care. However, much of the literature does not fo-
cus on health care workers such as nurses, social work-
ers, and child life specialists that work with P-SAFEs.
Additionally, there is not much information available
on the rewards of working with this population.

Training

Most child life specialists in this study were trained to
work with the P-SAFE population primarily through
informal job training and self-taught methods and
felt they lacked formal workshops and professional
resources. When looking at the training that other
professionals receive with this population, there is a
stark difference in the specific training required. Pe-
diatric Sexual Assault Forensic Nurse Examiners are
required to go through a sexual assault nurse exam-
iner education program with contact hours and ex-
amination beyond what is required of a basic nursing
degree (Commission for Forensic Nursing Certifica-
tion, 2019). Unless the child life specialist was trained
to provide P-SAFEs during their internships, most
of the training comes from other child life staft on
the job. While on-the-job training is important, pre-
service curriculum and simulations that provide real
world experiences may prove valuable to provide the
emerging child life specialist with a sense of compe-
tence prior to being on the job.

Limitations

There are limitations to this study. For one, the sam-
ple size is small. Additionally, the participants were
all female and majority were White; therefore, there
are limitations for the generalizability of the findings.
Furthermore, of the 21 respondents, a few did not an-
swer all the questions or left some questions partially
answered. Due to the quantitative nature of the study
and the desire to offer a shorter survey, free response
questions were limited. Based on the responses, some
of the data collected were not able to be explained
further, which could have helped clarify the results.
Finally, this study used self-reported measures by
child life specialists to examine their perceived value
regarding their role in P-SAFEs. Therefore, the ability
to draw conclusions from the findings is limited.

Implications for Practice

This is the first study designed to look at the role of
child life specialists with the P-SAFE population. The
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current study found child life specialists view their
services to patients undergoing P-SAFEs as decreas-
ing re-traumatization, increasing cooperation during
the examination, increasing coping, and decreasing
stress and anxiety. As health care professionals learn
more about the impact of trauma on children and
families and include trauma-informed practice in
their roles, the evidence will continue to support the

inclusion of the child life specialist as a member of
the P-SAFE team.

In this study, participants indicated they feel valued
by the medical team, especially for their role in proce-
dure support. Based on previous research, the benefits
of child life services in other areas and the findings of
this study, child life specialists can provide positive in-
terventions with these patients; therefore, more hospi-
tals that complete P-SAFEs should consider including
child life specialists as part of the team. Furthermore,
child life specialists should prepare and advocate for
the ability to provide services during P-SAFEs.

As noted by the participants in this study, more train-
ing is necessary. To best align with other professionals
who work within the P-SAFE team, child life special-
ists should have opportunities to develop knowledge
and skills both at the preservice and in-service levels.
In the current study, a lack of consensus in the iden-
tification of the most important duties of a child life
specialist during a P-SAFE suggests additional evi-
dence is needed to identify the essential duties of a
child life specialist in fostering positive outcomes in
P-SAFE patients. Such evidence could then inform
a more standard training for child life students and
clinicians. Preservice preparation may include specific
training with trauma-informed simulations that offer
insights for real-world situations that impact children
and families. In addition to preservice preparation,
professional development conference sessions, we-
binars, and certificate programs are needed to offer
continuing education for the child life professional.

Implications for Future Research

This study offers an initial view of the role of the child
life specialists as part of the P-SAFE team. More re-
search is needed to fully understand the complexity
of the child life professional’s role and how they can
best serve this population. For example, future re-
search is needed to examine the benefits of distraction
provided by child life specialists to patients during
P-SAFEs. Additional information is needed to further
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examine the child life specialist’s role in advocating
for the patient during the P-SAFE, and the stressors
in advocating for the stopping of a P-SAFE to pre-
vent re-traumatization of the patient. Future research
is needed to examine other health care professionals,
such as doctors, nurse examiners, social workers, and
the patient and family about their views of the child
life specialist’s role in P-SAFEs.

Conclusion

With increased understanding in trauma-informed
care and how to engage with and provide interven-
tions for children and families who have experienced
trauma, the role of the child life specialist continues
to evolve in many areas of clinical practice. This study
examined the evolving role of the child life profes-
sional in the P-SAFE population. With growing op-
portunities to move the child life profession to a more
research-centered place, this study adds to the current
literature and provides implications for the training

of and roles of child life specialists in P-SAFEs and

recommendations for future research.
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