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ABSTRACT- BACKGROUND & SIGNIFICANCE: Evidence suggests complementary and alternative 
medicine (CAM) therapies can be effective in treating certain chronic, recurrent, and incurable conditions. 
Use of CAM in pediatric populations is increasing considerably and uptake is especially evident among 
hospitalized children. Further, burnout among healthcare providers is increasing, affecting both their well-
being and patient outcomes. At Banner Children’s at Diamond Children’s Medical Center, patients, 
families, and staff can receive CAM through the Integrative Touch for Kids™ (ITK) Hospital Heroes (HH) 
program. Further study to evaluate HH is vital to understanding the quality of care delivered and 
recommendations for improvement. 

OBJECTIVES: Assess feasibility of evaluating HH, using a novel program evaluation model, by 
Aim 1: Describing the vision and programmatic structure of the HH program; 
Aim 2: Achieving therapist consensus on referral, care coordination, and debriefing processes; 
Aim 3: Evaluating session impact on pain, fear/distress/anxiety, global/overall well-being, and satisfaction. 
Describing retrospective case studies to highlight valuable outcomes otherwise not represented. 

FRAMEWORKS & METHODS: The Centers for Disease Control & Prevention Framework for Program 
Evaluation in Public Health, elements from the Ethnographic Assessment of Evaluation Systems, and 
elements from Donabedian’s Quality Framework were used to create a novel, theory-based, whole practice, 
program evaluation framework to evaluate HH via the following aims. 

Aim 1: Structure-Key-informant ethnographic interviews with ITK management (N=2) and self-completed 
questionnaires by HH therapists (N=4) were used to describe the program vision and structural elements. 
Interviews were transcribed and all data was de-identified, described, and summarized. Transcripts were 
converted into culturally-appropriate word clouds validated by participants. Univariate and descriptive 
statistics were used to assess questionnaire items related to human resources and quality rankings were 
assigned based on ITK standards. 

Aim 2: Process-The Delphi method was used by administering self-administered ethnographic 
questionnaires (N=3) to all HH therapists (N=4) to generate consensus on referrals, care coordination, and 
debriefing processes. Concept Maps were created for each element and validated by participants. 

Aim 3: Outcomes-Evaluation instruments were developed and piloted in collaboration with ITK 
stakeholders and data was collected over a two-month period representing nearly 50% of sessions 
administered by the HH therapists, from Aims 1 and 2, for 2017. Session and recipient characteristics for all 
sessions (N=95), regardless of recipient ability to report, were summarized. Pre/post changes were 
calculated using validated scales for pain, fear/distress/anxiety, global/overall well-being, and likelihood to 
recommend the hospital. Session satisfaction rankings were collected post-session. Wilcoxon matched-pairs 
signed-ranks tests were done to calculate significant differences between median changes pre/post session 
for recipients able to respond and stratified by recipient type. Retrospective case studies (N=4) were 
described from data in the electronic health record and/or ITK records, as well as from interviews with HH 
therapists. 

RESULTS: The program structure was described and quality of human resources met or exceeded criteria 
for most indicators of quality. Expert consensus on therapist interactions related to referrals, care-
coordination, and debriefing was achieved. Evaluation of the HH program was determined feasible and in 
alignment with the program model and short-term vision. Strong evidence to support decreases in pain and 
fear/distress/anxiety, as well as increases in global/overall well-being were observed in recipients able to 
report. High levels of satisfaction (mean≥9.0) and top-box rankings for likelihood to recommend the 
hospital overall, were reported. Retrospective case studies (N=4) highlighted additional outcomes from 
multiple perspectives.

CONCLUSION: These results help to support ethnographic evaluation of the HH program, a holistic and 
integrative model of care, as ITK continues expanding and replicating the HH program within and beyond 
the current setting. Knowledge reported provides a new theory-based, whole practice, program evaluation 
model and expands existing evidence on CAM use in hospitalized pediatric patients.
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“Being a healer is like surfing, as each person is like a wave—unique and constantly changing 

in the moment—lose the wave and you won’t make it.” 

~Shay Beider, MPH, LMT, Integrative Touch for Kids Founder and Executive Director 

“Research seeks to prove, evaluation seeks to improve.” 

~M.Q. Patton, Utilization-Focused Evaluation Founder and Director, Former President of the American Evaluation Association 

CHAPTER 1: BACKGROUND & SPECIFIC AIMS 

Introduction 

Global Evolution of Healing Practices. 

Universally, every culture has inherent traditions, methods, and practices for fulfilling the 

basic need of providing medical care—many of which date back to the beginning of early 

civilization. For example, Traditional Chinese Medicine dates back to 200 B.C. in written form 

and may be one of the world’s first medical systems. Healing is a central tenet of all medical 

systems (Kirmayer, 2004). Examples of culturally diverse systems of healing include allopathic 

medicine, Ayurveda, chiropractic, Christian healing, homeopathy, Native American healing, 

naturopathy, “New Age”, osteopathic medicine, psychotherapies, Shamanism, Traditional 

Chinese Medicine, and many others. Hundreds of associated healing practices exist, stemming 

from these large bodies of work, and are continuously evolving (Kirmayer, 2004). 

Complementary & Alternative Medicine. 

Complementary and alternative medicine (CAM) is a group of diverse medical and health 

care systems, practices, and products that are not generally considered mainstream/part of 

conventional (also called Western or allopathic) medicine (National Center for Complementary 

and Alternative Medicine, 2012).  The term “complementary medicine” refers to non- 
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mainstream approaches used together with conventional medicine while “alternative medicine” 

refers to the use of non-mainstream approaches without conventional medicine (National Center 

for Complementary and Alternative Medicine, 2012). CAM practices include an array of 

therapies grouped into broad categories—some practices may even belong to more than one 

category (National Center for Complementary and Alternative Medicine, 2012). The five 

complementary and alternative medicine categories are: (1) Whole medical systems; (2) Mind- 

body therapies; (3) Biologically-based therapies; (4) Manipulative and body-based methods; and 

(5) Biofield therapy.

Holistic and Integrative Medicine. 

The term CAM is often also referred to as “holistic” or “integrative” medicine however, 

they are not the same. Holistic medicine is the larger system of alternative therapists and 

treatments (Mandel, 2009). Holistic medicine is patient-centered and considers the “biological, 

psychological, spiritual, social, and environmental aspects of health” outside of the conventional 

medical system (Kemper, Kathi J., Vohra, Sunita, Walls, 2008; Mandel, 2009). While there are 

varying definitions of integrative health care, all involve the coordinated use of conventional and 

complementary approaches (National Center for Complementary and Integrative Health 

(NCCIH), 2016). In a 2009 report commissioned by the Institute of Medicine for the Summit on 

Integrative Medicine and the Health of the Public, integrative medicine (IM) is described as 

“providing care that is patient-centered, healing-oriented, emphasizes the therapeutic 

relationship, and uses therapeutic approaches originating from both conventional and alternative 

medicine” (Maizes, Rakel, & Niemiec, 2009). Like Holistic medicine, IM also emphasizes the 

entire person (bio-psycho-social-spiritual dimensions) and their environments, yet it does in the 
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context of a supportive therapeutic relationship that uses both complementary and alternative 

approaches (Bell et al., 2002; Kemper, Kathi J., Vohra, Sunita, Walls, 2008). 

National Considerations –CAM and IM among Hospitals 

 

In 2007, 38% of Americans used CAM; children of a parent who used CAM were nearly 

five times as likely to use CAM in the past year than children of a parent who did not use CAM 

(23.9% vs 5.1%, respectively) (Barnes, Bloom, & Nahin, 2008). Additionally, a 2011 study 

revealed that 6.3 million Americans were referred to mind-body therapies by their provider in the 

past year compared to 34.8 million who had self-referred (Nerurkar, Yeh, Davis, Birdee, & 

Phillips, 2011). In 2012, a total of 4.1 million children, aged 4-17 years, had one or more 

expenditures for visits to complementary therapists with total mean out-of-pocket expenditures 

of $291 per year – representing total annual out-of-pocket expenditures of $1.2 billion dollars 

(Nahin, 2016). As uptake of CAM has become increasingly popular, hospitals across the United 

States have integrated certain CAM services in order to treat the whole person in body, mind, 

and spirit (Misra, Guffey, Tran, & Giardino, 2017). Thus, use of CAM therapies in both adult 

and pediatric populations is increasing considerably and CAM use is especially evident among 

hospitalized children (Eisenberg et al., 1998; Gilmour, Harrison, Asadi, Cohen, & Vohra, 2011; 

K J Kemper, 2001; Kathi J Kemper, Vohra, & Walls, 2008; National Center for Complementary 

and Integrative Health (NCCIH), 2016; Zuzak et al., 2013). 

In a survey conducted in conjunction with the American Hospital Association, more than 

42% of responding hospitals indicated they offered one or more CAM therapies, an increase of 

5% from 2007 (The American Hospital Association, 2011). In a recent survey study of all free- 

standing US children's hospitals that offer inpatient services to children 0-18 years of age, 92.3% 

of respondents offer one or more CAM services (Misra et al., 2017).  Some of the top CAM 
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services offered in responding hospitals include: Pet (Animal-assisted) Therapy (81%); Music 

therapy (81%); Massage therapy and Lactation services (both 69%); Guided imagery (65%); 

Biofeedback (62%); Acupressure/acupuncture and Relaxation therapy (both 46%); Mind-body 

techniques (42%); Aromatherapy (38%); Therapeutic Touch (35%); Reiki (31%); and several 

others (Misra, Guffey, Tran, & Giardino, 2017). In addition The Joint Commission, which 

evaluates “health care organizations to provide safe and effective care of the highest quality and 

value”, expects integration of integrative approaches as standard across the entire range of 

organizations it accredits (Commission, 2016). Specifically, effective January 1, 2015, The Joint 

Commission elevated integrative pain management options such as Acupressure/acupuncture, 

Massage, and Relaxation therapies (among others) and cautioned clinicians against certain 

pharmacological approaches due to the “potential risk of dependency, addiction, and abuse” 

(The Joint Commission, 2014; Weeks, 2015). 

Local Considerations – CAM and IM among Children with Special Healthcare Needs 

In a survey study conducted at the Children’s Clinic for Rehabilitative Services (CCRS) 

in Tucson, Arizona it was determined that among respondents in the convenience sample 

(n=376/460 families receiving services at CCRS; 82% response rate), 64% of families reported 

using CAM for their child with a special healthcare need (SHCN) (Sanders et al., 2003). 

Children with a SHCN are defined by the Maternal and Child Health Bureau as, “children who 

have or are at increased risk for a chronic physical, developmental, behavioral, or emotional 

condition and who also require health and related services of a type or amount beyond that 

required by children generally” (McPherson et al., 1998). The frequency and type of CAM used 

was significantly associated with the child’s prognosis and condition; parents of children with 

conditions evaluated as non-repairable reported 
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a 76% use rate compared to parents of children evaluated as correctable reporting a 24% use rate 

(Sanders et al., 2003). 

Integrative Touch for Kids™ (ITK) is a non-profit organization in Tucson, Arizona that 

utilizes a whole-person model of wellness to help families who have children with a SHCN 

and/or who are hospitalized. ITK was developed in 2005 with the mission to enhance well-being, 

minimize suffering and facilitate healing for families with children with developmental 

disabilities, genetic conditions, cancers, and other chronic, acute and life-limiting illnesses. ITK 

facilitates multiple programs throughout the community to support both individuals and families 

who are in need of assistance managing the daily challenges of caring for children with SHCN’s 

and hospitalized children. One such program is ITK’s annual Healing Retreat Week program, 

which has been shown to positively impact families of children with SHCN’s through increased 

positive mood, self-efficacy, and ability to relate more with others (Pizzato, 2016). 

One of ITK’s newer programs is Hospital Heroes (HH). This program, piloted in 2014, 

expands the care provided by the health professionals at Tucson’s Banner Diamond Children's 

Hospital. Pediatric patients and their families can receive a range of complementary therapies at 

no charge as part of their care through the ITK HH Program. Therapies offered fall within the 

following four CAM categories: 1) Whole medical systems, 2) Manipulative and body-based 

methods, 3) Mind-body therapies, and 4) Biofield therapy categories. Specifically, therapies may 

include: Acupressure, Bio-feedback, Gentle Massage, Guided Imagery/Visualization, Healing 

Touch, Reflexology, Reiki, Meditation/Breath Work, Stretching/Yoga, Sound healing, 

Therapeutic Touch, Wellness Education, and much more. The HH program also offers 

integrative wellness to members of the hospital community and not just to patients and families. 

Any member of the hospital staff (including residents, nurses, social workers, physical therapists, 
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and patient and environmental care service; providers who are overworked) can receive 

integrative wellness while HH providers are on service in hospital units, as well as through bi- 

monthly “Care for the Caregiver” sessions. 

Most of the time, therapists bring integrative wellness into hospital rooms through HH 

sessions by offering free services several days a week to children, siblings, and their caregivers 

using a team-based approach (Integrative Touch for Kids, 2016). The program’s team-based 

approach allows therapists to provide services to more members of the family—thus, 

acknowledging the family system. Additionally, the team-based approach provides support and 

safety for the therapists such that patients and family members can receive optimal treatment in 

the hospital setting. On average, HH sessions last about 30 minutes and can range from as little 

as five minutes to as long as 90 minutes in length. Session length is intentionally not fixed or 

capped as sessions are based on patient and family needs in the moment. Modalities offered are 

selected based on the individual’s preference and/or expressed needs. If an individual has no 

preference, HH program therapists will work together to assess the patient as well as determine 

care coordination. Oftentimes, therapists will administer a combination of modalities to enhance 

well-being and stimulate one’s own healing process. In 2015, ~300 HH sessions were 

administered and by 2016, this rate more than doubled to ~750 sessions. In 2017, services 

expanded to include staff and, as of June 2017, ~200 HH sessions have been administered to- 

date (a reduced rate from 2016 to 2017 was due to HH therapist turnover). 

Statement of Purpose 

 

The purpose of this work is to assess the feasibility of evaluating the quality and impact 

of the Hospital Heroes program using ethnographic, community-based participatory approaches 

and elements from Donabedian’s Quality Framework, the Ethnographic Assessment & 
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Evaluation Systems, and the Centers for Disease Control & Prevention (CDC) Framework for 

Program Evaluation in Public Health.  Further details are described in Chapters 3 and 4. 

Intended users/stakeholders. 

 

The primary intended user is ITK. Other stakeholders include the Pediatric department 

for Banner Children’s at Diamond Children’s Medical Center. The intended uses are to assist 

with quality improvement efforts as the program expands within and across the current pediatric 

hospital setting. Individuals associated with this effort are described further in Chapter 4. 

 
 

CHAPTER 2: RATIONALE & SPECIFIC AIMS 

 

Rationale and Significance 

 

Early life stress, pediatric hospitalization, and burnout. 

 

Illness and hospitalization may be a child’s first crisis/life event leading to increased 

distress/anxiety for the vulnerable child as well as their caregivers and family members, even 

those who are healthy. Early life stress (e.g. emotional, physical, household dysfunction, and 

others) has been likened to adult morbidity and mortality risk; for children experiencing multiple 

critical events this includes development of post-traumatic stress disorder (Felitti et al., 1998). 

Thus, stressful events like hospitalization can affect the life course by priming children for 

developing illness and disorders later in life and can also affect family relationships and well- 

being by either triggering patterns of stress or by promoting positive coping mechanisms and 

resilience (Elder, 1998; Shonkoff & Garner, 2012). Parents of children hospitalized for even 

short periods of time due to mild acute illness report high levels of stress and anxiety 

(Commodari, 2010). As might be expected based on Bowen family systems theory, which views 

the family as an intensely interconnected emotional unit, critical illness can have a long-lasting 
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impact on the behaviors of children and their family members, including their healthy siblings 

(Kerr, 2000; Rautava, Lehtonen, Helenius, & Sillanpää, 2003). A parents’ perceived levels of 

stress and anxiety are high when their child is hospitalized and these self-reported levels have 

been shown to be influenced by the individual’s relationship with their child, the length of 

hospital stay, and even participation in activities offered to children at the hospital (Commodari, 

2010). 

Additionally, the spiritual care needs of hospitalized children and their family members 

are often neglected (Feudtner, Haney, & Dimmers, 2003). Parents are the foundation of care for 

their hospitalized child (Power & Franck, 2008). As the locus of a child’s care - they play a vital 

role in promoting their child’s health, through direct care and access to health services, as well as 

through their influence on attitudes and behaviors (Bonichini et al., 2009). For these reasons, it is 

important to also consider the overall bio-psycho-social-spiritual well-being of parents during a 

child’s hospitalization, along with those of the entire family dynamic, to ensure they are able to 

provide an optimal integrative healing environment and interactions for the hospitalized child. 

Thus, hospitalization can be viewed as a process toward healing for the entire family. 

 

Lastly, burnout in the hospital is worsening—which influences patient outcomes and 

quality of care (Cimiotti, Aiken, Sloane, & Wu, 2012; Halbesleben & Rathert, 2008; Poghosyan, 

Clarke, Finlayson, & Aiken, 2010; Shanafelt et al., 2015). Rates of burnout vary by group, 

ranging from 20-60%, and suicidal ideations and rates are also prevalent (Dyrbye, Thomas, & 

Shanafelt, 2006; Pompili et al., 2010; Shanafelt et al., 2003, 2015; Thomas, 2004) . In other 

words, improving health outcomes and overall well-being is needed for hospitalized patients, as 

well as for their family and their health care providers, in order to support healing. Accordingly, 

Hospital Heroes sessions are meant to support the entire family and their environment during 
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such a difficult life event. This is done by addressing needs from a bio-psycho-social-spiritual 

perspective in order to support self-healing. 

Rationale for Evaluating the Hospital Heroes program. 

 

Understanding the vision for the HH program and sessions is needed in order to assess 

alignment of outcomes over time. In addition, quality assessment of programmatic structure will 

help to inform potential areas for improvement. As described previously, pediatric patients, 

families, and staff are receiving a range of complementary therapies through the ITK HH 

Program via personalized HH wellness sessions. HH sessions are dynamic, highly personalized, 

and make use of various skillsets and modalities, as employed by a team of therapists. Because 

sessions are greatly variable, as the program expands within and across hospital settings, an 

evaluation is necessary to understand HH therapist training, experience, interactions and quality 

overall. While highly valued by recipients and clinicians anecdotally, outcomes of HH sessions 

deemed valuable to the collaborative team [such as pain, fear/distress/anxiety, and global/overall 

(biopsychosocial- spiritual) well-being] have not been assessed; especially not as they relate to 

different types of recipients (patients, family members, other caregivers, and staff). Case studies 

highlighting a wider scope of outcomes are also needed to inform outcomes related to the Whole 

Child, Whole Family, Whole Community ITK model. Prior to this work, the only outcome 

measure collected was pain, using a 1-10 visual analog scale in the patient’s room. Thus, in 

order to provide evidence-based information about the impact of this unique program, evaluation 

tools with valid and reliable measures are vital to inform an assessment of outcomes of sessions 

as they relate to the holistic, integrative model of care. In other words, as the program grows, 

this evaluation will support ultimate users and stakeholders in better understanding the quality of 

the HH program framework (structure, process, and outcomes). 
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Further, this study will be used to support recommendations for quality improvement as 

well as additional research and evaluation efforts. Outcomes from this evaluation may also help 

to support increases in funding and/or greater referrals for program services. Any knowledge 

gained from this study will also help to expand existing evidence on the use of CAM in 

hospitalized pediatric patients and their parents, as there is a need for further high-quality studies 

in this area (Jain & Mills, 2009; Khorsan, Coulter, Crawford, & Hsiao, 2011). 

Specific Aims 

Using mixed-methods, ethnographic, community-based participatory approaches (under the 

frameworks described next in Chapter 2) assess the feasibility of evaluating the HH program 

under the following context (Table 1): 

Aim 1 (Structure). Describe the vision of HH program and the HH sessions, as well as 

the programmatic structure, and evaluate the quality of the HH programmatic structure as it 

relates to standards independently set by ITK (see Appendix A); 

Aim 2 (Process). Achieve HH therapist consensus on the following team-based processes 

using the Delphi method: referral, care coordination, and debriefing (Gee & Ullman, 1998; Hsu, 

2007; Okoli & Pawlowski, 2004); 

Aim 3 (Outcomes). Create evaluation instruments to monitor characteristics of HH 

sessions, as well as to assess their immediate outcomes; pilot test the instruments; and evaluate 

the quality of sessions via satisfaction and pre/post outcomes, as well as through describing case 

studies representative of a wider scope of outcomes otherwise not represented. 
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Table 1. Framework for the evaluation of the Hospital Heroes program 

STRUCTURE 

Components- Elements assessed- 

Hospital Heroes programmatic structure Program vision and elements 

Hospital Heroes sessions Description and aim of Hospital Heroes sessions 

Practitioner background and skills 
Experience and qualifications (licenses, accreditations, certifications, 
other training) 

 Time with program 

Training Training received during onboarding 
 Opportunities for training 

Workload Weekly hours spent delivering Hospital Heroes sessions 
 Weekly hours spent on organizational activities outside of sessions 

 Preferred staffing ratio 

PROCESS 

Components- Elements assessed- 

Practitioner consensus about session elements Referrals 

 Care-coordination 
 Debriefing 

OUTCOMES 

Components- Elements assessed- 

Sessions administered to patients Characteristics of recipients 

Sessions administered to family/other caregivers Recipient demographics 

Sessions administered to staff Relationship to patient 

 Characteristics of sessions 
 Session location (hospital unit) 
 Visit number 
 Number of therapists/practitioner ratios 
 Concurrent sessions provided 

 Treatment goals 
 Modalities provided 
 Session outcomes 
 Pre/post session self-reported measures- 
 -Changes in fear (ages 5-17) or distress/anxiety (ages 18+) 
 -Changes in pain levels (ages 3+) 

 -Changes in global/overall well-being (ages 18+) 
 Overall satisfaction (self-report or parent/caregiver proxy) 
 Likelihood to recommend hospital (adult/parent/caregiver) 
 Retrospective case studies 
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CHAPTER 3: THEORETICAL FRAMEWORK 

 

Integrative Touch for Kids (ITK) “treats the whole child in mind, body, heart, and spirit; 

recognizes that when a child has special needs a family has special needs; employs programs that 

recognizes everyone’s unique gifts, and believes the entire community benefits from the full 

integration of children with special needs and their families” (Integrative Touch for Kids, 2016). 

Thus, the program operates from a unique model of Whole Child, Whole Family, Whole 

Community (Integrative Touch for Kids, 2016). The following theories align with this model of 

care and support the framework for this study. 

Bronfenbrenner’s Bioecological Systems Theory 

 

Urie Bronfenbrenner is widely known for co-founding the Head Start program and for 

developing the bioecological systems theory. This theory postulates that a child’s growth and 

development is influenced by various environments under the entire ecological system, which is 

comprised of five sub-systems. These environmental systems are organized at the micro-, meso-, 

exo-, macro-, and chrono-system levels and include layers of relationships that impact a child’s 

development over time – with an emphasis on the immediate and broader environments (Figure 

1)(Bronfenbrenner, 1994). Bioecological systems theory places the child at the center of each of 

 

 
Figure 1: Bioecological systems theory of child development (Santrock, 2007) 
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these nested systems that impact the child’s development over the life course. This system is 

bidirectional as a person may also influence these systems over time (Bronfenbrenner, 1994). 

As integrative medicine is patient-centered whereby the whole is greater than the sum of its 

parts—rather than reduce the subsystems of an individual, it is necessary to understand and 

address the context of broader systems within which that person functions (Bell et al., 2002; 

Capra, 1997). Thus, in the context of the Bioecological Systems Theory, the following is an 

adapted system of care describing the relationships between the impactful environments 

surrounding a child who is served by the Hospital Heroes program at the Diamond Children’s 

Hospital (Figure 2): 

 
 

Figure 2: Model representation of Hospital Heroes program within Banner’s Diamond Children’s 

Hospital [Pottinger, 2017; adapted from the Bioecological System’s Theory as a conceptual framework 

(Bronfenbrenner, 1994; McMullen & Lash, 2012)]. 
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The bioecological model proposes that scientific studies should include more than one distinct 

but related process in the same design. The biopsychosocial-spiritual model of care, described 

below, serves as such a process. 

Biopsychosocial-spiritual Model of Care 

 

Spirituality is a significant dimension of quality of life (World Health Organization 

(WHO), 1995). The biopsychosocial-spiritual model is an expansion of the biopsychosocial 

model developed by George Engel—which posits that clinicians should attend to the biological, 

psychological, and social dimensions of illness as they relate to acknowledgment of patient 

suffering (Engel, 1977; Sulmasy, 2002). Spirituality varies widely by experience and quality; this 

disrupts the mainstream scientific worldview—which focuses on reducing complex systems and 

dismisses that which cannot be measured—as it stems from a different worldview whereby it can 

only be examined holistically  (Bell et al., 2002; Capra, 1997; Chuengsatiansup, 2003). 

Nurturing health through spirituality is dependent upon context. The goal of healing presence, 

described as “an interpersonal, intrapersonal, and transpersonal to transcendent phenomenon that 

leads to a beneficial, therapeutic, and/or positive spiritual change within another individual and 

within the healer” is to foster self-healing at the bio-psycho-social-spiritual levels of an 

individual (McDonough-Means, Kreitzer, & Bell, 2004). The biopsychosocial-spiritual model 

focuses on health and well-being using a holistic approach in order to restore disturbed 

relationships, including the intrapersonal and extrapersonal relationships that can still be 

addressed (Sulmasy, 2002) (Figure 3). Therefore, this model is a suitable complement to the 

bioecological systems theory model of care in recognizing that biological, psychological, socio- 

cultural, and also spiritual domains each impact the context of a child’s life. 
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Figure 3: Illness and the intra- and extrapersonal relationships of the human patient (Sulmasy, 2002) 

 

 

CHAPTER 4: EVALUATION DESIGN & METHODOLOGY 

 

Program Evaluation Guidelines & Frameworks 

 

A combination of the Centers for Disease Control and Prevention (CDC) recommended 

guidelines and principles for the evaluation of public health programs, as well as elements from 

the Ethnographic Assessment and Evaluation Systems (EAES), and Donabedian’s Quality 

Framework, were used for this evaluation (Centers for Disease Control and Prevention, 2012, 

2016; Centers for Disease Control and Prevention (CDC), 1999; Avedis Donabedian, 2005; 

McDonald et al., 2007; Whitehead, 2002). According to the CDC, effective program evaluation 

is a systematic way to improve and account for public health actions using procedures that are 

useful, feasible, ethical, and accurate (Centers for Disease Control and Prevention (CDC), 1999). 

The CDC framework features six steps (Figure 4) which provide a generic starting point for the 

navigation of nearly any evaluation project (Centers for Disease Control and Prevention, 2016; 

Milstein & Wetterhall, 2000). The EAES is a triangulated approach to program evaluation of 

community-based initiatives—not just the triangulation of methods but also of theories and 



Pottinger, 27 
 

 

 

 

 

 
 

Figure 4: Center for Disease Control and Prevention’s Framework Featuring Six Steps for Program 

Evaluation (Centers for Disease Control and Prevention, 2016; Milstein & Wetterhall, 2000). 

 
 

researchers (Whitehead, 2002). EAES is an evaluation system oriented toward project success 

rather than project failure; it accounts for the complexity and dynamics of community-based health 

and social program communities, including the various social, cultural, interpersonal, and 

intrapersonal variations that exist (Whitehead, 2002). 

While there is no widely accepted definition for “quality of care”, there is consensus that 

it is multi-dimensional and varied based on the individual being asked (A Donabedian, 1988). 

Donabedian’s Quality Framework was the principal framework utilized for the evaluation. It has 

been widely validated and successful in evaluating various studies of health care quality (Ehiri, 

Oyo-Ita, Anyanwu, Meremikwu, & Ikpeme, 2005; Haller, Wyss, Schilling, & Gutzwiller, 1998; 

Hirst & Hewison, 2001; Karel, 1993; Milner, 2001). This flexible framework uses three inter- 

related concepts (structure, process, and outcomes) to inform quality of care in a variety of settings 

(Figure 5) (Avedis Donabedian, 2005; McDonald et al., 2007). Structure refers to the physical and 

organizational elements of health care settings (e.g. facilities, personnel, etc.); processes, like care 

coordination,  rely  on  these  structures  to  influence  outcomes  (e.g.  pain,  patient  satisfaction, 
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etc.)(McDonald et al., 2007). Care coordination focuses on those elements that are under the 

control of the provider which effect outcomes (McDonald et al., 2007). While 

 
Figure 5: The three interrelated concepts of Donabedian’s Quality Framework 

 

 

used extensively to evaluate health care quality, to our knowledge, Donabedian’s Quality 

framework has never been used before to explore attributes of quality healthcare in an 

integrative/CAM context. Indeed, the evaluation approach implemented here is novel 

and potentially useful for other holistic programs as theory-based, whole-practice 

program evaluation models are needed (Dodds et al., 2013). 

In addition, community-based participatory research (CBPR) approaches were utilized 

throughout this study in order to include and empower ITK management and therapists. CBPR is 

“a collaborative process that equitably involves all partners in the…process and recognizes the 

unique strengths that each brings, CBPR begins with a … topic of importance to the community 

with the aim of combining knowledge and action for social change to improve community health 

and eliminate health disparities”(Green & Mercer, 2001). Participants offer more than informed 

consent by sharing knowledge and experience in order to identify key problems to be studied, 

they help formulate research questions in culturally appropriate and sensitive ways, and provide 

support with application of research results toward program and policy development and/or 

social change (Green & Mercer, 2001). ITK management and therapists all agreed to the 

methods, results, and outcomes as reported here within. 
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Standards. 

 

The standards followed for this evaluation effort include the following: 

 

1) Guidelines and standards recommended by CDC for the Evaluation of Public Health 

Programs (i.e., utility, feasibility, propriety, accuracy), including the CDC’s guiding 

principles of program evaluation (Centers for Disease Control and Prevention, 2012); 

2) Reliability-testing guidelines for participatory research in health promotion (Mercer 

et al., 2008); 

3) Quality criteria independently set for the Hospital Heroes program by ITK in the 

Hospital Heroes Hiring Rubric and Hospital Heroes Onboarding Protocol (see 

Appendix B); 

4) Program elements which make the Hospital Heroes model unique (i.e., team-based, 

integrative sessions that acknowledge the child, their family, and their 

community/environments in the moment); and 

5) Outcomes deemed valuable by the ITK community and stakeholders (the impact of 

sessions on pain, fear/distress/anxiety, and global/overall well-being; description of 

case studies otherwise not represented immediately post-session). 

Collaborative team. 

 

The collaborative, interdisciplinary team for this effort includes: 1) the lead evaluator 

(DrPH candidate); 2) ITK’s Executive Director and Founder; ITK’s Program and Volunteer 

coordinator; 3) Hospital Heroes therapists; and 4) the ITK Research and Evaluation committee 

(REC). 

Implementation of a community-based, participatory approach. 
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As mentioned previously, CBPR is not a method or design but an approach whereby the 

community being evaluated/studied plays an equitable role in every phase. The lead 

evaluator/principal investigator (PI), Heidi Pottinger, MA, MPH, is a Doctor of Public Health 

(DrPH) candidate in Maternal & Child Health, at the Mel & Enid Zuckerman College of Public 

Health. She has been collaborating with ITK for over two years—as a member of ITK’s REC 

and through her participation in ITK-led events. Since January of 2015, the PI has developed a 

trusting relationship with ITK’s Executive Director (ED), Shay Beider, MPH, LMT. This 

evaluation is truly community-based as ITK’s ED approached the PI in May of 2016, with the 

need to evaluate the Hospital Heroes program. Together, they decided that the data and results 

would be shared and mutually beneficial. HH therapist knowledge has been and will continue to 

be shared with the PI for her DrPH dissertation effort; results will be shared with ITK and 

Banner for program and quality improvement purposes. HH therapists were involved throughout 

the process to enhance and support both their skills and the program. 

Over the past two years, the PI has been meeting with the HH team of therapists (N=4) 

and the REC, which includes management and therapists from ITK as well members from 

Banner Children’s Medical Center and the Colleges of Medicine, Nursing, and Public Health. 

The REC also includes members who either have a SHCN and/or whose family members have a 

SHCN. Through weekly therapist and monthly REC meetings, along with consultation from the 

PI’s DrPH Comprehensive Examination/Dissertation Committee, the PI deliberated with all of 

these key members to develop mutually beneficial study questions, study design, and 

approaches. Additionally, data collection, interpretation, and analyses were done in collaboration 

with HH therapists in order to adhere to the ethnographic, CBPR design and to ensure that results 
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presented are culturally appropriate. Dissemination of results has been approved by the ITK 

teams. 

Evaluation Design & Methods 

Summary. 

A descriptive, cross-sectional evaluation design was used incorporating ethnographic and 

CBP approaches, primarily using guidelines recommended by the CDC and Donabedian’s 

Quality Framework. For Aim 1, ethnographic key informant interviews and self-completed 

questionnaires related to human resources were done. For Aim 2, self-administered 

questionnaires (on referrals, care coordination, and debriefing) using the Delphi method were 

used for collecting data from experts (HH therapists) related to process. For Aim 3, evaluation 

instruments were developed and piloted for approximately two months; HH therapists were 

trained to collect data for the measures included in the final instruments (pre/post assessment 

forms for recipients a) Ages 17 and under and b) Ages 18 and over); and the final instruments 

were launched to collect data for the purposes of evaluating. Lastly, case studies representative 

of outcomes not described by the evaluation instruments were selected in collaboration with ITK 

and Banner staff. Cases were described using data related to ITK and HH sessions that was 

entered into the electronic health record by hospital staff, as well as additional details provided 

by HH therapists related to the case. 

Rationale for a Mixed-Methods Study Design. 

 

Mixed-methods were needed in order to characterize key aspects of the HH context and 

clinical, team-based processes, as well as outcomes of sessions. Complex phenomena such as 

programmatic processes and social interactions are challenging to measure quantitatively 

(Patton, 2002). Qualitative methods are highly appropriate for studying how people interact as 
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this requires detailed descriptions, inclusion of various perceptions, and acknowledgment of the 

fluid and dynamic nature of processes (Patton, 2002). As the purpose of this assessment of 

feasibility is to assess HH sessions as a whole, rather than reducing them into parts, 

understanding how therapists select modalities to be administered and for what purposes was not 

part of the design and was even discouraged from multiple stakeholders. This is partly because 

modalities offered during HH sessions are patient-directed and dependent on the HH therapist 

skillset. Another reason for not reducing sessions into parts is the program’s holistic, integrative 

culture and program model (offering multiple modalities, some of which are considered entire 

systems of medicine). As a program’s culture can be considered part of the treatment, 

ethnographic methods are also needed in order to highlight elements of the program culture so 

that these efforts can be most useful and appropriate (Patton, 2002). Using ethnographic, 

qualitative methods to understand HH therapist interactions in reference to referrals, care- 

coordination, and debriefing were the processes determined to be of most value to stakeholders. 

Highly individualized programs like HH operate under the assumption that each person 

has different needs, therefore outcomes should be self-reported, as they will vary along common 

dimensions and be qualitatively different for each person (Patton, 2002). According to 

Donabedian,: 

The effectiveness of care (...) in achieving or producing health and satisfaction, as 

defined for its individual members by a particular society or subculture, is the 

ultimate validator of the quality of care (Avedis Donabedian, 2005). 

 

In addition, “the validity of all other phenomena as indicators of quality depends, ultimately, on 

the relationship between these phenomena and the achievement of health and satisfaction” 

(Avedis Donabedian, 2005). For example, achieving satisfaction as it relates to the health of 

mothers and infants depends on the quality of prenatal care (Avedis Donabedian, 2005). 

Therefore, as an element of Donabedian’s Quality Framework, measuring health outcomes 
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deemed valuable by the program culture, as well as satisfaction, which is a well-known outcome 

of medical care, is appropriate. 

Accordingly, quantitative self-reported measures that are valid and reliable were needed 

to describe health outcomes, as well as satisfaction (McDonald et al., 2007). Satisfaction depends 

greatly on the service delivery structure, thus measuring satisfaction will provide a greater 

understanding about the perception of the quality of care recipients and/or their child received 

from program therapists (Ireys & Perry, 1999; McDonald et al., 2007). Results will also inform 

whether outcomes aligned with the program’s vision, “purpose” of sessions (Aim 1), and 

processes (Aim 2). In addition, pre/post analyses will reveal how session outcomes align with 

those recommended within the context of integrative medicine in that, "outcome measures […] 

should capture the full scope and integration of global (overall) well-being status” (Bell et al., 

2002). Lastly, in an effort to broaden the scope of session outcomes, retrospective case studies 

(child; young adult and parent; dyad/family; staff) intended to highlight elements not capable of 

being captured in pre/post assessment forms otherwise were described. Collectively, these 

mixed-methods outcome analyses (Aim 3) will help stakeholders to understand the impact of HH 

 

sessions. In alignment with the EAES, the overall evaluation is therefore a triangulation of 

theories, research participants, and data collection methods (Whitehead, 2002). 

Program Setting. 
 

HH sessions, sponsored by ITK at Banner Children’s Diamond Children’s Medical 

Center in Tucson, AZ, are offered in the following units: Bone-marrow Transplant clinic 

(BMTC), General Medicine/Surgery (GMS), Hematology/Oncology (HO), Neonatal Intensive 

Care (NICU), and Pediatric Intensive Care (PICU). 
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Institutional Review Board and Site Authority approvals. 

 

The PI sought Institutional Review Board (IRB) approval through the University of 

Arizona Human Subjects Protection Program (see Appendix B). The IRB reviewed the project 

and determined that it did not require oversight by the University of Arizona as the project did 

“not meet the definition of ‘research’ and/or ‘human subject’”. In addition, this project was also 

approved by ITK and the Banner Health® Non-Research Data Use Committee (NRDUC) prior 

to initiating evaluation activities (see Appendix B). 

Participants and Sampling. 

 

A triangulation of data collection methods were used, including: key-informant 

interviews, shadowing HH therapists during complete daily shifts, attending weekly HH 

meetings and monthly REC meetings for more than one year, self-administered questionnaires, 

and retrospective review of all available pre/post session assessment forms and the EHR. For 

Aim 1, The ITK Executive Director, ITK Program Coordinator, and HH therapists participated in 

key-informant interviews. For Aim 2, All ITK-employed HH therapists were included in 

questionnaires related to background/skills and processes. For Aim 3, HH therapists, the ITK 

REC, and a key-informant interview with Banner’s Patient Experience expert participated in 

discussions informing the development of the evaluation instruments (pre/post assessment 

forms). All data collected using the final version of these forms, provided by ITK to the PI, was 

included in this evaluation. This included data collected for patients, family members, other 

caregivers, and staff receiving HH sessions. Based on the results of the ongoing 

analyses/evaluation, as per CDC’s guiding principles for program evaluation, ITK’s ED decided 

that the results were significant enough to advise next steps and the evaluation instrument needed 

to be further adapted (in order to continue to inform program goals and objectives). In addition, 
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one the HH therapists resigned at the end of March, 2017. Thus, as the evaluation is a 

triangulation of theories, research participants, and data collection measures, results for Aim 3 

represent data collected between January 31, 2017-March 30, 2017 prior to any changes to the 

data collection methods and HH therapist participants as described here. For case studies, data 

elements were obtained from the EHR for patients and from ITK records for staff, as well as 

from interviews with HH therapists, for recipients who received HH sessions prior to March 30, 

2017. 

Methods by Aim. 

 

The following are the methods employed by study aim: 

 

Aim 1: Ethnographic, key informant interviews were done with HH management (N=2) 

to describe the vision and structural components of the HH program; self-completion 

questionnaires generated by the PI were administered to therapists (N=4) to collect information 

about staff/human resources. Interviews were transcribed verbatim and both the interviews and 

questionnaires were summarized; summaries were validated by participants to inform program 

vision and structural components (Hsieh & Shannon, 2005). Based on participant feedback 

regarding the need for a creative and visual presentation of results, the transcribed data from the 

interview question “What are Hospital Heroes sessions?” was cleaned to remove conversational 

fillers and names and word clouds were generated using free software available at 

WordClouds.com. The emphasis and final products were validated by participants (Henderson, 

Evergreen, & Jarosewich, 2015). 

Aim 2: The Delphi (expert) method was employed using three rounds of self- 

administered questionnaires generated by the PI and completed by all HH therapists (N=4) in 

order to achieve consensus on processes related to the team-based approach (referral, care 

coordination, and debriefing) processes (see Appendix C) (Gee & Ullman, 1998; Hsu, 2007; 
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Okoli & Pawlowski, 2004). The first round questionnaire was generated using ethnographic 

questions aimed at understanding processes by which therapists receive referrals, coordinate care 

during sessions, and debrief (see Appendix C). Questionnaires were completed by therapists 

individually at their leisure, were collected and summarized by the PI, and reviewed with the 

team of therapists to verify accuracy. The second and third rounds were informed by responses to 

the previous round, as well as information gained from shadowing therapists for a full-shift 

during Hospital Heroes sessions (N=6) and attending weekly Hospital Heroes meetings (N=52). 

The group determined that a fourth round would not be required, as saturation was reached for 

each of the elements. Based on therapist request/need for a creative and visual final product, the 

final consensus was organized as a free form Mind Map for each element using free software at 

www.canva.com. Each element of process comprised the central idea/starting point and 

participant responses were organized into themes for each of the original free form Mind Maps 

(Wheeldon & Faubert, 2009).  Upon consultation with participants, each of the free form Mind 

Maps were then synthesized into Concept Maps with four first-level domains and related sub- 

domains, using the guiding principles for the creation of concept maps for each element 

(Brightman, 2003). Participants reviewed and validated each of the Concept Map products after 

an additional two rounds for each element of process (Appendix C). 

Aim 3: Two pre/post assessment forms incorporating the measures described in the next 

sections were developed for recipients 1) Ages 17 and under and 2) Ages 18 and over (see 

Appendix D). Various iterations of these forms were created, incorporating continuous feedback 

from the HH therapists and the ITK REC, and pilot tested by HH therapists over a two-month 

period prior to including data in the ITK database for evaluation purposes. HH therapist and REC 

expertise, key-informant interviews with an expert on Patient Experience for Banner’s 

University of Arizona Medical Center, and a review of the literature, informed the demographic 

data, session characteristics, as well as validated pre/post outcome measures, and adapted  

 

http://www.canva.com/
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satisfaction measures to be included on the forms. HH therapists (N=4) attended a training 

session administered by the Chair of the ITK REC (also the PI) and ITK’s ED. Instructions for 

completing each element of the forms was reviewed in detail. A “therapist script” for collecting 

pre/post outcomes measures from recipients in a standardized way, based on the validated 

instructions for each of the scales, was created and provided to therapists prior to collecting data 

for program evaluation purposes. Therapists piloted the pre/post assessment forms until a 

satisfactory version of both the child (under 17 years of age) and adult (18 years of age and over) 

forms could be used to collect data for every session based on therapist feedback (See Appendix 

D). 

Data was collected for all HH sessions administered, as the purpose was to collect data 

related to sessions [i.e. treatment goals, modalities administered, types of recipients 

(patient/parent/sibling/other caregiver), hospital units, etc.], as well as pre/post outcomes, to 

inform their alignment with ITK’s vision for HH sessions and the HH program. Thus, data 

collection intended to inform session aspects as administered overall without restricting 

monitoring/evaluation only to sessions where recipients were able to report pre/post outcomes. 

Thus, for Aim 3, results described for pain, fear (children) and distress/anxiety (adults), and 

global/overall well-being (adults) refer to those individuals receiving sessions who were able to 

report pre/post values for the measures collected at the time. The remainder of sessions, coded in 

the dataset as “No Measures Taken”, could not be included for pre/post analyses as these refer to 

sessions where: 

A) Recipients were too young to report, based on the validated age for the measure being 

collected; 

B) Patients were unresponsive or asleep; 

 

C) It was inappropriate to request measures due to a crisis at that moment; and/or 

 

D) There were cultural and/or language barriers (see “ITK OFFICE ONLY” on page 4 of  
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pre/post assessment forms found in Appendix D). 

An ITK volunteer entered data from all forms into the ITK database. Retrospective data that 

included the elements of pre/post assessment forms as presented herein, was shared with the PI 

upon IRB and NRDUC approval for analyses. 

Recipient and Session Characteristics. 

Elements important to HH therapists, the PI, the ITK REC, and ITK’s ED were 

incorporated in the pre/post assessment forms to collect information about recipient and session 

characteristics. This was done to assist with monitoring and evaluating sessions, as-delivered 

under the HH model of care (see Appendix D). 

Selection of Self-Report Pre/Post Measures to include in Evaluation Instruments. 

Based on a review of the literature, pain, fear/distress/anxiety, and global/overall well-

being were identified as existing valid and reliable pre/post measures most likely to be impacted 

in all recipient types. In addition, all scales included were selected as these were short, correlated 

with measures being collected in the hospital setting, required no or minimal adaptation, and/or 

reflected an integrative approach. Lastly, measuring these outcomes imposed the least burden on 

both therapists and recipients. This is significant as the evaluation aimed to interfere as little as 

possible with the intervention as-delivered/intended. Measures under consideration but not 

utilized,  as they did not meet one or more of these criteria, included: expression of pro-

inflammatory biomarkers, such as C-reactive protein, in blood or saliva (Daruna, 2012; Pace et 

al., 2013); self-report of pain using the FACES Pain Scale-Revised (Hicks, von Baeyer, 

Spafford, van Korlaar, & Goodenough, 2001); self-report of nausea; self-report of sleeplessness; 

and comprehensive  satisfaction data using the Multidimensional Assessment of Parental 

Satisfaction for Children with Special Needs (Ireys & Perry, 1999).  

Given that pain, fear/distress/anxiety, global/overall well-being, and satisfaction are 

subjective, self-report is considered the gold standard and is preferred over observational reports. 
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The following are the self-report measures that were incorporated into the pre/post assessment 

forms used by HH required therapists for all sessions (see Appendix D). The measures as 

selected needed to be brief, as the time for completion had to be acceptable to therapists and 

patients. This was done to limit the level of interference of data collection with the HH 

program’s intervention as well as to reduce satisficing bias (i.e. “doing what it takes” to finish 

the assessment in order to start/end the HH session) (Shirley, Josephson, & Sanders, 2016). 

Pain 

Pain was reported immediately pre- and post-session by recipients ages 3 years and older, 

on a scale from 0-10, where 0=No Hurt and 10=Hurts Worst, using the Wong-Baker FACES® 

Pain Rating Scale (“Wong-Baker FACES® Pain Rating Scale,” 2016) (Figure 6). 

Figure 6: The Wong-Baker FACES Pain Rating Scale 

The Wong-Baker FACES Pain rating scale is preferred by children, has undergone extensive 

psychometric testing, has been validated in a pediatric hospital setting, and is used around the 

world with people ages 3 and older to facilitate communication about pain so that pain 

management can be addressed (Garra et al., 2010; Tomlinson, von Baeyer, Stinson, & Sung,  

2010). This scale is used routinely in the present Banner Children’s setting, is posted in nearly all 

patient rooms where HH sessions are being delivered, and correlates with values for pain being 

reported by patients in the EHR. Children and adults were instructed to choose/point to the one 

face that best depicted the pain they were currently experiencing and the therapists then scored  
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the chosen face based on the associated score from 0 to 10. Change scores are then calculated via 

simple subtraction. 

Fear (children) and Distress/Anxiety (adults) 

 

Fear was reported by recipients ages 5-17 years of age immediately pre- and post-session, 

on a scale from 0-4, where 0=not scared at all and 4=the most scared possible, using the 

Children’s Fear Scale (McMurtry, Noel, Chambers, & McGrath, 2011). Distress/ anxiety was 

also reported immediately pre- and post-session using the adult version (ages 18+), which 

incorporates different language for the same scale (0=no anxiety at all and 4= extreme anxiety) 

(Figure 7). 

 
 

 
 

Figure 7: The Children’s Fear/Adult Faces Anxiety Scale 

 

This scale is used to assess both children (fear) and adults (distress/anxiety), ages 5 and 

older, is a valid measure for measuring fear and distress/anxiety, and is useful in 

critically ill patients (Gustad, Chaboyer, & Wallis, 2005; McKinley, Coote, & Stein-

Parbury, 2003; McMurtry et al., 2011). Children and adults were instructed to choose 

the one face that shows how much fear/anxiety they “feel right now” and the therapists  

then scored the chosen face based on the associated score from 0 to 4 (Gustad et al., 

2005; McKinley et al., 2003). Change scores are calculated via simple subtraction. 

Global/Overall Well-being 

 

Within the context of integrative medicine, "outcome measures […] should 

capture the full scope and integration of global (overall) well-being status” (Bell et al.,  
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2002). In alignment with the HH program and the theories described previously, the 

Arizona Integrative Outcomes Scale (AIOS) was selected to measure changes in 

global/overall well-being for recipients ages 18 and older before and after sessions. It was 

developed for use in theory driven research on systems of CAM and is able to distinguish 

relatively sicker individuals from relatively healthy individuals; it also correlates as 

expected with measures of distress, positive and negative affect, and states of mind (Bell, 

Cunningham, Caspi, Meek, & Ferro, 2004). The AIOS is a one-item visual analog scale 

(VAS), measuring 10 millimeters, which evaluates self-rated overall sense of emotional, 

mental, physical, social, and spiritual well-being; it has been validated for daily and/or 

monthly ratings for individuals ages 18 and over (Bell et al., 2004). Global/overall well- 

being levels were reported by adults (ages 18+) immediately pre- and post-session on a 

VAS scale, where 0mm=worst you have ever been and 10mm=best you have ever been, 

(Bell et al., 2004; Otto, Howerter, Bell, & Jackson, 2010)(Figure 8). 

 

 

 

Figure 8: The Arizona Integrative Outcomes Scale (Bell et al., 

2004) 

 

Adults are asked to self-rate their combined physical, mental, emotional, social and spiritual 

sense of well-being in the present moment by placing an “X” on the line to summarize their 

“overall sense of well-being” (Bell et al., 2004). The change score is then calculated by 

measuring the difference between the lengths of the lines in millimeters, as measured from 0 

to “X”, both pre- and post-session. 
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Overall Satisfaction with HH Sessions and Likelihood to Recommend Hospital 

 

The main purpose of the CAHPS® Child Hospital Survey is to measure “patient- 

centeredness of hospital care for pediatric patients” (ages 17 and younger) (Agency for 

Healthcare Research and Quality, n.d.). Responses are collected from parents or guardians in 

relation to the inpatient care of pediatric patients; the respondent should be “the person who 

spent the most time with the child during the hospital stay” (Agency for Healthcare Research 

and Quality, n.d.). Questions 48 and 49 from this survey correspond to overall satisfaction 

ratings with the hospital and likelihood to recommend the hospital, respectively. These 

questions were recommended for inclusion by a key-informant interview with Banner’s 

expert in Patient Experience. As the evaluation team was more interested in learning 

satisfaction in relation to HH sessions, Question 48 was adapted to refer to the session and 

not the hospital (Agency for Healthcare Research and Quality, n.d.) (Figure 9, left). Many 

variables contribute to how and why individuals respond to Question 49, therefore this 

question was included for the purposes of long-term monitoring for Banner (Figure 9, right). 

  
 

Figure 9: Adapted satisfaction scale (#48, left) and likelihood to recommend (#49, right) from CAHPS® 

 

Satisfaction 

 

Overall satisfaction scores for the HH session were collected immediately post-session, 

as reported by adults (ages 18+) or parent/caregiver proxy (for children ages 17 and under), on a 

scale from 0-10 where 0=Worst session possible and 10=Best session possible. As the evaluation 

team was also interested in learning self-reported levels of satisfaction with HH sessions from  
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pediatric patients, children (ages 3-17) self-reported on a scale from 0-10, using an adapted 

version of the FACES scale asking “How happy are you with your Hospital Heroes visit?” 

(Figure 10). Children were instructed to choose/point to the one face that best depicted how 

happy they were with their HH visit and the therapists then scored the chosen face based on the 

associated 2-point Likert score from 0 to 10. 

 

Figure 10: Adapted FACES scale for self-reported levels of child satisfaction 

 

Likelihood to Recommend 

 

Likelihood to recommend the Hospital was collected immediately pre- and post-session 

from adults or via parent/caregiver report. Mean survey responses to this specific question are 

continuously monitored by the hospital administration and incorporated into unit goals aimed at 

specifically increasing frequency of self-reported “top-box” scores (i.e. level 4 ranking). While 

there are certainly many variables that contribute to an individual’s likelihood to recommend, the 

evaluation team agreed to include this question as a monitoring tool. Adults (ages 18+) were 

asked to report on a scale from 1-4, where 1=Definitely no and 4=Definitely yes, using Question 

#48 from the CAHPS® Child Hospital Survey (Figure 9, right)(Agency for Healthcare Research  

and Quality, n.d.). Change scores were calculated via simple subtraction. 

 

Case Studies 

 

Retrospective case studies were selected in collaboration with HH therapists and a 

Banner pediatrician. The criterion was to reach saturation by highlighting additional outcomes  
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not capable of being represented by pre/post assessment form data for children, young adults, 

dyads/families, and staff. 

Analysis 

Key informant interviews and questionnaires were de-identified, transcribed and 

summarized. Data transcribed from the question asking “What are Hospital Heroes sessions?” 

was cleaned for conversation fillers and names, converted into two word clouds visually 

emphasizing program culture and participant beliefs using free software available at 

www.wordclouds.com, and validated by participants. Consistent with standard practice, 

univariate and descriptive statistics were used to summarize responses to the questionnaire items. 

Quality scores were assigned to reflect exceeds criteria, meets criteria, and needs improvement. 

Scores were assigned based on applicable sub-categories of the Hospital Heroes Hiring Rubric 

and the Hospital Heroes Onboarding Protocol (developed independently by ITK) or based on the 

Hospital Heroes program model/therapist responses to the questionnaire item on the preferred 

team ratio. Saturation/consensus was achieved for each element of process after three rounds of 

questionnaires; responses were summarized and validated after each round by participants for the 

following elements: 1) referrals; 2) care-coordination during sessions; and 3) debriefing. The 

final products/Concept Maps were each reviewed and validated by participants after two rounds. 

Once data was shared with the PI for sessions using the evaluation instruments described 

previously, it was coded and reviewed to ensure data included was only for HH sessions 

provided at Banner’s Diamond Children’s Hospital. All data was de-identified and baseline 

characteristics summarized by recipient type. STATA 14 statistical software was used to test for 

normal distribution of pre/post data for continuous data measures (global/overall well-being) and 

outcomes for pain, fear/distress/anxiety, and global/overall well-being were stratified by 

recipient type. Frequency of scores reported were calculated for pain, fear/anxiety, and 

global/overall well-being measures. Outcomes were assessed by comparing frequencies of 

http://www.wordclouds.com/


 
values reported pre/post at or above moderate levels (defined as levels ≥6 for pain, ≥3 for fear/ 

anxiety, and ≤4 for global/overall well-being. 

Median and mean change scores were calculated for pain, fear/anxiety, and global/ 

overall well-being. Wilcoxon matched-pairs signed-rank tests (for changes in pain, fear/ 

anxiety, and global/overall well-being) were completed to assess significance of differences 

between median scores reported pre/post sessions. Satisfaction frequencies, mean scores, and 

ranges were determined for each ranking of satisfaction/likelihood to recommend. Higher 

scores indicated greater satisfaction with sessions and likelihood to recommend the hospital. 

CHAPTER 5: RESULTS 

Structure (Aim 1): Describe the vision of the HH program and HH sessions, as well as the 

programmatic structure, and evaluate the quality of the HH programmatic structure  

Summary of findings from the key-informant interviews with ITK management 

The interviews included ITK’s Founder and ED as well as ITK’s Program Coordinator. 

Hospital Heroes Program 

In discussing the short and long-term visions for the program, the following were 

described and validated by the interview participants: 

A. Short-term vision – To expand toward a sustainable nonprofit that is capable of

serving more people in the community while maintaining a holistic, integrative model

of care that can be replicated and remain free of charge to recipients.

B. Long-term vision – To support a shift in the current culture of medicine toward one

where every hospital provides holistic, integrative healthcare services for patients as

standard of care.

The interview revealed that all sessions are provided (free of charge) under a current annual 
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operating budget for the entire HH program of approximately $145,000.00. This includes all 

aspects of the program, such as: 1) vetting and employing therapists; 2) employing staff/vetting 

volunteers for office operations and fundraising/other events; 3) creating wellness materials; 4) 

website production; 5) training and education/orientation of therapists and staff; 6) meeting 

hospital requirements; 7) supporting research and evaluation efforts; 8) administrative duties 

within the hospital; 9) meetings with donors; 10) coordinating shadowing of sessions, 

before/during/after sessions; and so on. According to ITK’s Founder and ED, the cost of sessions 

are integrated and difficult to parse from the above program costs because, “it’s not just paying 

for the sessions themselves, it’s the training and the management of the HH staff—so the 

majority of funds is for the HH team, support, training, and management”. 

When asked “Is there anything that we haven’t covered that will help inform the vision or the 

programmatic structure of the Hospital Heroes program as it relates to Hospital Heroes 

sessions?” ITK’s Founder and ED said: 

“The thing that I like to go back to is that (…) we get all fancy, we can have these 

big conversations about ‘what is healing and what are we doing?’ At its core, the 

essence of what this program is, is very simple. It's just love. That's it. That's 

really it. And so, there is all the infrastructure, there is all the ideology, there is 

all the technique, there is all the training, there is all the fundraising, there is all 

the planning and administration but we can never lose sight of the fact that all of 

that is simply wrapping itself around love. And, that's really ... that's the gift of 

ITK, of the program, of the people that are involved. That's the gem that is what 

we need to always hold on to and remember. That's the centerpiece. That's why 

we're doing all of this, is to be able to connect from that really loving place with 

kids and families who are so in need. So, that to me, you get big and fancy and 

then you just go back to, okay, that's the essence of the program. It's simple. It's 

loving one another.” 

 
 

Hospital Heroes sessions 

 

Results revealed that while the goal of HH sessions is to provide integrative wellness 

consultation, education, and therapeutic services (for hospitalized children, their families, and 

hospital staff) as previously described, there is much more to HH sessions. 
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This interview, and follow-up key-informant interviews to clarify/validate meaning, revealed 

the following: 

1. Sessions are a receptive, perceptive, dynamic listening process directed by the recipient 

in the moment. This style of intervention, which offers multiple modalities, is part of the 

program culture. Multiple modalities are an intended part of the intervention because 

each technique may have a variety of potential outcomes, depending on the individual 

and what is acceptable to them. Centered on the individual, therapists decide to 

administer modalities based on the tools/skills that are in greatest alignment with the 

recipient’s greatest need (highest priority for the individual). As some modalities belong 

to or incorporate aspects from whole systems of medicine, modalities can be beneficial 

for many things depending on the recipient, what they are able and open to receive, and 

which therapy seems the most specific that can be executed as a team. This is dynamic, as 

sessions must be administered in a way that the recipient is willing to tolerate and has the 

capacity to best address the treatment goal. According to ITK’s ED, 

“A lot of it is intuition, what is this person going to be able to absorb, you work 

very hard to listen and listen fast… and based on their life history and perspective 

in that snapshot of a moment, you ask yourself ‘what can they integrate and 

absorb?’”. 

2. Sessions are intended to empower and support recipients by honoring their presence in 

order to shift and optimize their healing experience in a personalized, spiritual way. 

3. The intention is to see people as whole and complete rather than injured, unable, or ill. 

 

4. Therapists support the care provided by the hospital staff by providing additional support 

for the mental, emotional, energetic, spiritual, and physical systems of a whole person. 

Specifically, sessions may assist with: pain management, increased relaxation, stress 

reduction and a reduced general inflammatory response, parasympathetic nervous system 

activation, increased well-being, improved sleep, balanced mood, reduction of  
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overwhelming emotion, palliative care, and end of life care. 

5. Sessions include patients, family members, other bedside caregivers, and staff as the 

program culture is to treat a human, a family, a community, and even a culture as whole 

interconnected units in order to heal or support the healthy flow inside and between these 

units. 

6. Sessions also help HH therapists practice acceptance of “what is” and share this 

perspective with families and health care therapists. Therapists must connect with 

themselves (self-care), each other (HH team), with patients and families/other caregivers 

(HH sessions and Hospital Playdates), with hospital staff (HH interactions across hospital 

settings and during staff or Care for the Caregiver sessions), as well as with ITK staff, 

committees, and community members. 

 

In summary, according to the interview participants, the overall purpose of the Hospital Heroes 

program and sessions is to meet suffering with love (Figures 11 and 12). 

 

 

 

 

 

[THIS SECTION INTENTIONALLY LEFT BLANK]
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Figure 11. Hospital Heroes sessions as a heart-shaped word cloud 
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Figure 12. Hospital Heroes sessions as a tree-shaped word cloud 

 

 
 

Summary of findings from questionnaires with Hospital Heroes therapists 

 

At the time of the human resources questionnaire distribution, there were 4 therapists 

employed as part of the HH program. The mean age of therapists was 51.5 ± 16.1 years, ranging 

from 34-71 years of age. All therapists identified their highest level of formal education obtained 

as “Some College” or above. All therapists identified as Non-Hispanic, White, 1 identified as 

American Indian or Alaska Native, and 1 identified as French and Irish (Table 2). 
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Table 2. Demographic characteristics of therapists 

 
Characteristic 

n 
(N=4) 

Mean Age (SD): 51.5 (16.1) years, Range=34-71 years 4 

Highest level of formal education obtained  

Some College 1 

Bachelor's 1 

Graduate School (Master's level) 2 

Ethnicity  

Hispanic or Latino 0 

Not Hispanic or Latino 4 

Race1
  

White 4 

French 1 

Irish 1 

American Indian or Alaska Native 1 
1 Not mutually exclusive 

 

A summary of the main results and assigned quality rankings of needs improvement, 

meets criteria, and exceeds criteria for each indicator of quality are presented in Table 3. All of 

the HH therapists are certified integrative wellness therapists and have training in at least 1 type 

of Biofield Therapy, meeting standards set by the Hospital Heroes Hiring Rubric. Based on this 

rubric, therapists should also have a minimum of 5 years of experience as an integrative health 

therapist. The mean reported by therapists was 17.5 ± 10.40 years, ranging from 5-30 years of 

experience. Based on the Hospital Heroes Hiring Rubric, the technical skills/experience 

/qualifications of all therapists either met or exceeded their criteria for quality. The mean time 

with the HH program was 4.25 ± 5.19 years, ranging from 1-12 years, which far exceeds the 

criteria (set by the Hospital Heroes Onboarding Protocol for reaching Phase 5/5) of 1 year. The 

mean preferred team ratio was 2-3 therapists (this team-based approach is also a unique feature 

of the program model), which was generally expressed by most therapists as preferring teams of 

two but also welcoming and enjoying teams of three. Based on the retrospective review of 96 
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sessions, 82 (85%) were administered by a team of two therapists and 13 (14%) were 

administered by one therapist, with the remaining 1% (n=1) being administered by a team of 

three (Table 3). 

Areas identified as needing improvement included: 1) Opportunities for training. Two of 

the three therapists requiring training indicated they had received it as part of the HH program 

and one who required training indicated they had not received any (phase 4 of the HH Hiring 

Rubric); and 2) A desire for more training. 100% of therapists indicated that they would still like 

additional training to help the team with continuously developing new skills. Lastly, the mean 

weekly workload for therapists related to Hospital Heroes sessions was 8.38 hours, with an 

additional mean weekly workload of 12.75 hours related to ITK duties outside of sessions (Table 

3). 

Table 3. Summary of HH therapist self-completed questionnaires 

Indicator Criteria 
n 
(N) 

Mean (SD) Range Quality Rating 

Technical 
Skills/Experience 
and 
Qualifications 
(Standard: 
Hospital Heroes 
Hiring Rubric) 

Certified to touch 4 (4) N/A N/A Meets criteria 

Biofield therapy training 
(i.e. Reiki, Healing Touch, 
Craniosacral, etc.) 

4 (4) N/A N/A Meets criteria 

Minimum 5 years of 
experience as an 
integrative health 
therapist 

4 (4) 
17.5 (10.4) 

years 
5-30 years Exceeds criteria 

Opportunities 
for training 
(Standard: Phase 
4/5 of the 
Hospital Heroes 

Therapists who indicated 
they received additional 
training as part of the 
Hospital Heroes program 
at the time 

2 
(31) 

N/A N/A 
Needs 

Improvement 
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Onboarding 
Protocol) 

     

Time with 
program 
(Standard: Phase 
5/5 of the 
Hospital Heroes 
Onboarding 
Protocol) 

 
Percentage of therapists 
who had been with the 
program for at least 1 
year 

 
 
 

4 (4) 

 

 
4.25 (5.19) 

years 

 
 
 

1-12 years 

 
 
 

Exceeds criteria 

Additional 
training desired 
(Standard: Phase 
5/5 of the 
Hospital Heroes 
Onboarding 
Protocol) 

 

Percentage of therapists 
who would like additional 
training to better serve 
them in their role as a 
Hospital Heroes therapist 

 
 
 

4 (4) 

 
 
 

N/A 

 
 
 

N/A 

 
 

Needs 
Improvement 

 
 
 

Preferred team 
ratios (Standard: 
Program model 
and therapist 
preference) 

 
 
 
 

 
Percentage of sessions 
meeting  team ratio of 2 

 
 
 
 
 

4 (4) 

 
 
 
 

 
2-3 

therapists 

 
 
 
 

 
2-3 

therapists 

 

 
Meets criteria 

[83/95 sessions 
(87%) were 

administered by 
at least 2 

therapists, 
13/95 (13%) by 

1] 

Workload 
(Standard: N/A) 

Average hours/week 
delivering Hospital Heroes 
sessions 

 
4 (4) 

 
8.38 hours 

 
3-14 hours 

 
N/A2

 

 
Average hours/week as 
Hospital Heroes therapist 
(duties outside of Hospital 
Heroes sessions such as 
attending Hospital Heroes 
weekly meetings, Hospital 
Playdates, administrative 
work, volunteering/in- 
kind hours, etc.) 

 
 
 
 

4 (4) 

 
 
 
 

12.75 
hours 

 
 
 
 

5-24 hours 

 
 
 

 
N/A2

 

1The 4th member is the founder who provides the training 
2Therapists have varied roles within ITK (i.e. Executive Director, Program Coordinator, providing in-kind 
hours, which account for the wide range) 
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Process (Aim 2): Achieve HH therapist consensus on the following team-based processes using 

the Delphi method: referral, care-coordination, and debriefing 

 

Therapist consensus on referral, care-coordination, and debriefing processes was achieved 

after three rounds of questionnaires (see Appendix C for summaries for each round). As the 

evaluation is ethnographic and participatory, therapists expressed a need to relay process in a 

creative, visual format (as described previously). Thus, data obtained from the final consensuses 

were used to create the following Concept Maps (Figures 13-15) which were validated by 

therapists after two rounds for each element. Each of the three figures comprise all of the points 

expressed by experts as needed to thoroughly represent each element. To read each Concept Map, 

start with the central element (Referrals/Care-Coordination/Debriefing) and then move to one of 

the four first-level domains, reviewing each of the sub-domains to discern the various processes 

for each.  

 

Referrals 

 
The Concept Map below (Figure 13) depicts therapist consensus of processes 

related to receiving/delaying referrals via the following domains: 

1) The Child Life Department (Banner Health, 2017) (which includes referrals from various sources 

compiled into a  census); 

2) Direct referrals from various members of the hospital staff, other families, and self-referral/direct 

requests for services in-person (or sometimes via e-mail); 

3) Ways in which HH therapists identify potential recipients (as they are not limited to just referrals); and 

 

4) The various reasons why a Hospital Heroes therapist might need to delay services/treatment. 
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Figure 13. Referral sources, therapist-identified recipients, and when therapists may delay treatment 

 

 

Care-Coordination 

 
The Concept Map below (Figure 14) depicts therapist consensus of processes related to care 

coordination via the following domains: 1) Prior to sessions; 2) during sessions; and 3) how 

therapists communicate when they consciously make a decision to delay services to a referral. 
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Figure 14. Care coordination processes between Hospital Heroes therapists 

 

 

Debriefing 

 
The Concept Map below (Figure 15) depicts therapist consensus of processes related to 

debriefing via the following domains: 1) ways in which Hospital Heroes debrief; 2) how debriefing is 

an important aspect of care provision; and 3) when Hospital Heroes therapists might need to share with 

each other the conscious decision to delay services to an individual/family that was referred. 
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Figure 15. Debriefing after Hospital Heroes sessions 

 

 
 

Outcomes (Aim 3): Monitor characteristics of HH sessions and evaluate pre/post outcomes, as 

well as case studies representative of outcomes otherwise not represented 

 

At the time of the retrospective review of ITK’s pre/post assessment form data 

for the HH program, there were a total of 95 Hospital Heroes sessions administered 

with 79 sessions administered to patients, family members, and caregivers and 16 

sessions administered to staff. In agreement with the CDC principles of program 

evaluation, ongoing analysis of the data revealed the immediate impact of sessions.  
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Impact was communicated to stakeholders and was determined to be aligned with the 

program model and short-term vision, as well as highlighted areas for improvement. As 

a result, the ITK Founder and ED decided that immediate changes needed to be made to 

the evaluation instrument to better serve the program and organization’s needs. In 

addition, one of the four HH therapists who contributed to the data used in Aims 1 and 

2 resigned at the end of March, 2017. Thus, results represent data collected between 

January 31, 2017 and March 31, 2017 when both the final evaluation instruments as 

described here were utilized and data from all four ITK-employed therapists who 

participated in Aims 1-3 was collected. Data collection was restricted to this period in 

order to maintain the novel evaluation model—which was a triangulation approach of 

theories, data collection methods, and research participants in order to also triangulate 

structure, process, and outcomes (as they relate to program quality). 

As the purpose is to address feasibility of evaluation, and all HH sessions intend 

to address a patient’s needs in the moment regardless of previous outcomes, all sessions 

administered were included in the collection of data on pre/post assessment forms. This 

was to help inform adherence to the HH program model (i.e. team-based, holistic, 

integrative approach; sessions administered to patients and family/other 

caregivers/staff; multiple modalities administered; pre/post and overall outcomes; 

monitoring sleep as an outcome). 

Baseline characteristics of recipients of Hospital Heroes sessions. 

Patients/Family/Caregivers 

Of the 79 sessions, the majority (n=73) were given to patients (63.3%) and parents 

(29.1%); followed by siblings and grandmothers (both 2.5%), aunts and partners (both 1.3%); 

most recipients were female (78.5%) versus male and the majority of recipients identified as  



 
Hispanic or Latino (43%) and/or White/Caucasian (38%). The majority (57%) were 17 years of 

age or younger; 5.1% (n=4) of recipients did not report their age (Table 4). 

Table 4. Characteristics of recipients for Hospital Heroes sessions (patients/family/caregivers) 

Characteristic Sessions (n) 
Sessions 
(%) 

N=79 

Age Mean (SD): 

Neonate (0-30 days) 8 10.1 

Infant (1-23 months) 7 8.9 

Young Child (2-5 years) 9 11.4 

Child (6-11 years) 5 6.3 

Adolescent (12-17 years) 15 19.0 
Not Reported (17 and under) 1 1.3 

Total Under 18 45 57.0 

Adult (18-29) 13 16.5 

Adult (30-39) 10 12.7 

Adult (40-49) 2 2.5 

Adult (50-59) 4 5.1 

Adult (60-69) 2 2.5 

Not Reported (Adults) 3 3.8 

Total 18 and Over 34 43.0 

Relationship to patient 

Self 50 63.3 

Parent 23 29.1 

Sibling 2 2.5 

Grandmother 2 2.5 

Aunt 1 1.3 

Partner 1 1.3 

Gender 

Female 62 78.5 

Male 17 21.5 

Ethnicity1
 

Hispanic or Latino 34 43.0 

Not Hispanic or Latino 17 21.5 

Unknown 10 12.7 

Prefer not to say 4 5.1 

Race1
 

American Indian or Alaska 
Native 4 5.1 

Black or African American 4 5.1 

White or Caucasian 30 38.0 

Unknown 8 10.1 

Prefer not to say 19 24.1 

 Other 3 3.8 

1 Not mutually exclusive 
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Characteristics of sessions. 

Patients/Family/Caregivers 

Sessions were given in the following units in order from greatest to least number of 

sessions: Neonatal Intensive Care (29.1%), Hematology/Oncology (21.5%), Pediatric Intensive 

Care Unit (20.3%), General Medicine/Surgery (19%), and Bone-marrow Transplant Clinic 

(10.1%).Over half of sessions (55%) were administered concurrently, meaning that at least one 

 other person also received a separate session at the same time. The remaining concurrent 

sessions were administered to at least two other people. 

For sessions where caregivers did not concurrently receive sessions, caregivers were 

present for 33% of them. A team of two therapists administered nearly 84%; one therapist 

administered the remainder of sessions. The most common treatment goals reported for sessions 

(not mutually exclusive), in order from highest to lowest frequency, were anxiety/stress 

reduction/relaxation (73.4%), comfort (57%), global/overall well-being (44.3%), facilitation of 

self-healing (41.8%), pain reduction (40.5%), and sleep (27.8%) (Table 5). 
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 Table 5. Characteristics of sessions given to patients/family/caregivers 

Characteristic Sessions (n) Sessions (%) 

N=79 

Unit 
Bone-marrow Transplant Clinic 

(BMTC) 8 10.1 

General Medicine/Surgery (GMS) 15 19.0 

Hematology/Oncology (Hem/Onc) 17 21.5 

Neonatal Intensive Care (NICU) 23 29.1 

Pediatric Intensive Care (PICU) 16 20.3 

Number of Visits 

1 38 48.1 

2 13 16.5 

3 9 11.4 

4 5 6.3 

5 3 3.8 

6 2 2.5 

8 2 2.5 

9 1 1.3 

10 1 1.3 

11 1 1.3 

12 1 1.3 

13 1 1.3 
16 1 1.3 
18 1 1.3 
Number of Therapists 
1 13 16.5 
2 66 83.5 
Concurrent Session Provided With 
1 other person 36 45.6 
Parent 14 17.7 
Patient 17 21.5 
Other Family 2 2.5 
Partner 3 3.8 
2 other people 3 3.8 
3 other people 4 5.1 
Other Presence During Session 
Caregiver (non-concurrent session) 26 32.9 
Sitter 1 1.3 
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The mean age reported for patients (N=50) was 8.9±7.8 years, compared to 37.1±13.3 

years as reported by family/other caregivers. Treatment goals (not mutually exclusive) compared 

between patients and family members/other caregivers as shown in Table 6. Both patients and 

family/other caregivers ranked highest in anxiety/stress reduction for the most frequently cited 

treatment goal, though the percentage reported for family/other caregivers was overwhelmingly 

higher (68% vs 83%, respectively). Comfort was the second highest treatment goal reported for 

patients and family/caregivers, though this goal was not as frequent for family/other caregivers 

(60% vs 52%, respectively). Facilitation of self-healing was cited as the third most frequent 

treatment goal for patients and fell second-to-last for family/other caregivers (58% vs 14%, 

respectively). Pain reduction and global/overall well-being both ranked fourth for treatment 

goals—pain also ranked fourth for family/other caregivers though global/overall well-being 

ranked third (Table 6). 

 
 

Table 6. Treatment goals for patients versus family/caregivers 
 

Treatment Goals1
 Patient (n) Patient (%) Rank 

Family/Other 
caregiver (n) 

Family/Other 
caregiver (%) 

Rank 

 N=50  N=29  

 Mean Age (SD): 8.9 (7.8)  Mean Age (SD): 37.1 (13.3)  

Anxiety/Stress Reduction/Relaxation 34 68.0 1 24 82.8 1 

Comfort 30 60.0 2 15 51.7 2 

Facilitation of Self-Healing 29 58.0 3 4 13.8 5 

Pain Reduction 22 44.0 4 10 34.5 4 

Global Well-being, with emphasis on: 22 44.0 4 14 48.3 3 

Physical 26 52.0  12 41.4  

Mental 19 38.0  6 20.7  

Emotional 24 48.0  14 48.3  

Social 9 18.0  10 34.5  

Spiritual 11 22.0  3 10.3  

Sleep 21 42.0 5 1 3.4 7 

Body Awareness 6 12.0 6 2 6.9 6 

Other 1 2.0 7 0 0 N/A 
1 Not mutually exclusive 
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Baseline characteristics of staff recipients of Hospital Heroes sessions. 

Staff 

At the time of this retrospective review of ITK’s pre/post assessment form data 

for the Hospital Heroes program, there were a total of 16 sessions administered to staff 

while providing service in the hospital (separate from Care for the Caregiver events). 

The mean age of recipients was 36.5±4.2 years; 94% were female, and the majority 

identified as Not Hispanic or Latino (75%) and White (100%) (Table 7). 

Table 7. Characteristics of recipients for Hospital Heroes sessions (staff) 

Characteristic Sessions 
(n) 

Sessions 
(%) 

N=16 

Age Mean (SD): 36.5 (4.2) 

Adult (24-29) 2 12.5 

Adult (30-39) 7 43.8 

Adult (40-49) 3 18.8 

Adult (50-59) 2 12.5 

Adult (60-69) 1 6.3 

Adult (70+) 1 6.3 

Gender 

Female 15 93.8 

Male 1 6.3 

Ethnicity1
 

Hispanic or Latino 1 6.3 

Not Hispanic or Latino 12 75.0 

Prefer not to say/Not 
Reported 3 18.8 

Race1 

 White or Caucasian 16 100.0 

1 Not mutually exclusive 

Characteristics of sessions with staff only. 

Staff 

Sessions administered to staff (N=16) were given in the following units in order from 

greatest to least number of sessions: NICU (82%, n=14), PICU and “Other” (both 5.9%, n=1). 
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Nearly all sessions (94%; n=15) were administered by a team of two therapists; the remainder 

were administered by a team of three (6%, n=1). The most common treatment goals reported for 

sessions (not mutually exclusive), in order from highest to lowest frequency, were anxiety/stress 

reduction/relaxation (81.3%), pain reduction (56.3%), global/overall well-being (43.8%), 

comfort (12.5%), other (blood pressure) and facilitation of self-healing (6.3%). Body awareness 

was not a treatment goal for any sessions and sleep is never an applicable treatment goal for 

sessions with staff (Table 8). 

 Table 8. Characteristics of  sessions (staff) 

Characteristic Sessions (n) Sessions (%) 

N=16 

Unit 

Neonatal Intensive Care (NICU) 14 82.4 

Pediatric Intensive Care (PICU) 1 5.9 

Other 1 5.9 

Visit Number 

1 10 58.8 

2 3 17.6 

3 3 17.6 

Number of Therapists 

2 15 93.8 

3 1 6.3 

Treatment Goals1
 

Pain Reduction 9 56.3 

Comfort 2 12.5 

Facilitation of Self-Healing 1 6.3 

Anxiety/Stress Reduction/Relaxation 13 81.3 

Global Well-being, with emphasis on: 7 43.8 

Physical 6 37.5 

Mental 4 25.0 

Emotional 4 25.0 

Social 3 18.8 

Spiritual 1 6.3 

Other 1 6.3 

Not Reported 1 6.3 

1 Not mutually exclusive 
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Pre/Post Assessment Form Data Outcomes for Sessions 

As the purpose is to address feasibility of evaluation, and all HH sessions intend to 

address a patient’s needs in the moment regardless of previous outcomes, all sessions 

administered were included in the collection of data on pre/post assessment forms (to see 

stratified results of initial vs follow-up sessions see Appendix E). This was to help inform 

adherence to the HH program model (team-based, holistic approach; sessions 

administered to patients and family/other caregivers/staff, future efforts; multiple 

modalities administered; pre/post outcomes). Data for 98 sessions was provided by ITK to 

the PI for analyses. Of these, 95 were included in the evaluation (3 sessions were removed 

due to being patients from another hospital)—79 were sessions administered to 

patients/families/caregivers and 16 sessions were to staff. 

Pre/post changes in patients/family members/caregivers (ages 3+). 

Of the 79 sessions administered to patients/family members/caregivers, 32 recipients 

(41%) were able to report at least one outcome measure. Of those who were unable to report 

19% (n=15) were too young to self-report, based on the validated ages for pain and 

fear/distress/anxiety; 3% (n=2) fell asleep because of the session; and 1% (n=1) was suffering 

from such intense pain they were unable to report any measures. The remainder of sessions 

(n=29; 37%) did not collect data elements related to outcomes based on language/cultural 

barriers or because the recipient was experiencing a crisis in the moment deeming data collection 

inappropriate. Of patients/family/caregivers, 18/43 adults (42%) were able to report levels of 

global/overall well-being and 11% (n=2) fell asleep because of the session (Table 9). 

In patients/family/caregivers receiving HH sessions, there is strong evidence to suggest that 

recipients experience statistically highly significant differences in self-reported levels of 1) 

fear/anxiety (p<0.0001), 2) pain (p<0.0001), and 3) overall/global well-being (p=0.001) 

immediately after sessions. Sessions for all age levels resulted in median decreases of 25% in  
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fear/anxiety and 20% decreases in pain. A median 28% increase (31% mean) resulted in adults for 

global/overall well-being immediately after sessions (Table 9). In addition, pediatric patients 

(n=11, ages 5-17) also experienced statistically significant changes in fear (p<0.01) and pain 

(p<0.01). All adults (n=18, ages 18+) experienced statistically significant changes in distress/

anxiety (p<0.05), as well as statistically highly significant changes in pain (p<0.001) and global/

overall well-being (p=0.001). 

Note that 2 of the 31 individuals able to report pre-values fell asleep as a result of the 

session, thus an outcome of “Asleep” is reported and their pre-values are therefore excluded from 

the pre/post analysis (Table 9). Pre/post frequencies (stratified by recipient types) reported for 

each measure and recipient type, based on the scale being used and including sleep as an 

outcome measure, are described in the next sections. 



 Table 9. Median and mean changes in fear/distress/anxiety, pain, and global/overall well-being status (patients/family/caregivers) 

Measure (ages able to report) Recipient Type Range of Scale N 
Mean 
Age 
(SD) 

Median 
Pre 

Median 
Post 

Median 
Difference 

Percent 
Median 
Change 

[Interquartile 
Range] (Median 

Difference) 

Mean 
Pre 

Mean 
Post 

Mean 
Difference 

(SD) 
p value1 

Fear/Distress/Anxiety (ages 
5+) 

Patients/family/other 
caregivers 

0=No fear/anxiety, 
4=Extreme fear/anxiety 

30 
26.3 

(15.4) 
2 1 -1

25% 
decrease 

-2 -1 2.2 0.9 -1.3 (0.92) <0.0001 

Fear (ages 5 -17) Pediatric Patients 0=No fear, 4=Extreme fear 11 
13.1 
(2.3) 

2 1 -1
25% 

decrease 
-2 0 2.1 0.9 -1.2 (1.0) <0.01 

Distress/Anxiety (ages 18+) 
Patients (n=4), 

Parents (n=16), 
Grandmother (n=1) 

0=No anxiety, 4=Extreme 
anxiety 

18 
35.2 

(12.7) 
2 1 -1

25% 
decrease 

-2 0 2.4 0.9 -1.4 (0.86) <0.05 

Excluded as Asleep Post-
Session (ages 18+)  

Patients (n=1) and 
Parents (n=1) 

- 2 
27.5 
(6.4) 

1.5 Asleep N/A N/A N/A N/A 1.5 Asleep N/A N/A 

Pain (ages 3+) 
Patients/family/other 
caregivers 

0=No Hurt, 10=Hurts 
Worst 

30 
26.3 

(15.4) 
4 1 -2

20% 
decrease 

-4 -2 3.6 1.5 -2.1 (1.7) <0.0001 

Ages 3-17 Pediatric Patients - 11 
13.1 
(2.3) 

4 2 -2
20% 
decrease 

-4 -2 5.1 2.4 -2.7 (1.3) <0.01 

Ages 18+ 
Patients (n=4), 

Parents (n=16), 
Grandmother (n=1) 

- 18 
35.2 

(12.7) 
2 0 -2

20% 
decrease 

-2 0 2.9 1.0 -1.9 (1.7) <0.001 

Excluded as Asleep Post-
Session (ages 18+)  

Patients (n=1) and 
Parents (n=1) 

- 2 
27.5 
(6.4) 

1 Asleep N/A N/A N/A N/A 1.5 Asleep N/A N/A 

Global (Overall) Well-being  
(ages 18+) 

Patients (n=4), 
Parents (n=13), 
Grandmother (n=1) 

0mm=Worst you have 
ever been, 10mm=Best 
you have ever been 

16 
34.3 

(13.4) 
3.9 7.35 2.8 

28% 
increase 

1 4.75 3.5 6.6 3.1 (2.5) 0.0010 

Excluded as Asleep Post-
Session (ages 18+)  

Patients (n=1) and 
Parents (n=1) 

- 2 
27.5 
(6.4) 

6.55 Asleep N/A N/A N/A N/A 6.55 Asleep N/A N/A 

1Calculated using the Wilcoxon matched pairs signed-ranks test 
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Moderate-to-severe pain and fear/anxiety in patients/family/caregivers (ages 3+) 

Prior to sessions, 25% (n=8) of all recipients reported levels of pain at or above moderate 

levels (≥6). After sessions, 3.1% (n=1) reported pain at or above moderate levels. In addition, 

while 15.6% (n=5) reported experiencing no pain prior to sessions, the number reporting zero 

levels of pain tripled to 47% (n=15) after sessions and 6.3% had fallen asleep (n=2). Prior to 

sessions, 43.8% (n=14) of recipients (N=32) reported levels of fear/anxiety at or above moderate 

levels (≥3) compared to 6.2% (n=2) immediately after sessions. In addition, while 12.5% (n=4) 

reported experiencing no fear/anxiety prior to sessions, 40.6% (n=13) reported no fear/anxiety 

after sessions and 6.3% (n=2) had fallen asleep (Table 10). 

Table 10. Frequencies of scores reported for pain and fear/anxiety (patients/family/caregivers) 

Patients/Family/Caregivers (Ages 3+) N=32 

Measure (Scale) Pre- (n) Pre- (%) Post- (n) Post-(%) 

Pain (0-10) 

Asleep 0 0.0 2 6.3 

0 (No Hurt) 5 15.6 15 46.9 

2 10 31.3 9 28.1 

4 9 28.1 5 15.6 

6 5 15.6 1 3.1 

8 3 9.4 0 0.0 

10 (Hurts Worst) 0 0.0 0 0.0 
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Fear/Distress/Anxiety (0-4) 

Asleep 0 0.0 2 6.3 
0 (No Fear/Anxiety) 4 12.5 13 40.6 

1 6 18.8 9 28.1 

2 8 25.0 6 18.8 

3 8 25.0 1 3.1 
4 (Extreme Fear/Anxiety) 6 18.8 1 3.1 

Pre/post changes in adults only. 

Moderate-to-severe pain and distress/anxiety in adult patients/family/caregivers 

Prior to sessions, 15% (n=3) of all adult recipients (N=20) reported levels of pain at or 

above moderate levels (≥3) compared to 0% immediately after sessions. In addition, while 20% 

(n=4) reported experiencing no pain prior to sessions, 50% (n=10) reported no pain after sessions 

and 10% (n=2) had fallen asleep. Prior to sessions, 45% (n=9) of all adult recipients (N=20) 

reported levels of fear/anxiety at or above moderate levels (≥3) compared to 20% (n=4) 

immediately after sessions. In addition, while 5% (n=1) reported experiencing no fear/anxiety 

prior to sessions, 35% (n=7) reported no fear/anxiety after sessions and 10% (n=2) had fallen 

asleep (Table 11). 

Table 11. Frequencies of scores reported for pain and fear/anxiety (adult patients/family/caregivers) 

Measure (Scale) Pre- (n) Pre- (%) Post- (n) Post-(%) 

Pain (0-10) 

Asleep 0 0.0 2 10.0 

0 (No Hurt) 4 20.0 10 50.0 

2 8 40.0 7 35.0 

4 5 25.0 1 5.0 

6 3 15.0 0 0.0 

8 0 0.0 0 0.0 
10 (Hurts 
Worst) 0 0.0 0 0.0 
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Distress/Anxiety (0-4) 

Asleep 0 0.0 2 10.0 

0 (No 
Fear/Anxiety) 1 5.0 7 35.0 

1 4 20.0 5 25.0 

2 6 30.0 2 10.0 

3 6 30.0 3 15.0 

4 (Extreme 
Fear/Anxiety) 3 15.0 1 5.0 

Prior to sessions, 50% (n=9) of adult patients/family/other caregivers (N=18) reported 

moderate-to-severe levels of global/overall well-being status (≤4) compared to 22% (n=4) 

immediately after sessions. In addition, while 11.1% (n=2) reported “Worst you have ever been” 

prior to sessions, 0% reported this after sessions and 11.1% (n=2) had fallen asleep (Table 11). 

Moderate-to-severe global/overall well-being in adult patients/family/caregivers 

Prior to sessions, 50% (n=9) of adult patients/family/other caregivers (N=18) reported 

moderate-to-severe levels of global/overall well-being status (≤4) compared to 22% (n=4) 

immediately after sessions. In addition, while 11% (n=2) reported “Worst you have ever been” 

prior to sessions, 0% reported this after sessions and 11% (n=2) had fallen asleep (Table 12). 
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Table 12. Frequency of scores for global/overall well-being (adult patients/family/caregivers) 

PATIENTS/FAMILY/CAREGIVERS 

Pre-Value Reported 
(0-10mm) 

n (N=18) % Post-Value Reported (0-10mm) n (N=18) % 

0 (Worst you have ever 
been) 2 11.1 0 (Worst you have ever been) 0 0.0 

0.7 1 5.6 0.4 1 5.6 

1.7 1 5.6 3 1 5.6 

2 2 11.1 3.5 1 5.6 

2.7 1 5.6 4 1 5.6 

3 1 5.6 5 2 11.1 

3.5 1 5.6 6.5 1 5.6 
4.3 1 5.6 7 1 5.6 
4.7 1 5.6 7.7 1 5.6 
5 3 16.7 8.3 1 5.6 

6.3 1 5.6 8.6 1 5.6 
7 1 5.6 9 2 11.1 

7.2 1 5.6 9.3 1 5.6 
8.8 1 5.6 9.4 1 5.6 

10 (Best you have ever 
been) 0 0.0 10 (Best you have ever been) 1 5.6 
Asleep 0 0.0 Asleep 2 11.1 
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Modalities provided during sessions to patients only 

Of sessions with patients (N=50) modalities consisted of (not mutually exclusive): Reiki 

(90%); Healing Touch (56%); Gentle Massage and Recorded Music (both 36%); Containment 

Holds (34%); Conversation with the Body (32%), Acupressure (30%), Wellness Education 

(28%), and Guided Imagery/Visualization (18%). The remainder included a variety of other 

modality types (n=14) ranging from Breathing Techniques to Story Telling with Touch (Table 

13). 

Table 13. Modalities provided during sessions (patients) 

Modality Provided Sessions (n) Sessions (%) 

N=50 

Reiki 45 90.0 

Healing Touch 28 56.0 

Recorded Music 18 36.0 

Gentle Massage 18 36.0 

Containment Holds 17 34.0 

Conversation with the Body 16 32.0 

Acupressure 15 30.0 

Wellness Education 14 28.0 

Guided Imagery/Visualization 9 18.0 

Breathing Techniques 4 8.0 

Finger Holds 4 8.0 

Meditation 4 8.0 

Emotional Freedom Technique/Tapping 3 6.0 

Polarity 3 6.0 

Singing 3 6.0 

Capacitar 2 4.0 

Sound Healing 2 4.0 

Emotional Release 1 2.0 

Grounding 1 2.0 

Play Therapy 1 2.0 

Reflexology 1 2.0 

Story Telling with Touch 1 2.0 
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Pre/post changes in patients only. 

Of the 50 sessions provided to patients, 15 (30%) were able to report levels for pain 

and fear/anxiety. Of the six adults, two (33%) were able to report levels of overall/global well-

being. A total of 30% (n=15) did not self-report any values as they were too young, 4% (n=2) 

were asleep when the session was administered, 4% (n=2) were unable to report due to the 

situation at the time. The remainder (30%) did not report due to cultural and/or language 

barriers. Note that 2% (n=1 adult patient) able to provide pre-values fell asleep as a result of 

the session. In patients receiving HH sessions who are able to report, there is strong evidence to 

suggest that recipients experience statistically significant differences in self-reported levels of 

fear/anxiety (p=0.0023) and pain (p=0.0015) immediately after sessions. Considering the 

setting, the sample size of adult patients reporting both pre/post measures (n=3) was too small 

to detect changes in overall/global well-being. Sessions resulted in median decreases of 25% 

and 20% for fear/anxiety and pain, respectively and, while not considered statistically 

significant, a median 43% increase (39% average) for global/overall well-being immediately 

after sessions was observed (Table 14). 



Table 14. Median and mean changes in fear/anxiety, pain, and global/overall well-being status (patients) 
Measure 

(ages able to 
report) 

Range of Scale N Median 
Pre 

Median 
Post 

Median 
(Difference) 

Percent 
Median 
Change 

Interquartile Range (Median 
Difference) 

Mean Pre Mean Post Mean 
Difference 

(SD) 

p- value1

Mean Age 
(SD): 14.1 

(5.3); N=15 

Fear/Anxiety 
(ages 5+) 

0=No 
fear/anxiety, 
4=Extreme 
fear/anxiety 14 2 1 -1

25% 
decrease -2 0 1.9 0.8 -1.1 (0.9) 0.0023 

Excluded as 
Asleep Post-
Session 1 1 Asleep - - - - 1 Asleep - - 

Pain     
(ages 3+) 

0=No Hurt, 
10=Hurts Worst 14 4 2 -2

20% 
decrease -4 -2 4.6 2.3 -2.3 (1.5) 0.0015 

Excluded as 
Asleep Post-
Session 1 0 Asleep - - - - 0 Asleep - - 

Mean Age 
(SD): 20.8 
(1.5); N=4 

Global 
(Overall) 
Well-being  
(ages 18+) 

0mm=Worst you 
have ever been, 
10mm=Best you 
have ever been 3 4.7 8.6 4.3 43% increase 2.3 5 3.6 7.5 3.9 (1.4) 0.1088 

Excluded as 
Asleep Post-
Session 1 8.8 Asleep - - - - 8.8 Asleep - - 

1Calculated using the Wilcoxon matched pairs signed-ranks test 

Moderate-to-severe pain and fear/anxiety in all patients (pediatric and adult) 

Prior to sessions, 40% (n=6) of all patients (N=15) reported levels of pain at or above moderate levels (≥6) compared to 6.7% 

(n=1) immediately after sessions. In addition, while 20% (n=3) reported experiencing no fear/anxiety prior to sessions, 40% (n=6) 
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reported no fear/anxiety after and 6.7% (n=1) had fallen asleep. Prior to sessions, 40% (n=6) of 

all patients (N=15) reported levels of fear/anxiety at or above moderate levels (≥3) compared to 

0% immediately after sessions. In addition, while 20% (n=3) reported experiencing no 

fear/anxiety prior tosessions, 40% (n=6) reported no fear/anxiety after sessions and 6.7% (n=1) 

had fallen asleep (Table 15). 

Table 15. Frequencies of scores reported for pain and fear/anxiety for patients able to report 

All Patients  N=15 (Ages 3+) 
Children/Pediatric Patients (Ages 3-17) 

N=11 

Measure (Scale) Pre- (n) 
Pre- 
(%) Post- (n) Post-(%) Pre- (n) 

Pre- 
(%) 

Post- 
(n) 

Post- 
(%) 

Pain (0-10) 

Asleep 0 0.0 1 6.7 0 0.0 0 0.0 

0 (No Hurt) 2 13.3 5 33.3 0 0.0 4 36.4 

2 3 20.0 3 20.0 2 18.2 2 18.2 

4 4 26.7 5 33.3 4 36.4 4 36.4 

6 3 20.0 1 6.7 2 18.2 1 9.1 

8 3 20.0 0 0.0 3 27.3 0 0.0 

10 (Hurts 
Worst) 0 0.0 0 0.0 0 0.0 0 0.0 

Fear/Distress/ Anxiety (0-4) Fear (0-4) 

Asleep 0 0.0 1 6.7 0 0.0 0 0 

0 (No 
Fear/Anxiety) 3 20.0 6 40.0 2 18.2 4 36.4 

1 4 26.7 5 33.3 2 18.2 4 36.4 

2 2 13.3 3 20.0 2 18.2 3 27.3 

3 4 26.7 0 0.0 3 27.3 0 0.0 

4 (Extreme 
Fear/Anxiety) 2 13.3 0 0.0 2 18.2 0 0.0 

Moderate-to-severe pain and fear in pediatric patients only 

Prior to sessions, 45.5% (n=5) of pediatric patients (N=11) reported levels of pain at or 

above moderate levels (≥6) compared to 9.1% (n=1) immediately after sessions. In addition, 

while 0% reported experiencing no pain prior to sessions, 36.4% (n=4) reported no pain after 

sessions. Prior to sessions, 45.5% (n=5) of children/pediatric patients (N=11) reported levels of 
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fear at or above moderate levels (≥3) compared to 0.0% immediately after sessions. In addition, 

while 18.2% (n=2) reported experiencing no fear prior to sessions, 36.4 (n=4) reported no fear 

after sessions (Table 15). 

Moderate-to-severe global/overall well-being in adult patients 

Prior to sessions, 25% (n=1) of adult patients (N=4) reported moderate-to-severe levels of 

global/overall well-being status (≤4) compared to 0% immediately after sessions as one adult 

patient reported “Worst you have ever been” prior to sessions and 0% reported this after 

sessions. In addition, 25% (n=1) had fallen asleep (Table 16). 

Table 16. Frequency of scores for global/overall well-being (adult patients) 

Adult Patients Only 

Pre-Value Reported 

(0- 10mm) 

N=4 
% 

Post-Value Reported 

(0- 10mm) N=4 
% 

0 (Worst you have 
ever been) 1 25.0 0 (Worst you have ever 

been) 
0 0.0 

4.7 1 25.0 5 1 25.0 

6.3 1 25.0 8.6 1 25.0 

8.8 1 25.0 9 1 25.0 

10 (Best you have ever 
been) 

0 0.0 10 (Best you have ever 
been) 

0 0.0 

Asleep 0 0.0 Asleep 1 25.0 

Modalities provided during sessions to parents/family/caregivers only. 

Of sessions with parents/family/caregivers (N=29), similar to sessions with patients, the 

majority consisted of: Reiki (90%); Gentle Massage (62%); Recorded Music (35%); Healing 

Touch and Wellness Education (both 31%); Containment Holds (24%) and Conversations with 

the Body (each 17%). The remainder included a variety of other modalities (n=9) ranging from 

Acupressure to Sound Healing (Table 17). 
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Table 17. Modalities provided during sessions (parents/family/caregivers) 

Modality Provided Sessions (n) Sessions (%) 

N=29 

Reiki 26 89.7 

Gentle Massage 18 62.1 

Recorded Music 10 34.5 

Healing Touch 9 31.0 

Wellness Education 9 31.0 

Containment Holds 7 24.1 

Conversation with the Body 5 17.2 

Acupressure 4 13.8 

Guided Imagery/Visualization 3 10.3 

Finger Holds 3 10.3 

Emotional Freedom Technique/Tapping 2 6.9 

Full-body pressure 1 3.4 

Grounding 1 3.4 

Meditation 1 3.4 

Sound Healing 1 3.4 

Pre/post changes in parents/family/caregivers only. 

Of sessions provided to parents/family/caregivers (N=29), 55% (n=16) reported levels 

for pain and fear/anxiety and 52% (n=14) of adults (N=27) reported levels for global/overall 

well-being (Table 18). Of the 29 sessions, 7% (n=2) were siblings who were too young to 

report. For the remaining 38% (n=11), it was either inappropriate to request measures based on 

the situation or there were cultural and/or language barriers. Note that one adult patient who 

was able to provide pre-values fell asleep as a result of the session. 

In parents/family/caregivers receiving HH sessions who were able to report (N=16), 

there is strong evidence to suggest that recipients experience extremely highly significant 

differences in self-reported levels of fear/anxiety (p<0.001) as well as highly significant 

differences in pain (p=0.0014) and global/overall well-being (p=0.004) immediately after 

sessions. Sessions resulted in median decreases of 50% and 20% for fear/anxiety and pain,



respectively and a median 21% increase (29% average) for global/overall well-being immediately after sessions. Note that 1 

of the 16 individuals able to report pre-values fell asleep as a result of the session (6%), thus an outcome of “Asleep” is 

reported (Table 18). 

Table 18. Median and mean changes in fear/anxiety, pain, and global/overall well-being status for sessions 
(parents/family/caregivers) 

Measure (ages able to report) Range of 
Scale 

N Median 
Pre 

Median 
Post 

Median 
(Difference) 

Percent 
Median 
Change 

Interquartile 
Range 

(Median 
Difference) 

Mean 
Pre 

Mean 
Post 

Mean 
Difference 

(SD) 

p 
value1 

Mean 
Age (SD): 
36.8 
(11.5), 
N=16 

Fear/Distress/Anxiety (5+) 

0=No 
fear/anxiety, 
4=Extreme 
fear/anxiety 15 2.5 1.0 -2

50% 
decrease -2 -1 2.6 1.1 -1.5 (0.8) 0.0007 

Excluded as Asleep Post-Session 1 1 Asleep - - - - 1 Asleep - - 

Pain (3+) 

0=No Hurt, 
10=Hurts 
Worst 15 2 0 -2

20% 
decrease -4 0 2.9 0.8 -2.1 (1.8) 0.0014 

Excluded as Asleep Post-Session 1 0 Asleep - - - - 0 Asleep - - 

Global (Overall) Well-being  (18+) 

0mm=Worst 
you have 
ever been, 
10mm=Best 
you have 
ever been 13 3.25 7 2.1 

21% 
increase 1.00 4.5 3.45 6.4 2.9 (2.7) 0.004 

Excluded as Asleep Post-Session 1 4.3 Asleep - - - - 4.3 Asleep - - 

1Calculated using the Wilcoxon matched pairs signed-ranks test 
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Moderate-to-severe pain and distress/anxiety in parents/family/caregivers only. 

Prior to sessions, 12.5% (n=2) of family/other caregivers (N=16) reported levels of pain 

at or above moderate levels (≥6) compared to 0% immediately after sessions. In addition, while 

12.5% (n=2) reported experiencing no pain prior to sessions, 56.3% (N=9) reported no pain 

after sessions and 6.3% (n=1) had fallen asleep. Prior to sessions, 50% (n=8) of 

parents/family/other caregivers (N=16) reported levels of fear/anxiety at or above moderate 

levels (≥3) compared to 10% (n=2) immediately after sessions. In addition, while 0% reported 

experiencing no fear/anxiety prior to sessions, 38% (n=6) reported no fear/anxiety after sessions 

and 6.3% (n=1) had fallen asleep (Table 19). 

Table 19. Frequencies of scores reported for pain and distress/anxiety (parents/family/caregivers) 

Parents/Family/Caregivers N=16 

Measure (Scale) Pre- (n) Pre- (%) Post- (n) Post-(%) 

Pain (0-10) 

Asleep 0 0.0 1 6.3 

0 (No Hurt) 2 12.5 9 56.3 

2 7 43.8 6 37.5 

4 5 31.3 0 0.0 

6 2 12.5 0 0.0 

8 0 0.0 0 0.0 

10 (Hurts Worst) 0 0.0 0 0.0 

Fear/Distress/Anxiety (0-4) 

Asleep 0 0.0 1 6.3 

0 (No Fear/Anxiety) 0 0.0 6 37.5 

1 2 12.5 4 25.0 

2 6 37.5 3 18.8 

3 4 25.0 1 6.3 

4 (Extreme Fear/Anxiety) 4 25.0 1 6.3 
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Moderate-to-severe global/overall well-being in adult parents/family/caregivers only. 

Prior to sessions, 57% (n=8) of adult family/other adult caregivers (N=14) reported levels 

of global/overall well-being status at or below moderate-to-severe levels (≤4) compared to 29% 

(n=4) immediately after sessions. In addition, while 7% (n=1) reported “Worst you have ever 

been” prior to sessions, 0% reported this after sessions and 7% (n=1) had fallen asleep (Table 

20). 

Table 20. Frequency of scores for global/overall well-being (adult patients/family/caregivers) 

Pre-Value Reported (0- 
10mm) 

n 
(N=14) 

% 
Post-Value Reported (0- 

10mm) 
n 

(N=14) 
% 

0 (Worst you have ever been) 1 7.1 0 (Worst you have ever been) 0 0.0 

0.7 1 7.1 0.4 1 7.1 

1.7 1 7.1 3 1 7.1 

2 2 14.3 3.5 1 7.1 

2.7 1 7.1 4 1 7.1 

3 1 7.1 5 1 7.1 

3.5 1 7.1 6.5 1 7.1 

4.3 1 7.1 7 1 7.1 

5 3 21.4 7.7 1 7.1 

7 1 7.1 8.3 1 7.1 

7.2 1 7.1 9 1 7.1 

- - 9.3 1 7.1 

- - 9.4 1 7.1 

10 (Best you have ever been) 0 0.0 10 (Best you have ever been) 1 7.1 

Asleep 0 0.0 Asleep 1 7.1 

Satisfaction with Hospital Heroes Sessions in Patients/Parents/Caregivers 

The mean satisfaction level self-reported by adult participants (N=22) was 9.61±0.84 and 

the mean satisfaction level self-reported by all patients (N=14) was 9.14±1.03. Children/pediatric 

patients (N=11) reported mean satisfaction of 8.91 ±1.04. Scores reported for satisfaction ranged 

from 7-10 and 8-10 for adults and children, respectively, and clustered at peak scores—thus 

resulting in SD values above the upper limit of 10 for both adult and child scales. Parents/ 
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guardians present for children’s sessions who reported satisfaction scores in relation to their 

children’s sessions (N=6), reported mean satisfaction scores of 9.83±0.41. (Table 21). 

Table 21. Frequencies reported for satisfaction of sessions (adults/patients/parents) 

Adults (self-report) N=22 

Score Frequency (n) 
Percent 

(%) 

7 1 4.55 

8 2 9.09 

9 2 9.09 

10 17 77.27 

Mean (SD) 9.61 (0.84) 

Asleep post-session 2 - 

Adult and Pediatric Patients (self-report, ages 3+) N=14 

Score Frequency (n) 
Percent 

(%) 

8 6 42.86 

10 8 57.14 

Mean (SD) 9.14 (1.03) 

Asleep post-session 1 - 

Children/Pediatric Patients (self-report, ages 3-17) N=11 

Score Frequency (n) 
Percent 

(%) 

8 6 54.55 

10 5 45.45 

Mean (SD) 8.91 (1.04) 

Parent/guardian satisfaction with child's session N=6 

9 1 16.67 

10 5 83.33 

Mean (SD) 9.83 (0.41) 

Likelihood to Recommend the Hospital in Adult Patients/Parents/Guardians 

Adult self-report 

The mean response given by adult patients/parents/caregivers (N=19) was 3.84±0.37 with 

a median response of 4 [Interquartile range (IQR) of 4, 4] for both pre/post values. Note that 1 

patient who was able to report a pre-value of 4 fell asleep as a result of their session and 1 
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parent/caregiver who also fell asleep did not report, so these were excluded from the analyses. Of 

responding adults patients/parents/caregivers, 84.2% (n=16) reported “4- YES, they would 

definitely recommend the hospital” and 15.8% (n=3) reported “3- YES, they would probably 

recommend the hospital”. 0% reported values of 2 or 1-NO they would probably not or definitely 

not recommend the hospital, respectively. As expected, there was no change in likelihood to 

recommend during this time (measure intended to monitor trends over longer periods of time). 

The mother of a NICU patient made a hand-written comment on the form where she reported a 

ranking of “3” and stated that she would increase her score “if ITK is there”. 

Parent/guardian report for pediatric patients (17 and under) 

The mean response given by parents/guardians who spent the most time with the child in 

the hospital (N=11) was 3.73±0.65 with a median response of 4 (IQR of 4, 4) for both pre/post 

values. Note that 1 parent/guardian who fell asleep as a result of their concurrent session could 

not report, so these were excluded from the analyses. Of responding parents/guardians, 81.8% 

(n=9) reported “4- YES, they would definitely recommend the hospital”, 9.1% (n=1) reported 

“3- YES, they would probably recommend the hospital”, and 9.1% (n=1) reported 2- NO they 

would probably not recommend the hospital, respectively. As expected, there was no change in 

likelihood to recommend during this time (measure intended to monitor trends over longer 

periods of time). The mother of a NICU patient made a hand-written comment on the form 

where she reported a ranking of “3” and stated that she would increase her score “if ITK is 

there”. 

Modalities Provided During Sessions to Staff 

The majority of sessions with staff (N=16) consisted of: Reiki (75%), Gentle Massage 

(69%), Recorded Music (50%), Healing Touch (38%), Wellness Education (31%), and Recorded 
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Music (both 40%), Healing Touch (38%), and Wellness Education (31%). The remainder 

consisted of a a variety of other modalities (n=5) ranging from Acupressure to Polarity (Table 

22). 

Table 22. Modalities provided during sessions to staff 

Modality Provided Sessions (n) Sessions (%) 

N=16 

Reiki 12 75.00 

Gentle Massage 11 68.75 

Recorded Music 8 50.00 

Healing Touch 6 37.50 

Wellness Education 5 31.25 

Acupressure 2 12.50 

Conversation with the Body 2 12.50 

Guided Imagery/Visualization 2 12.50 

Containment Holds 1 6.25 

Polarity 1 6.25 

Pre/Post Changes in Sessions with Staff 

Of the 16 sessions provided to staff, 16 individuals (100%) were able to report levels for 

pain, fear/anxiety, and overall/global well-being. Of the 15 participants, 1 individual reported 

values outside the range of the scale post-session (scores of -2 for both the pain and anxiety 

scales, which range from 0-10 and 0-4, respectively) and so these values could not be included in 

the median/mean changes and matched-pair analysis reported below (Table 15). In staff 

receiving HH sessions, there is strong evidence to suggest that recipients experience extremely 

highly significant differences in self-reported levels of distress/anxiety (p=0.0012), pain 

(p=0.0014), and global/overall well-being (p=0.0032) immediately after sessions. Sessions 

resulted in median decreases of 25% and 20% for fear/anxiety and pain, respectively and a 

median 13% increase (15% average) for global/overall well-being immediately after sessions. 

(Table 23).



Table 23. Median and mean changes in distress/anxiety, pain, and overall/global well-being  for sessions (staff) 
Measure Range N  Median 

Pre 
Median 

Post 
Median 

Difference 
Percent 
Median 
Change 

Interquartile 
Range (Median 

Difference) 

Mean 
Pre 

Mean 
Post 

Mean 
Difference 

(SD) 

p- 
value1 

Distress/Anxiety 
0-4; 0=No anxiety,
4=Extreme anxiety 15 1 0 -1

25% 
decrease -1 0 1.7 0.8 

-0.87
(0.64) 0.0012 

Value Outside Range 1 0 -2 -2
50% 

decrease N/A N/A 0 -2 N/A N/A 

Pain 
0-10; 0=No Hurt,
10=Hurts Worst 15 4 1 -2

20% 
decrease -3 0 3.5 1.3 -2.2 (1.9) 0.0014 

Value Outside Range 1 0 -2 -2
20% 

decrease N/A N/A 0 -2 N/A N/A 

Overall/global 
Well-being 

0-10; 0mm=Worst
you have ever been,
10mm=Best you have
ever been 16 6.25 8 1.3 

13% 
increase 0.5 2.05 6 7.5 1.5 (1.6) 0.0032 

1Calculated using the Wilcoxon matched pairs signed-ranks test 

Distress/Anxiety and Pain in Staff 

Prior to sessions, 25% (n=7) of staff (N=16) reported levels of pain at or above moderate-to-severe levels (≥6) compared to 0% 

immediately after sessions. Prior to sessions, 25% of staff (n=4; n=16) reported levels of distress/anxiety at or above moderate levels 

(≥3) compared to 6.25% (n=1) immediately after sessions. In addition while 12.5% (n=2) reported no fear/anxiety prior to sessions 

56.25% reported values equal or less than 0 (n=8 reported “0” and n=1 reported a hand-written value of “-2”, below the range). 
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While 31.25% reported experiencing no pain prior to sessions, 50% (n=8) reported values equal or less than 0 (n=8 reported 

“0” and n=1 reported a hand-written value of “-2”, below the range). In addition while 0% reported below the range limit of 0 prior to 

sessions, 5.9% (n=1) reported a value of -2 for post-pain and distress/anxiety (values excluded from median analyses)(Table 24). 

Table 24. Frequencies of scores reported for pain and distress/anxiety pre/post sessions (staff) 

Measure (Scale) N=16 

Pain (0-10) Pre- (n) Pre- (%) Post- (n) Post-(%) 

Number Below Range - - 1 6.25 

0 (No Hurt) 5 31.25 7 43.75 

2 1 6.25 6 37.5 

4 6 37.5 2 12.5 

6 3 18.75 0 0 

8 1 6.25 0 0 

10 (Hurts Worst) 0 0 0 0 

Distress/Anxiety (0-4) 

Number Below Range - - 1 6.25 

0 (No Fear/Anxiety) 2 12.5 8 50 

1 7 43.75 3 18.75 

2 3 18.75 3 18.75 

3 4 25 1 6.25 

4 (Extreme Fear/Anxiety) 0 0 0 0 
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Global/Overall Well-Being in Staff 

Prior to sessions, 75% (n=12) of staff reported levels of global/overall well-being status 

at or above moderate levels (≥5) compared to 88% (n=14) immediately after sessions (Table 25). 

Table 25. Frequency of scores reported for overall well-being pre/post sessions 
(staff) 

Pre-Value 
Reported (0- 

10mm) 
n % 

Post-Value 
Reported (0- 

10mm) 
n % 

N=16 N=16 

0 (Worst you have 
ever been) 0 0.0 

0 (Worst you 
have ever been) 0 0.0 

2 1 6.3 2 1 6.3 
2.7 2 12.5 - - - 
4 1 6.3 - - - 
5 1 6.3 - - - 

5.7 1 6.3 4.8 1 6.3 
6 2 12.5 6 1 6.3 

6.5 1 6.3 6.5 1 6.3 
7 1 6.3 7 1 6.3 

7.4 1 6.3 7.3 2 12.5 
7.8 2 12.5 8 2 12.5 
8 1 6.3 8.2 2 12.5 

8.5 1 6.3 8.5 1 6.3 
9.3 1 6.3 9 1 6.3 

- - - 9.5 1 6.3 
- - - 9.7 1 6.3 

10 (Best you have 
ever been) 0 0.0 

10 (Best you have 
ever been) 1 6.3 

Staff satisfaction with Hospital Heroes sessions. 

The mean satisfaction level self-reported by staff participants (N=16) was 9.44±0.81 

Scores reported for satisfaction ranged from 8-10 (Table 26). 

Table 26. Frequencies reported for satisfaction 

Score Frequency (n) Percent (%) 

N=16 

8 3 18.75 

9 3 18.75 

10 10 62.50 

Mean (SD) 9.44 (0.81) -
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Retrospective Case Studies 

The following are retrospective case studies (child, young adult and parent, dyad/family, 

and staff) selected in collaboration with HH therapists and a Banner pediatrician in an attempt to 

reach saturation of potential session outcomes not capable of being reflected in the pre/post 

assessment forms. Data included in case studies was extracted from the electronic health record 

(EHR), comprising multiple perspectives, including those entered into the patient’s EHR by 

Child Life staff, licensed clinical social workers (LCSW), pediatric nurse practitioners (PNP’s), 

physicians, and notes from HH therapists scanned into the EHR by the Child Life department; 

notes in the EHR and reports from HH therapists also include direct quotes shared with these 

individuals mentioned above by their patients and/or their parents/caregivers/other family 

members. Case data for staff came from ITK's records and an interview with the HH therapist. 

CASE ONE: Hospital Heroes session for a child requiring pharmacological intervention 

A 7-year-old child who had an osteotomy of her left femoral neck, and had a cast on her 

leg as a result, was selected as a representative case study for a child. Her case was selected 

because the HH session was unable to provide direct relief for her, yet other elements of support 

were provided in order to meet treatment goals and these were not capable of being captured in 

the pre/post assessment forms. According to the EHR, this patient was referred for a session by 

Child Life. The scanned note from ITK volunteers indicated that the “patient was extremely 

uncomfortable, left leg cast was preventing her from scratching, severe itching. Utilized guided 

imagery, gentle foot massage, conversation with the body, containment holds and reiki to help 

soothe her frustration." Treatment goals for the session, which lasted from 1:00-1:30pm, 

included: “pain reduction, comfort, anxiety/stress reduction/relaxation, physical support, and 

social support”. According to the ITK therapist, this session was the first time she (the therapist) 
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felt as though she was unable to provide any relief as “medicine was the answer here”. She 

believed the patient needed pharmacological intervention to relieve the severe itching but 

because the child was to be discharged soon the medical team did not want her to fall asleep due 

to the medication. However, the child and her mother had not slept all night; they were both 

restless since her surgery 48-hours prior and needed to sleep. According to the ITK therapist, the 

HH team worked with the family and staff to reprioritize the immediate needs of the patient. The 

HH team believed that the pressing interest to discharge the patient needed to be re-evaluated 

because the child was in a state of extreme discomfort. According to a note in the EHR later that 

afternoon, the patient “received diphenhydramine (Benadryl) at 2:04PM” and “was also 

discharged on hydrocodone-acetaminophen (hycet) for pain”. 

This case demonstrates how social support provided as part of a session can empower a 

patient/caregiver to communicate their needs to mobilize their medical team. It also exemplifies 

the awareness of ITK therapists regarding when they are unable to provide relief, and 

recognizing when a patient’s needs may best be addressed via pharmacological intervention. 

Lastly, this case highlights that HH sessions operate under an integrative model of care and 

shows how ITK therapists are able to advocate for patients in this setting. 

CASE TWO: Hospital Heroes session for an adolescent male with a brain tumor 

A 17-year-old male with a brain tumor and hydrocephaly was selected as a representative 

case study for an adolescent unable to report. This patient was experiencing a prolonged, severe 

state of distress/anxiety thus, HH therapists could not review the self-report measures with him 

as intended, based on the situation. According to the note from the ITK therapist later scanned 

into the EHR by Child Life, the “patient requested assistance feeling comfortable in this 
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environment and sleeping. (He) presented with high level of anxiety and rapid heart and 

respiratory rate.” The patient expressed overall impatience with his current experience in the 

hospital. According to the EHR, for his first HH session, the following modalities were 

provided: “gentle massage, reiki, guided imagery, conversation with body, containment holds, 

acupressure, wellness education, and storytelling with touch. Treatment goals for the session 

included: body awareness, comfort, sleep, facilitation of self-healing, anxiety/stress 

reduction/relaxation, and global well-being.” 

After his HH session, a licensed clinical social worker (LCSW) checked-in with the 

patient and his father. The LCSW indicated in the EHR that the patient was “resting in bed, 

though aware of the conversation occurring between (LCSW) and his dad, as he responded to 

inquiries”. The patient told the LCSW he “liked the massage work provided by ITK”. The 

LCSW “assured the patient and his father that ITK will be contacted so they can provide their 

services regularly for the patient”. The LCSW also “made the father aware of ITK services and 

their availability for parents. The father stated he was impressed with the ITK results, as he had 

uncertainties when he received the call (for consent-to-treat); yet when he saw his son later, he 

knew this service was of great usefulness to his son”. 

This case demonstrates that a recipient might not always be able to report pre/post 

outcomes on assessment forms however, this does not mean that there was no impact 

experienced by the recipient as a result of HH sessions. It also exemplifies how 

parents/caregivers not present for HH sessions are able to witness the impact on their children 

afterwards. 

CASE THREE: Hospital Heroes sessions for a dyad/family during their daughter’s 

hospitalization and end-of-life oncological care 
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An 8-year-old female with Acute Myeloblastic Leukemia (AML) and her family were 

selected as a representative case study primarily because of the transformation that occurred 

within the mother (age 44) over the course of her daughter’s treatment at the hospital. Services 

for this family were requested from ITK directly by the Director of Nursing as the family was 

extremely difficult for the staff to work with (toward the beginning of their daughter’s stay at the 

hospital, the mother was placing a lot of restrictions on the staff’s accessibility to the patient). 

The Director of Nursing was unsure if the family would be receptive to receiving HH services, 

though she decided to refer services in the event that the family and staff might benefit from the 

additional support. While the mother was receptive to her daughter receiving an initial and 

follow-up HH sessions (N=13), she initially would not allow the HH team-based approach and 

would only permit one HH therapist into the room. 

According to the ITK therapist, during the first HH session in early May 2016, the 

mother experienced an “emotional release and expressed her frustration with the staff and her 

daughter’s illness. She allowed only 1 HH Team Member to enter her daughter’s room. Her 

understanding of our services at that time was limited to the range of our first visit - a social, 

playful interaction while massaging (her daughter’s) feet. After that, the mother would allow 

only this specific session structure - which was uplifting and energizing. It had become evident 

that the patients mother was feeling out of control and needed to find it in guiding the way 

everyone in the hospital did his or her job. I was able to give her the space to gradually stretch 

her constraints around our program to further develop our relationship, and to allow us to rise to 

serve her families collective and individual needs.” 

Notes from the first two visits entered into the EHR by Child Life state that the respective 

ITK therapist wrote the following note: 
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Visit 1: “Provided bilateral foot massage for pt with lotion. Engaged pt in playful 

massage games, incorporating hand massage and reflexology. Pt is highly social and 

carried a conversation throughout session. Topics ranged from light-hearted happy 

stories to the reality of missing her friends, dogs, and other family members. Pt enjoyed 

the interaction and requested I return.” 

Visit 2: "Provided light touch massage with lotion to both lower legs and feet." 

Afterwards, according to the HH therapist, “the mother refused additional sessions for her 

daughter for a few weeks because she thought foot massage would be too stimulating for the 

patient in her deteriorating condition. She was not yet aware of the full range of our services - 

also that our program is designed to meet the needs of the individual as they shift. ” In an excerpt 

from the next note, entered into the EHR 3 weeks after her last session with HH, the LCSW 

demonstrates how even  several weeks later, ITK left a lasting impact: 

“Patient states arts, crafts, and music therapy help her cope with her illness and 

prolonged hospitalization […] She engages in conversation very easily with those 

she comes in contact with. Accordingly she enjoys visits from Integrative Touch, 

Beads of Courage, Child Life, and the music and art therapist.” 

After the patient’s mother declined HH sessions for a couple weeks, according to the HH 

therapist, she “redirected and instead I offered a relaxing, calming treatment including a foot 

massage to just Mom. During this session, she noticed that (her daughter’s) vitals stabilized just 

by my being in the room. At that point, she began to inquire about additional modalities and 

services available from HH sessions for (her daughter). So I gave Mom a session of wellness 

education regarding techniques for managing overwhelming emotional states and she shared 

with us afterwards that she felt as though she now had a way to occupy herself ‘with something 

productive in the middle of the night’ when she could not sleep. She later was open to having 

(her daughter) resume with HH sessions”. After the HH session with Mom, Child Life entered 

the following into the EHR: 
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Visit 3: “Certified Child Life Specialist referred patient to Integrative Touch for 

Kids. Integrative Touch Therapist to facilitate healing and relaxation through non 

pharmaceutical methods. Modalities Provided: gentle massage, reiki, 

acupressure, containment holds. Treatment Goals: emotional/moral support, 

facilitation of self-healing, stress reduction/relaxation. ITK Therapist wrote the 

following note: ‘Patient requested a foot massage with lotion to feet and low legs 

on both sides. Engaged in conversation and relaxing connection. She settled into 

her bed to 'rest' at the end of the session.’” 

A week and a half later, according to a note in the EHR made by Child Life, Mom was 

becoming extremely grateful: 

Visit 4: “Pt was referred to Integrative Touch for Kids Hospital Hero (therapist) 

by Child Life […] The following was provided: Reiki, conversation with the body. 

Treatment Goals for the Session: pain reduction, sleep, emotional/moral support, 

facilitation of self-healing, stress reduction/relaxation. Note from ITK (therapist), 

as follows: ‘Pt was curled up in bed trying to sleep in serious paint with nausea. 

Provided gentle energy therapies including Reiki and conversation with the body. 

Prior to session pt had a fever and high BP and PO; following the session, fever 

dropped and biometrics leveled out considerably. PT's mother was extremely 

grateful!’ Child Life will continue to refer pt to ITK services in order to facilitate 

coping and promote relaxation during hospitalization.” 

By the 6th session, Mom had become open and receptive to having the therapists enter the room 

to provide services for her daughter based on the positive outcomes she had previously 

experienced. Per the EHR note entered by Child Life: 

Visit 6: “Certified Child Life Specialist referred patient to Integrative Touch for 

Kids. Integrative Touch Therapist to facilitate healing and relaxation through 

non-pharmacological methods. Modalities Provided: conversation with the body, 

wellness education Treatment Goals: facilitation of self-healing. ITK Therapist 

wrote the following note: ‘Conversation with the body to facilitate healing and 

reduce pain and stress in the body. The head, heart/chest, abdomen, arms, legs, 

feet, and hands were addressed energetically and wellness education was 

provided. The mom was very open and receptive to treatment for her daughter, 

since she has had positive benefits from this in the past.’ " 

After this purely energetic session, which included no touch (Visit 6), provided while the 

patient was not conscious, the HH therapist “received a call from a member of the hospital staff 

after I had left informing me that when (the patient) woke up. (Patient) shared with her family 

and staff that she would like me to return saying ‘bring back the lady with the warm hands’.” 
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According to the HH therapist, the patient had been struggling to stay warm and so it was 

validating to her that the child subconsciously remembered this purely energetic session and the 

patient felt the goal/intention. 

The next day, in a note entered into the EHR by Child Life, Visit 7 is described where 

therapies were administered to the patient following chemotherapy: 

Visit 7: Certified Child Life Specialist referred patient to ‘Integrative Touch for 

Kids’ (ITK) Therapist to facilitate healing and relaxation through non- 

pharmacological methods. Modalities Provided: Gentle Massage, Reiki, 

Acupressure. Treatment Goals: Facilitation of Self-Healing, Stress 

Reduction/Relaxation/Comfort, Balance ITK Therapist, Nancy McCarthy, wrote 

the following note: ‘Provided light-touch massage without lotion to both lower 

legs and feet, left arm and hand. Reiki for balance. Acupressure to tonify kidneys. 

Patient seemed to enjoy and relax with feathery touch.’ Child Life will continue to 

refer patient to ITK services in order to facilitate coping and promote relaxation 

during hospitalization. 

Four days later, in regards to Visit 7, Child Life entered the following into the EHR, “Mother 

stepped out of pt's room to initiate conversation with CCLS. Mother asked that ITK visit pt at 

least once this week […] Mother appreciative and expressed she feels like the Reiki performed 

by ITK is what helped pt get through procedure last week. Mother verbalized pt has been very 

tired and sleeping most of the time. CCLS inquired about (brother) and mother was glad CCLS 

talked with him Saturday. No other needs identified. Child life services will continue to be made 

available as needed.” 

According to the HH therapist, at every subsequent session with the mother, “we would 

support and validate the quality of care she was giving to (her child), our team worked to help 

the mother to feel less hopeless. We continued to teach her tools and over time her dialogue with 

her daughter transformed drastically from ‘we can’t lose this battle—fight, fight, fight…’ to ‘I 

love you just the way you are’ and eventually to ‘I love you enough to let you go.’” According to 

another HH therapist, “The mother initially defined the entire hospital experience as a fight and 
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battle to be won because she had no other spiritual framework for reframing and understanding 

the process of dying. After she began to change her perspective, she started to soften and allow 

herself to enjoy the quality time she had left with her daughter. While she was initially angry 

with staff, as the outcomes were not what she wanted, she shifted to treating staff with immense 

gratitude—putting up poster boards for the staff (thanking them; painting the windows in 

appreciation for the staff, and what they were doing for her family). These remain posted at the 

hospital even now, over one year later. Internally, the mother transformed from being in a place 

of anger to one of gratitude. HH therapists helped to model to her that there was great insight and 

transformation to be learned from her daughter’s illness, which affected how she coped with her 

situation. She changed her perspective from one of great loss to recognizing that in some form 

her daughter would continue to live on and this was reassuring to the mother.” 

According to the HH therapist, the final HH session (Visit 13) was administered days 

before she passed and included “therapeutic session for the patient utilizing non-touch, gentle 

energetic techniques to support her at end of life. During the session, using non-verbal 

communication, she asked me to share a prayer with her mother. I repeatedly requested to share 

the prayer non-verbally, considering the mothers fragile state. It was at this point that the patient 

previously quite sedated, opened her eyes, smiled at me - indicating her request, nodded - 

encouraging my follow through, and returned to a state of deep rest. At that point I shared the 

following verse with her mother who immediately broke into tears, hugged me, and had me write 

it down to share with her husband and son. She passed away within the day.” 

The HH therapist stated, “The verse is an ancient Hawaiian prayer for making right with 

all your relations—it can be used as a mantra or meditation for forgiveness or reconciliation. In 

this instance, it provided the patients devastated family a simple tool to lovingly manage their 
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crippling grief and allow their daughter to the freedom to take the final steps in her journey. It 

can be written, sang, thought, or said in English and Hawaiian—giving each person in the family 

an opportunity to negotiate their own relationship to the tool: 

Ho’oponopono 

(which translates to) 

I love you. 

I’m sorry. 

Please forgive me. 

Thank you.” 

The patient passed away when she was eight-years old. The mother’s final hand-written 

and de-identified words, personally thanking the primary HH therapist on the back of a memorial 

card (cards also sent to hospital staff), were: 

“Dearest Ms. (HH Therapist), 

Thank you for facilitating, encouraging and supporting such a loving and 

peaceful presence during (my daughter’s) journey. She visits us and lets us know she’s 

here—just in a different dimension. We are navigating and experiencing our grief while 

also being reminded of the power of pain. It is in our pain that we truly understand the 

depth of our love. 

Peace and Many Blessings, 

(Father, Mother, & Son)” 

This case demonstrates the essence of ITK as described in Aim 1 and highlights how HH 

sessions can impact a Child, a Family, even a Hospital Unit/Community over time. The benefits 

to the child during her treatment and end-of-life care are apparent from the multiple perspectives 

shared above. In addition, the child’s mother transformed tremendously and as a result, she and 

her daughter were able to cope better, improve relationships with hospital staff, and receive more 

exposure and resources available to support the patient and family. This case also exemplifies 

how ITK therapists are able to respect boundaries, while also identifying and addressing the 
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various needs of the family system in an adaptive and appropriate way. The evolution of 

gratitude that the mother shared with the hospital staff, which changed greatly from how she had 

interacted with staff originally, is evident in the messages still displayed on walls, doors, and 

windows in the unit today – potentially influencing the environment/culture of the hospital unit 

over time simply with their presence. Lastly, this case highlights HH sessions in an ethnographic, 

culturally appropriate way to demonstrate the impact of sessions in the moment and over time— 

to gain a greater understanding about the quality of services delivered. 

CASE FOUR: Hospital Heroes sessions for a senior-level staff member suffering from grief 

due to the death of a long-time colleague 

A senior-level staff member for the Pediatric/Oncology and Bone Marrow Transplant 

Unit was selected as a representative case study for a staff session. Her case was selected 

because the short HH session was able to provide a direct benefit to her both personally and 

professionally, thereby influencing the quality of care she was able to provide to patients. 

According to the recipient’s testimonial obtained from ITK’s records, written at her leisure after 

the session, she stated: 

“I have been overjoyed with the miracle of survival and recovery and humbled by 

the strength of families as they navigate unbelievable sadness. Given all of my 

emotional experience, I never imagined that I would have such a powerful 

response to the death of one of our team members I had worked alongside for the 

past 25 years and his loss brought-on a personal sadness that was limiting my 

ability to perform as the manager and ‘strength’ of our unit.” 

Later in the testimonial, she continued: 

“During this time (prior to the session) I happened to be meeting with two of the 

members of Hospital Heroes in regards to events they were planning for our 

families. They recognized that I appeared to be distracted and distressed, and 

offered to perform Reiki and meditate with me. It was one of the most profoundly 
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spiritual experiences I have had. I felt at peace with ‘loss and sadness” (and) they 

demonstrated compassion for me as a caregiver and gave me the ‘strength’ I 

needed to continue to help others.” 

According to the HH therapist, the session was offered to this staff member to support her 

during this difficult time and to assist her in balancing her emotional state. The scanned note in 

ITK’s records indicates that the HH therapists “provided (a) 10-minute Reiki mini-session to 

support movement of grief and stress from loss of beloved employee” and offered Conversation 

with the Body (see Appendix F). One HH therapist sat and meditated with her providing Guided 

Imagery/Visualization and breath work while another provided non-touch therapies (Reiki and 

Conversation with the Body). One of the HH therapists stated, “I don’t think she realized how 

important (her colleague) was to her and I never would have imagined the session we provided 

had such an impact on her.” In addition, the staff member’s testimonial expressed appreciation 

for HH stating, “I am grateful for this program; for what they provide for our patients and 

families and for what they provide to our staff”. 

This case highlights how HH sessions can affect staff members at-risk of burnout, 

influencing their personal well-being as well as the quality of care they are able to provide to 

patients and the support they offer to their colleagues. In addition, this senior-level staff member 

recognized not only the impact the session made on her professional abilities but also that of the 

HH program overall in providing benefit to the Whole Child, the Whole Family, and the Whole 

(Hospital) Community in this setting. 

CHAPTER 6: DISCUSSION 

This chapter provides a summary and discussion of the findings from the evaluation 

under the three inter-related elements of Donabedian’s Quality Framework as well as from the 
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current literature. It concludes with the strengths and limitations of this evaluation, as well as 

recommendations for the ongoing research and evaluation of the Hospital Heroes Program. 

Summary of Findings 

These results presented herein were to assess feasibility of the evaluation of the HH 

program for quality. In alignment with the EAES, the overall evaluation was a triangulation of 

theories, research participants, and data collection methods (Whitehead, 2002). Furthermore, this 

evaluation followed the six generic steps and standards provided by the CDC for the evaluation 

of public health programs (Centers for Disease Control and Prevention (CDC), 1999). This work 

resulted in the creation of evaluation instruments, an assessment of quality and summaries of the 

programmatic structure, Delphi (expert) consensus of processes and Concept Map 

representations for each element, and retrospective reviews of data and records in order to 

provide a coherent, ethnographic understanding of the feasibility for evaluating program 

components and quality. 

Throughout the process, participants were incorporated as equal partners in the design, 

analyses, and dissemination of results—always being given the opportunity to correct/validate 

the interpretations to ensure results presented are culturally appropriate. It is important to 

highlight that the results presented herein were more thoroughly saturated/informed by 

immersion and phenomenological inquiry (Munhall, 2012). That is, the DrPH student: 1) 

moderated ethnographic conversations with therapists prior to designing the evaluation; 2) 

shadowed over one-week of HH shifts prior to finalizing evaluation instruments; 3) attended HH 

weekly case-review meetings for over one year; and 4) participated in monthly ITK REC 

meetings over the course of a year. As a result, she gained a deeper understanding of ITK and 

HH program culture, HH sessions, the important role of therapists in the holistic approach to 
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hospital care, coordination of care processes, and the impact of sessions on recipients. 

Evaluation results were therefore not elucidated by the questionnaires, interviews, Delphi

method, and retrospective reviews alone. Thus, it is vital that anyone using the evaluation model 

described here also incorporate immersion and phenomenological inquiry in such an approach. 

For Aim 1 (Structure), both the short- and long-term visions revealed a desire to offer the 

existing program model to a greater number of individuals to where it eventually becomes the 

standard of care for all hospitals. The main theme that evolved around sessions was that they are 

dynamic and patient-led –intended to address an individual’s needs in the moment, through the 

offering of love in its various forms. In reviewing the background and skills questionnaires 

completed by therapists, the quality of the therapists and staffing ratios met/exceeded program 

criteria for quality. The areas for improvement identified included training provided previously 

by the program as well as a desire for additional training. As this evaluation was a partnership 

involving ITK throughout the entire process, upon learning this the ED immediately scheduled 

training which was completed by all HH therapists (and included the study PI). Future training 

offerings are being incorporated into the program as an ongoing element for expanding therapist 

skills and program services. This is significant as the experience and training of therapists is 

vital to standardizing and improving their individual and team skillsets, enhancing the types and 

quality of modalities they are able to provide to all recipients during sessions.  

For Aim 2, therapist consensus on elements of process related to the team-based model 

was achieved; results were summarized in a culturally appropriate way. The Concept Maps 

created as a result of this work will be used by ITK as part of their ongoing and future training 

and educational HH program components and in order to maintain program fidelity as the HH 
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program expands and replicates across various hospital settings (within and beyond the Tucson 

community). In addition, these Concept Maps can be tailored by other groups of CAM therapists for 

hospital/clinical settings, as appropriate.  For Aim 3, the creation of pre/post assessment instruments 

and the analyses of data collected by these forms provided baseline monitoring/evaluation results to 

support that the HH program model is being implemented as intended. There is also strong evidence 

to suggest that in participants able to respond, the treatment goals to reduce pain and fear/anxiety, 

and increase  global/overall wellbeing, are being met by HH sessions. Nearly all recipient types able 

to respond (aside from adult patients, due to the children’s hospital setting and shorter data 

collection period) reported significantly lower levels of fear/distress/anxiety and pain, as well as 

significantly increased levels of global/overall well-being. Recipients also reported high levels of 

satisfaction and likelihood to recommend the hospital overall; means plus one SD reported 

exceeded the largest observation for each measure (10 and 4, respectively), indicating peaks near 

the maximum rankings with a small tail toward lower values which did not fall below 7 or 3 for 

satisfaction and likelihood to recommend, respectively. Moderate-to-severe levels of 

fear/anxiety, pain, and global/overall well-being were able to be addressed non- pharmacologically 

by HH sessions—some sessions even resulted in recipients falling asleep. Case studies highlighted 

additional outcomes of ITK’s unique model of Whole Child, Whole Family, Whole Community 

qualitatively within a holistic, integrative, and ethnographic context. While further research and 

evaluation is needed in order to strengthen these findings, the evidence-based outcomes from this 

feasibility assessment of evaluation effort add to the sparse literature available on the evaluation of 

CAM services for pediatric, hospitalized patients and their family members.  Therefore, evaluation 

of the HH program at Banner’s Diamond Children’s Hospital was shown to be feasible and 

evidence suggests that program services are meeting and exceeding ITK’s criteria for quality, as 

well as those of the Joint Commission for offering patients non- pharmacological management of 

pain.
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The primary strength of this evaluation was that it incorporated the triangulation of theories, 

researchers, and mixed-methods using community-based participatory and ethnographic approaches 

in order to assess the quality of the Hospital Heroes program under the widely-used Donabedian’s 

Quality Framework. In addition, pre/post assessment forms incorporated validated  measures to 

assess the impact of sessions quantitatively under a holistic, integrative lens while retrospective case 

studies highlighted additional qualitative aspects of session outcomes as they relate to the HH 

program model and scope. While the sample size was not as large as expected based on those 

reported for previous years (due to therapist turnover) and the shorter period of data collected (using 

the versions of the instruments completed by HH therapists as reported here), the original (N=98) 

and final samples (N=95) included ~50% of the sessions delivered for 2017 to-date (N=~200/6 

months). Another significant strength of this evaluation is its alignment with the needs of the 

intended user. This was reflected in the response to the evaluation from ITK’s Founder and ED who 

stated: 

“The way that the research was designed was extremely compatible with the 

design of the program” (…) “the quality of the evaluation was so much higher 

because it was really aligned with the most essential qualities in the Hospital 

Heroes program design” (full response in Chapter 6). 

One of the limitations of Aim 3, which was expected, was that not all individuals were able to 

Strengths, Limitations, and Immediate Efforts to Address Limitations



report pre- and post-assessment scores, and some individuals who fell asleep as a result of the 

session were not able to report post-scores. Sleep was an anticipated outcome and is a benefit to 

one’s healing and global/overall wellbeing. Therefore, these recipients were not disturbed to 

report post-measures to permit the intervention, as intended. Therapists collected outcome 

measures immediately before and after services (in order to limit confounding 

variables associated with the environment)—while this was a strength inherent of the community-

based participatory design, it may have influenced recipients’ willingness to report satisfaction 

honestly. None of the HH therapists speaks Spanish and therefore a limitation of this evaluation is 

that therapists were only able to collect self-reported measures from English-speaking recipients. 

For the likelihood to recommend CAHPS® question, while scores reported were higher than the 

averages that are reported for the hospital over a longer period of time (Figure 16), immediate 

changes were not expected as described previously (Medicare.gov, 2017). 

Figure 16. Average likelihood of recommending the hospital 

Likelihood to Recommend Average Rankings (%) 

No, probably or definitely not 

Yes, Probably 

4- Yes, Definitely

0 10 20 30 40 50 60 70 80 90 

Hospital Heroes Recipients Average (N=19/43 adults or 44% of sample) 

Banner Average (N=647/2816 or 23% of sample) 
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Instead, the intention of including this question was to begin monitoring trends over time. 

Based on feedback and analyses during this time, from both written and verbal reports, it was 

determined that ITK may have been perceived by recipients to currently be standard of care, 

supported by the hospital. This is just one of many potential reasons why the mean scores 

reported by HH recipients for this measure could have been higher than those reported for the 

hospital (Medicare.gov, 2017). This question was adapted to attribute scores reported directly to 

the HH program over time instead, and to clarify that HH is not currently not standard of care as 

part of the hospital. This change was implemented by ITK immediately after ongoing analyses 

of  the results were communicated to ITK’s ED. Lastly, NICU sessions are primarily energy 

therapies. As these tend to be shorter, more sessions are completed in the time allotted. This 

skews the number of sessions provided without pre/post measures as, of course, all NICU 

patients are unable to report. Still, this work helped ITK to understand session and recipient 

characteristics in the NICU to inform quality improvement efforts. 

Specific recommendations for improvement 

Structure- 1) With respect to human resources, while therapists are meeting or 

exceeding ITK standards for quality regarding technical skills/experience and qualifications, 

time with the program, and team ratios, there is room for improvement as it relates to 

opportunities for training. 2) Per the Onboarding Protocol, the HH therapist who has not 

received additional ITK-specific training should receive it as soon as possible. 3) Ongoing 

training is also recommended for all therapists, in order to continuously improve their skills. 
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Process-1) All practitioners currently onboarding should be trained on the referral, care- 

coordination, and debriefing processes as established here in order to maintain program fidelity 

going forward. 2) Upon completion of onboarding, a process evaluation to assess program 

fidelity/adherence to these processes, especially as the program expands within and beyond the 

current setting, is recommended. In addition, based on time spent shadowing therapists during 

sessions, the following are also recommended to improve process: 1) Implementing a standard 

procedure whereby nurses/other staff ask to have the initial ITK waiver/release signed when 

they make the referral. This may help to increase the number of sessions able to be administered 

to patients/siblings under circumstances where parents/caregivers are not available (note: 

sessions administered to patients in the NICU are currently based on physician consent). 2) 

Offering Serner training to HH therapists, so that they can print patient censuses, would also be 

beneficial. Otherwise, therapists are dependent on Child Life to get the information that they 

need to be most effective. 3) Training and enlisting the help of bilingual ITK volunteers to assist 

with the completion of forms for both English and Spanish-speaking recipients. This is already 

in progress and will help to increase the range of session recipients able to respond. 

Outcomes- 1) Training bilingual ITK volunteers who speak Spanish to help with 

collection of all pre/post data using measures validated in English and Spanish should also help 

to increase the response rate overall and allow therapists to focus primarily on the intervention. 

This would also ensure that future evaluation efforts appropriately incorporate monolingual 

Spanish-speaking populations. In addition, the evaluation also revealed that testimonials, though 

not intended to be assessed overall as part of the study aims described here, were not being 

completed as recipients were usually in a very relaxed state immediately after sessions and 

therefore they were not as willing to focus on a longer post-assessment such as a testimonial. 

Having ITK volunteers follow-up with recipients to complete testimonials may help improve 
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the response rate. This is being addressed by ITK and volunteers began training in June 2017. 

2) Adding the referral source to the pre/post assessment form was recommended as a practical

way for the HH program to track the source of referrals so that frequencies of referral

sources can later be assessed. Monitoring is already in progress. 3) As questions from the

CAHPS® survey are valuable to Banner stakeholders, perhaps a more appropriate question

to include would be the survey question referring to how well pain is managed—though

this question is currently being reviewed by the Centers for Medicare & Medicaid

(Medicare.gov, 2017). In the meantime, another question could be included to directly

assess how HH sessions contribute to pain management, per the Joint Commission

recommendations previously described. 4) This evaluation revealed that the 29% of

sessions are being offered in the NICU. Thus, the evaluation instruments should be adapted

specifically for use in the NICU, as the outcome measures included in this evaluation effort

were only capable of collecting outcomes for patient siblings/parents/other caregivers/staff.

In other words, future NICU evaluation instruments should include additional measures for

patients, parents, and staff. Additional measures for patients could include the Neonatal

Pain, Agitation and Sedation Scale (N-PASS), where the goal post-intervention should be ≤3

(P. A. Hummel, Puchalski, Creech, & Weiss, 2004; P. Hummel, Lawlor-Klean, & Weiss, 2010;

Hummel, Puchalski, Creech, & Weiss, 2008). For parents, the Parental Belief Scale for

Hospitalized Children could also be included, as “parental perception of their infants and

confidence/beliefs about their parenting are among the most salient factors influencing outcomes

of preterm infants”(Melnyk, Oswalt, & Sidora- Arcoleo, 2014).  For staff, additional measures are

recommended below. 5) As on-site sessions are now being delivered to staff, in addition to

those provided at the Care for the Caregiver events, an evaluation instrument specifically

for staff should be adapted. Subscales from the Maslach Burnout Inventory and the

Oldenburg Burnout Inventory could be used (Halbesleben & Demerouti, 2005; Maslach &
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Jackson, 1981; Reis, Xanthopoulou, & Tsaousis, 2015). 6) Qualitatively, aside from 

implementing processes to help increase the number of testimonials completed (as 

described above), randomized video recording of sessions could also be incorporated by 

ITK in order to capture the full impact and transformation which occurs during sessions 

that cannot be described otherwise. 7) Greater promotion of HH services to staff may 

increase uptake of sessions, though most health care providers suffering from burnout do 

not seek treatment for a variety of reasons. As improvements in health-related outcomes 

were highly significant in staff, continued effort to shift the culture is recommended. 

Sharing these results among NICU staff, as NICU providers represented the majority of 

staff recipients, as well as other Banner stakeholders may potentially encourage greater 

referral/uptake of sessions from more staff (both on-site and at ITK Care for the Caregiver events). 

8) Using RedCAP (Research Electronic Data Capture) for entering and tracking pre/post

assessment form data immediately at the source (via an iPad) would also be greatly 

beneficial for future monitoring and evaluation/quality improvement efforts and training 

by ITK volunteers is already in progress. This will greatly reduce time spent on data-entry 

of hard-copy forms, coding, and analysis of data, as well as reduce potential human error, 

using this HIPAA- compliant software (“REDCap,” n.d.). Members of the ITK REC have 

also already begun the necessary training for this software. 

Recommendations/identified areas for future research and evaluation efforts 

In addition to the recommendations outlined above, the following are additional 

recommendations for future research and evaluation efforts: 

1) As this evaluation proved feasible, another evaluation of data collected over a longer

time-frame (incorporating the recommendations above and below, where appropriate) is 
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recommended to strengthen the results reported here. 2) We learned that comfort was one 

of the treatment goals revealed to be frequently cited by therapists yet there is currently no 

existing, valid and reliable measure to include on the pre/post assessment form (Pearson, 

2009). Another goal frequently cited by therapists was facilitation of healing. The Self-Integration 

Scale for measuring attributes of healing could be one potential measure to 

include to assess if this treatment goal is being addressed by sessions (Meza & Fahoome, 

2008). While these measures should be included in future evaluation instruments, further research 

to identify/develop validated measures that assess comfort and facilitation of 

healing in a holistic, integrative context would be recommended to the ITK REC. 3) A 

study to assess the impact of HH sessions on patient length of stay (LOS) and thus cost 

would also add value to the program. For example, in a personal interview with Dr. 

Richard Lee, MD from Case University, we learned that an integrative outpatient program 

for cancer patients was assessed by Dr. Jeff Dusek, PhD using various measures. This 

study, while not yet published, reavealed that providing an IM consult decreased LOS by 

half a day, compared to patients who did not receive an IM consult. These results were 

sufficient enough to provide justification for the institution to fund the IM outpatient 

program for cancer patients as it correlated with cost savings. A similar case-control study 

could be very valuable for helping to fund HH programs if HH implemented a similar 

“initial consult-only” model. 4) Similarly, a study design to look at impact of HH sessions 

on pain medication usage, as the Joint Commission now expects integration of integrative 

health for pain management, could also prove valuable for justifying patient-specific 

outcomes related to pain and impact of sessions on requests for pain medication. Assessing 

the impact of HH sessions on readmissions would also be valuable, as hospitals are fined 

for excessive 30-day readmission rates (Centers for Medicare & Medicaid Services, n.d.;  
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Services, 2016). 5) Even though sessions are intended to address individuals’ needs in the 

moment, assessing the long-term impact of sessions would be interesting. For example, the AIOS 

is validated for 1-month post-intervention. Thus, a controlled study design to assess global/overall 

well-being and other qualitative outcomes would be valuable (for example, assessing AIOS scores 

at 1-month post-discharge for patients who receive HH sessions at discharge compared to those 

who do not). The same could be done to measure the impact 

of sessions on the well-being of the HH therapists themselves, as turn-over became a 

problem for HH in 2017. In vitro studies have shown that the state of Reiki practitioners 

has a direct impact on outcomes for both the intended recipient as well as the therapist 

delivering the treatment (Rubik B, Brooks AJ, & Schwartz GE, 2006; Schwartz, G. & Simon, 

2008). 6) A study to assess the role of recipients’ expectations in session outcomes might also be 

valuable, as positive effects of CAM are often attributed to nonspecific outcomes related to patient 

expectations—even though there are inconsistent clinical trial findings for associating patient 

expectations with CAM treatment outcomes (Lynöe, 1990; Madsen, Gøtzsche, & Hróbjartsson, 

2009; Tsao et al., 2005). Such a study may help to bolster the session outcomes presented here. 

Indeed, assessment of appropriate session outcome measures in infants, as recommended 

previously, would also serve to strengthen the attribution of positive outcomes to HH sessions, as 

this very young population does not have prior beliefs, expectations, or cultural knowledge 

regarding CAM to associate with session outcomes. 7) Engaging additional stakeholders with 

experience in community-based, participatory approaches to program evaluation is recommended. 

This would help to further supplement the value and expertise of the existing team, especially as 

this evaluation was deemed feasible, and a larger program 

evaluation (incorporating the aforementioned recommendations) is suggested. 
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CHAPTER 7: CONCLUSION 

Hospital Heroes sessions are highly personalized and family-centered; as this program  

continues to expand within and across hospital settings, an evaluation supported by CDC 

Guidelines, the EAES, and especially Donabedian’s Quality Framework, is feasible for assessing 

quality from the perspectives of structure, process, and outcomes in a culturally-relevant and 

participatory way. Quality ratings met or exceeded ITK criteria for most of the human resources- 

related indicators while areas for improvement were identified related to therapist training. 

Expert consensus was reached to inform team-based processes related to sessions, which is 

especially appropriate and useful as the team expands and the program is replicated in other 

settings (Patton, 2002). In addition, there is strong evidence to support that sessions reduced pain 

and fear/distress/anxiety in recipients, as well as increased the global/overall well-being of adult 

recipients. Moderate-to-severe levels of pain, fear/anxiety, and global/overall well-being were 

reduced post-intervention. Further, overall satisfaction of recipients with sessions was high. 

Describing ethnographic, qualitative case studies in an attempt to reach saturation of outcomes 

was also feasible by pulling data from the EHR, ITK records, and interviews with therapists. 

While further research/evaluation is needed, this work offers a novel theory-based, whole-

practice program evaluation model and provides strong evidence-based information about the 

quality of outcomes resulting from Hospital Heroes sessions. This work also supports the 

feasibility of a full program evaluation within the context described herein, and offers various 

recommendations for continued improvement efforts. 
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Meta-Evaluation 

Client Attestation. 

I have read the guidelines and standards cited in this report. 
I have sufficient knowledge of the project and can judge the quality of the program. 

I, therefore attest that: 

 The work described was done by the the PI/DrPH candidate
 The work description is accurate

 Her contributions were significant enough to demonstrate the standards

 Throughout the process, her conduct was ethical and professional. She was:

o Honest in how she presented information
o Honest in how she represented her capabilities

My signature below affirms that Heidi Pottinger met the Standards cited above. 

Signature   

Shay Beider, MPH, LMT 
Founder and Executive 
Director 
shay@integrativetouch.org 
Cell Phone: 323-646-5656 

Client’s Response. 

mailto:shay@integrativetouch.org


Integrative Touch for Kids 
www.IntegrativeTouch.org 

Response to the Feasibility Study to Assess Evaluation of the Hospital Heroes 

Program at Banner’s Diamond Children’s Hospital 

Integrative Touch for Kids (ITK), a nonprofit organization for which I serve as the 

Executive Director, is committed to creating a unique Whole Child, Whole Family, 

Whole Community wellness model for children with special health needs and their 

family members.  Our organization utilizes a “whole systems” approach that supports 

the child and family in a more comprehensive way by combining the best available 

integrative therapies along with appropriate medical supervision and care, in ways that 

empower families to feel more fully integrated within their communities.  

Heidi has served as a highly instrumental member and Chair of ITK’s Research 

and Evaluation Committee and has been outstanding to work with. During her service to 

our organization evaluating the Hospital Heroes program, Heidi has shown herself to be 

exemplary in a number of ways. She demonstrates a great understanding of the 

scientific, research aspects, and applied excellent judgment in terms of the evaluation 

design and analyses. The way that the research was designed was incredibly 

compatible with the design of the program and her ability to find and utilize the 

Donabedian model and ethnographic approach was a perfect fit for this type of 

feasibility study and unique program. Heidi went above-and-beyond in order to truly 

comprehend the essence of the program itself. I found this to be exceptional to find 

someone who is able to have an inherent understanding of the essence of the work. 

This allowed our Hospital Heroes team to feel like she really understood the program 

from the inside out. Her skillset and the quality of her work is very rare and hard to find; 

the quality of the evaluation was so much higher because it was really aligned with the 

most essential qualities in the program design.   

ITK plans to use the results of this work to: 

 Present to administrative leadership at Banner Children’s at Diamond

Children’s Medical Center

 Share with the Banner Board that oversees all Banner Health hospitals

and with other prospects to develop new hospital partnerships both locally

and nationally

 Use all of the evaluation tools to continue to amass more data into a

dataset that over time may become more and more compelling
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http://www.integrativetouch.org/


Integrative Touch for Kids 
www.IntegrativeTouch.org 

 Apply recommendations and conclusions, which will be very seriously

taken into consideration in the future development of the Hospital Heroes

program

 Make training a main focus for the next 1-2 years with all Hospital Heroes

therapists

 Utilize process outcomes for hiring, training, and education purposes

 Seek funding for future research and evaluation efforts for ITK

Sincerely, 

Shay Beider, MPH, LMT 

Founder and Executive Director 

shay@integrativetouch.org 

Cell Phone: 323-646-5656 
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American Public Health Association 

Dear Ms. Pottinger, 

On behalf of the APHA Disability Section Executive Committee, I'm pleased to inform you that you 

have been selected to receive a Student Incentive Award. The award is given in recognition of the 

outstanding research abstract you submitted for the APHA annual meeting, which was rated by 

external reviewers as one of the top student proposals submitted. Congratulations! 

The award carries with it a stipend of $1000, which the Executive Committee hopes you will use to 

assist with your travel expenses to the upcoming APHA annual meeting. You will also be 

recognized at the Section's annual business meeting and awards ceremony on Monday evening 

during the conference. Also, if you are not already a member of the Disability Section, we would 

like to invite and strongly encourage you to join so that you can stay abreast of all the section has 

to offer and can network with leaders in the disability field. 

[…] 

Congratulations, once again! 

Willi Horner-Johnson 

APHA Disability Section Chair 

& 

Amanda Reichard 

APHA Disability Treasurer 
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APPENDIX A –ITK Site Authorization; IRB & NRDUC Determinations 
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APPENDIX B – Hospital Heroes Hiring Rubric and Onboarding Protocol 

Hospital Heroes Hiring Rubric 
Candidate: _ Date: 

Evaluators: 

Evaluators: Skill
Above 

Average 
Average 

Needs 

Improvement 
Comments 

Setting & Tone: 

Comfort with Medical Environment & High 

Emotional Intensity of Case Work 

Technical Skill: 

License to touch Energetic Capacity Multi-Modal 

Quality of Touch & Connection 
Intuitive Ability 

  Technical Skill (Cont’d) Min 5 Years’ Experience 

Trauma Awareness Bio-social-psycho-spiritual 

Orientation 
Patient Directed Care 

Humility: 

Team Oriented Willingness to Learn Ego Awareness 

Range: 

Can you lead & follow? Can you be BIG & small 

energetically? 

Professional & silly as needed? Ability to sit with 

suffering and hold highest wisdom & light 

Skill Excellent 
Above 

Average 

Needs 

Improvement 
Comments 
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Culture: 

Volunteerism - ITK Service Values, Truthfulness, 

Integrity, & Honesty 

Social Skills: 

Communication skills with team, with kids & 

families, & with staff GREAT Listener 

Able to NOT Engage in the 

Story Healthy Boundaries 

Pace: 

Fast or slow time person, Ability to serve as many 

people as able - no more & no less, Awareness of 

time management 

Self-Care: 

Active practice / Takes breaks & recognizes personal 

needs / Allows others to support when needed 
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Hospital Heroes New Practitioner Onboarding Protocol 
Hospital Heroes Subcommittee Members: 

 Ariana Foster, Rachel Cramton, Katie Kronemyer, Kara Snyder, Kris Lluria, Lori Mitts, Shay Beider, Kate Frazee

Hospital Heroes Research and Evaluation Committee Members: 
 Rachel Cramton, Duke Duncan, Kara Snyder, Joshua Anbar, Shay Beider, Kate Frazee, Wanda Larson, Heidi Pottinger

Hospital Heroes Practitioners: 
 Nancy McCarthy, Kate Frazee, Nancy Barber, Supervisor/Lead Trainer: Shay Beider

On-boarding Process for New Practitioners: 

A. Attend ITK General Volunteer Orientation and complete volunteer application

B. Submit copies of training certificates/licensure, resume, and insurance to ITK

C. Begin shadowing Process with the ITK HH Team for 3 shifts to begin process

I. Observe all members of the team and the role of a Hospital Hero

II. Observe the culture and environment  of our program and each unit in the hospital

III. Become acquainted with the staff, equipment, protocols, policies and procedures

D. Volunteer for ITK events

I. Volunteer in role of Healer at Hospital Playdate, Care for the Caregivers Event,

Wellness Weekend/Healing Retreat  (minimum one event)

E. Begin the Banner Volunteer Process

I. Complete Banner online application – check ‘Integrative Touch’ on the form

II. Complete 90 minute orientation

III. Complete Banner background check

IV. Visit Employee Health to complete TB test, Flu Shot, and provide proof of MMR

V. Visit Security office and submit paperwork to receive Volunteer badge

F. Attend weekly Hospital Heroes team meetings (2 hours per week)

G. Continue Shadowing Process

I. Shadow for 10 shifts total (40 hours) over the course of on-boarding

H. Continue Volunteering for ITK

I. Volunteer in role of a General Volunteer at an ITK outreach event (1-2 hours)
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II. Volunteer in role of Office Volunteer to understand ITK office processes &

Hospital Heroes data management (1-2 hours)

I. Complete the ITK Hospital Heroes Training process

I. In-person Hospital Heroes training with Shay (6 hours)

II. Attend Non-violent Communication course (1-2 days)

J. Continue ITK patient form and research training process

I. Receive training on forms and research and evaluation paperwork

Congratulations, you’re on the team!!! 

K. Continued Supervision, Team Learning, and Performance Reviews

L. Continuing Education: clinical training for hands-on providers (within the first year of

service)

I. Pediatric Massage Training

II. Infant Massage Training

III. Oncology Massage Training

ANDDDD BEYONDDDDD!!!! 
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APPENDIX C – Delphi Method on Process and Validation of Concept Maps 

SUMMARY – HOSPITAL HEROES PROCESS (ROUND 1-3 Questionnaire and 

Validation of Final Concept Maps) 

1. How do you receive referrals for Hospital Heroes sessions?

ROUND 1. 

- Child Life specialists provide our team with a census of patients; this document includes
referrals entered into the patient management software by residents, social workers,
nurses, and doctors. Child Life Specialists provide additional verbal referrals and all levels of
staff are encouraged to submit in-person service requests at any time. We’ve also received
email and phone service requests from families that have been through our other
programs.

- Referrals come from Child Life, Nurses, Residents, Doctors, and occasionally other families.
- Patient/Family Referrals come through Child Life who receives referrals from any member

of the healthcare team – physicians, nurses, social workers, etc. Then they add Child Life
recommendations as well.

- Hospital staff, doctors, nurses, OT, PT

ROUND 2 (self-referral/other sources?). 
- We have had individuals directly request services and if we can accommodate them in the

moment we will. We will also visit a patient or family who appears to be suffering and check

in with them to see if they are open to treatment. Although we receive a referral list from

Child Life, we are not restricted to those referrals. The list serves as a guide to prioritize

patients/families since we have to make tough choices of who to serve every time we visit. If

we had more funding to support a larger team, we wouldn’t need to make those difficult

choices. But, since we do, we use the referral list, patient/family requests, our own intuition,

and direct observation to guide us.

- We may notice a nurse or Dr. looking stressed and offer our services. We also may observe a

patient or family member not noted on our list who would benefit with our work.

- Occasionally parents of patients may overhear us offering service to a staff member or

another family and they will request that their family also receive service. This may happen

in the elevators, the hallways, the family lunch rooms, and any other common spaces. This is

especially common with staff, once another employee is seen in the receiving role – others

are immediately interested in receiving as well.

Sometimes our team may walk through the halls or review the census and sense that a

particular room has a need. We will then offer service and the family may or may not choose

to receive.
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A few times there has been a fire-alarm or another type of common environmental 

disturbance after which we will literally move room to room offering everyone a chance to 

settle back into a more relaxed state. 

- To be of best service for individuals in the hospital, we begin with visual and energetic

observations as soon as we enter a unit. As much information as we can gain through these

general observations inform us as a starting point. We continue such observations through the

entire shift, which means we notice staff issues, e.g. someone who’s rubbing their neck with

a pained look, or someone with a drained pallor who sighs or speaks weakly, or sensing a

high level of anxiety or sadness in the environment) It is through observations such as these

and conversations with deep listening—however brief—that take place in a global or

individual way that we can offer services to those in need.

We visually review the entire census, so in addition to the referrals we’ve been provided we

notice things like familiar names, age, diagnosis or length of stay that give us clues as to who

else we might be able to approach to offer services that day.

Often, when we are present on the unit, a nurse or other staff (Resident NP, OT, PT, RT) will 

snag us in the hallway to recommend someone who is having an acute experience with which 

we can help. This advantage has grown out of built relationships over time, where staff has 

come to know what we do and to trust us with even their most vulnerable patients. 

Because of opportunities for self-referral and other factors that influence the course of a day, 

it should be said that flexibility and openness to an organic flow are critical to the therapist. 

Coming in with an agenda or firm idea about who or how many never works. 

2. How do you normally coordinate care during sessions when working with another practitioner?

ROUND 1. 

- Non-verbal cues, Eye Contact, Hand motions; Direct, gentle discussion; Intuition
- We often decide in advance who will do the intake. During the intake, the session details begin to

reveal themselves in terms of patients and families’ needs and preferences. We use a combination
of eye contact, gestures and quiet discussion to establish who will work with whom if there are
multiple people, or where or what will be done together on one individual. On rare occasions we
may excuse ourselves to the hallway in order to have a more in-depth discussion before we start.

- By putting patient first and focusing on what is in their greatest good. By allowing the
patient/family to lead, we can best determine what is needed for their healing. Then we consider
the individual skills that each team member brings to the table and support each of us in ‘shining’
where our talents can be best utilized. If Nancy is a great teacher of wellness skills, then she can
take the lead on that. If Kate is great at helping kids to feel safe, then she can make the
introductions. If I am good at trauma work, then in those cases, I can play a key role. Most
importantly, we keep good verbal and non-verbal communication going so we each can pay
attention to what is happening in the room and how we can best be of service to the
patient/family together.

- It changes every time. We usually see what is happening and then make a plan.
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ROUND 2 (communication examples to plan/coordinate care before/during a session). 

- Verbal Communication-We will typically communicate verbally prior to the session to

develop a basic plan of action for the team. Sometimes, we don’t have information about the

family and will have to forgo this step. In that case, once we are in the room and have a better

sense of the needs of the patient/family we will verbally communicate our treatment ideas

and strategies. We will also communicate verbally during the session to make adjustments or

share what we are observing about the patient, energy, etc. We may make specific verbal

requests of the other practitioner, or of the other adults in the room. We also use verbal

communication together to teach wellness education and skills to kids and families.

Written Communication-Written communication is primarily used after the session when we 

are making our treatment notes. We will often discuss some of the things that we’re writing 

about the patient/family. Once or twice we have written a note to one another during or just 

prior to the start of a session, when we are already in the patient’s room; but this is rare. 

Non-Verbal Communication- Typically non-verbal communication takes place through eye 

contact and body language as well as our energetic presence. We will look at each other 

periodically throughout the session to make eye contact and see with our eyes how the other 

therapist appears to be doing. If they look uncomfortable or concerned, it can be an 

indication that we need to redirect the session in some way. We can also adjust our own 

energy to support the other therapist and allow their focus to be amplified. For example, if 

Nancy is working on breaking through intense pain with the patient and it appears through 

observation that she and the patient are struggling, we can add positive energetic support to 

their interaction. In this way, we help each other out through difficult healing moments. 

- We share the census and visually scan it together while discussing referrals and self-referral

opportunities. We ask questions of each other; look up terms that are not familiar, etc. At this

point we may begin to strategize a session as to what might be helpful, what each therapist

may be able to offer, etc.

We make notes on the census, e.g a comment from Child Life about a family situation that 

informs who we’ll try to work with or recognizing names of families we’ve seen before and 

what may have worked well for them in the past. 

The energy level and circumstances of each therapist is always a consideration. Sometimes 

these are discussed outright, and sometimes we simply pick up on each other’s non-verbal 

cues (skin color, eye brightness, voice tone, etc) but a combination of such discussion and 

observation play a role in the care plan for the day and for each individual session. We 

support one another in order to best serve others. 

Before and after a session there is likely to be a higher percentage of verbal communication 

than during a session, where the communication percentage will shift to a higher percentage 

of non-verbal communication. Non-verbal communication during a session may include: 

- some level of intuiting what the other is noticing or thinking or feeling
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- eye contact

- body clues such as hand gestures, postures, mouthing words (lip-reading),

established proximity (e.g. stepping back to indicate completion) etc.

- observation of the other therapists technique gives clues as to what they are

sensing and where, so support can be offered

- Verbal; Looking over the list provided by the staff; Looking at the list of patients to see the

ones we have worked with before; Asking for any references from the nurses and Dr. on the

floor; Observing families in their rooms as we pass by.

- If it is acceptable to use my voice during a session I will explicitly share with my teammate

what I would like to offer during a session to whom and then I will inquire what type of

therapy they are interested in providing and to whom. We will then manage combining our

plans or one of us will defer to the others care plan.

During a session, if it is best for the recipient not to hear our communication, I will use eye 

contact, hand gestures, facial expressions, touch, or silent exaggerated speech so my 

teammate can read my lips or otherwise understand what I'm trying to convey. Sometimes, 

when my teammates and I are working on different members of a family and we are each 

towards the end of our work, one of us will hold up a five hand shape to indicate we have 

around five minutes remaining in our session. Then the other teammate is able to synchronize 

the conclusion of their sessions and we are able to leave the room together in an undisturbed, 

peaceful state. Sometimes, I will be able to scan a recipient’s body and become aware of a 

central need for care or a specific location that requires support. Often I will use eye contact 

with my teammate to show the intensity of the need for care at that location or I may point on 

my own body to the location where the recipient could use both of our support. Then my 

teammate and I can simultaneously provide different types of therapeutic intervention for the 

same issue. 

I am always visually and energetically aware of the type of bio-field or touch work my 

teammate is providing. In addition I maintain awareness of the way they are working in 

response to what they are sensing in the recipient. As such, I am able to not replicate their 

actions or overwhelm the recipient with an excess of support. 

3. How do you typically debrief after sessions when working with another practitioner?

ROUND 1. 

- Close session, wash up, return to area for confidential conversation, discuss elements of session,
share lasting thoughts, offer completion to remaining concerns, discuss follow up care, complete
paperwork; Discuss case studies at weekly team meetings; Share thoughts with Program Managers
and Coordinators

- Generally, after each session we find an empty nurses’ station and sit together to complete
treatment summaries. It’s usually at this time that we quietly ask questions, share observations
and explanations of the session(s).

- We either debrief when we leave the room or when we are doing our paperwork.
- Usually we first share our observations and feelings about the session. We discuss what we saw,

felt, noticed, and were processing during the healing session. These observations can be about the
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family/patient, ourselves or our team members. We listen attentively to one another to 
understand each team members experience and learn from them. Very often, each member of the 
team will see, feel, experience things slightly differently and their unique contribution helps us to 
better understand the big picture so we can optimize service going forward. 

ROUND 2. 

- Debriefing is a critical part of care provision. Debriefing allows our team to better understand

what each member of the team was perceiving or observing during treatment. We all have

different skill sets and when we share our experiences we continue to learn and improve our

overall services, weaving our diversity into a tighter network of support for our recipients. It is

important for me to hear how and why my teammates continued to adjust their treatment

techniques and goals as the session’s progress and what their perception of a recipients’ mental,

emotional, physical, psycho, social, spiritual needs were. It is crucial to understand all the

information gathered by the whole team because the next session may be provided with a

different combination of staff members and we want to build upon on our collective knowledge

of the family dynamic and case history. Debriefing also allows Hospital Heroes to discuss

elements of the session that remain unsettled or uncertain in themselves – rather than having

those thoughts run in the background of their home and personal lives. It is best practiced after

each session rather than in totality at the end of a shift, but may occur naturally the latter way if

the case load is less intense or if service is needed immediately for another patient. In this way

debriefing is an important safety mechanism for the practitioner’s clarity, mental-health and self-

care.

- The debrief involves 3 separate activities:

1. Verbal expression which may include descriptions, observations, and/or feelings

2. Written summary shared by everyone involved in the session

3. Individual rebalancing

From the debrief activities, a care plan for the individual may emerge, or a generalization may 

occur that helps us to know in future, under similar circumstances with others, what tools and 

techniques to offer. Some examples: 

 recognizing patterns of physical issues, such as stiff necks and backs related to sleeping

and sitting for long periods on the hospital furniture

 emotional disturbances amongst patients and parents of hospitalized children that

manifest in a variety of ways such as high anxiety, being demanding, bossy or perpetually

dissatisfied; depression

 patterns within specific illness or disease, as in cases of cancer (pain or nausea cycles),

abuse (undiagnosed pain, touch aversion), car accident (psychological and physical

trauma, pain)

- When we are debriefing we are able to discuss with each other who we worked on. This

helps us decide when we need to see them again and how often.
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- When we debrief, we learn from one another. We gain a larger perspective than any one of us

can hold individually. Often, debriefing will give us more information to work with – this

can include ideas for treatment, perceptions of what needs healing, how to best approach the

patient/family, feelings about what we might do differently or add in a future session, and

thoughts to consider if we return to work with that family again. For example, if one person

notices that the mom is very frightened, but no one else picked up on that, we all may be

more sensitive to the mom’s needs in the next session. If we all notice that the child’s heart

felt very heavy, we have confirmation that this is an important area to work on in future

sessions.

QUESTIONNAIRE – HOSPITAL HEROES PROCESS (ROUND 3) 

Please answer all of the following open-ended questions in your own words in the space below 

each question. Please keep your answers anonymous. Use as much space as you need (additional 

space/sheets may be used to completely answer questions): 

1. Do you ever have to say “No” to a referral/not offer services to a referral? If so, why?
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2. How do you communicate a “No” response? What do you do afterwards, if anything?

3. Do you ever debrief after choosing not to provide a session for a referral? If so, how does

this help you in the future?
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VALIDATION OF FREE FORM MIND MAPS ROUND 1 
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ROUND 2 –CONCEPT MAP 
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APPENDIX D – Hospital Heroes Pre/Post Assessment Forms 



17 AND UNDER—PRE 

�First�and�Last�Name:�__________________________________________________�Age____�DOB___/____/________ 

Gender�(check�one):�� Female       Male   Transgender     Other:_______________  Prefer not to say 

Ethnicity�(check�one):  Hispanic  Non-Hispanic   Unknown   Prefer not to say 

Race*�(check�all�that�apply):    American Indian or Alaska Native        Asian    Black or African American  

 Native Hawaiian or Other Pacific Islander  White or Caucasian  Unknown   Prefer not to say

Relationship�to�patient:   Self   Parent    Sibling  Cousin   Aunt/Uncle      Other:_____________________ 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 

AGES 3 AND OLDER-  Child�cannot�report�;�PARENT�SKIPS�TO�#3�and�then�to�#6-8 

1. PRE SESSION PAIN SCORE: Explain to the person that each face represents a person who has no, some, or a lot of pain/
hurt. Face 0 doesn’t hurt at all. Face 2 hurts just a little bit. Face 4 hurts a little bit more. Face 6 hurts even more. Face 8 hurts a

whole lot. Face 10 hurts as much as you can imagine, although you don’t have to be crying to have this worst pain. 

Choose�the�face�that�best�depicts�the�pain�you�are�experiencing. 

AGES 5 AND OLDER-  Child�cannot�report�(PARENT�SKIPS�TO�#3�and�then�to�#6-8)

2. Children’s Fear Scale- Instructions for children: “These faces are showing different amounts of being scared. This face

[point to the left-most face] is not scared at all, this faces is a little bit more scared [point to second face from left], a bit more

scared [sweep finger along scale], right up to the most scared possible [point to the last face on the right]. 

Have a look at these faces and choose the one that shows how scared [you feel right now].” 

IF�MORE�THAN�1�PARENT/CAREGIVER�IN�

ROOM,�PARENT/CAREGIVER�WHO��SPENDS�THE�

MOST�TIME�WITH�THE�CHILD�IN�THE�HOSPITAL�

SHOULD�REPORT� 

3.�������

PRE- 17 and under Form version 1.1  Parent/caregiver�unavailable
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***POST SESSION: IS THE RECIPIENT ASLEEP? YES /  NO IF AWAKE, CONTINUE: 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 

4. POST SESSION PAIN SCORE (Ages 3 and Over):  Child�cannot�report��(SKIP�TO�#6-8)

“Each face represents a person who has no, some, or a lot of pain/hurt. Face 0 doesn’t hurt at all. Face 2 hurts just a little bit. Face 4 
hurts a little bit more. Face 6 hurts even more. Face 8 hurts a whole lot. Face 10 hurts as much as you can imagine, although you  

don’t have to be crying to have this worst pain.”  

Choose�the�face�that�best�depicts�the�pain�you�are�experiencing. 

5. Children’s Fear Scale (Ages 5 and Over)-  Child cannot report  (SKIP TO #6-8)

Instructions for children: “These faces are showing different amounts of being scared. This face [point to the left-most face] is not 

scared at all, this faces is a little bit more scared [point to second face from left], a bit more scared [sweep finger along scale], right up 

to the most scared possible [point to the last face on the right]. Have a look at these faces and choose the one that shows how scared 

[you feel right now].” 

17 AND UNDER--POST 

6.�CHILD REPORT:  Child�cannot�report�

SATISFACTION MEASURES: 

8.������� 

POST- 17 and under Form version 1.1 

7.� PARENT/CAREGIVER REPORT:

PARENT/CAREGIVER REPORT: 

 Parent/caregiver�

cannot�report� 
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ITK STAFF ONLY 

Therapist/Provider: _________________________________ Start Time: ___________End Time: ___________ 

Date: _____________ Pt. Room #: _____________  Initial Session     Follow-up  OFFICE ONLY: Visit #__

Name: _________________________________ Patient Staff Other:___________________

NICU General/Med/Surg PICU Hem/Onc PS Outpatient: __________  CFC    PD

Concurrent session with (check all that apply): Parent Sibling    Grandparent Aunt/Uncle

Other: ________________   If not, was parent/caregiver present during session? YES / NO 

Was a sitter present during session? YES / NO  Was there Police  presence during session? YES / NO 

Modalities Provided: 

 Gentle Massage  Reiki  Guided Imagery   Healing Touch  Conversation with the Body

 Meditation  Breathing Techniques  Acupressure  Bio-Feedback  Reflexology

 Containment Holds  Sound Healing  Wellness Education  Play Therapy

 Story Telling with Touch  Recorded Music  Singing  Movement: _________________

 Capacitar Tools: ____________________ Other : _________________________________________

Treatment Goals for the Session: 

 Pain Reduction  Body Awareness  Comfort  Sleep  Facilitation of Self-Healing

 Anxiety/Stress Reduction / Relaxation    Global well-being:  Physical Support   Mental Support     Emotional Support

Social Support      Spiritual Support Other _______________________

THERAPIST NOTES (Ex: efficacy; whether medication, meal, or procedure was administered during the session by any 

staff; direct quotes from recipients; location of treatment; technique utilized; positioning, etc.)  

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

WOULD/SHOULD PATIENT / FAMILY BE CONSIDERED FOR:    CASE STUDY   TESTIMONIAL  

Why? __________________________________________________________________________________________ 

Phone #: _______________________________ Email: ___________________________________________________ 

ITK OFFICE ONLY 

PAIN  Pre-Pain Score_________ Post-Pain Score___________ 

ANXIETY Pre-Anxiety Score_________ Post-Anxiety Score___________ 

SATISFACTION Parent Pre-Recommendation Score________ Parent Post-Recommendation Score________ 

Session Overall Satisfaction Child_________ Session Overall Satisfaction Parent________ 17 and under Form version 1.1 
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TESTIMONIAL—Use�this�space�to�describe�your�experience�with�the�Hospital�Heroes 

____________________________________________________________________________ 

____________________________________________________________________________

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

If�you�would�be�willing�to�be�contacted�for�a�case�study,�parent’s/adult�patient’s�please� 

enter�your�preferred�contact�information�here: 

_______________________________ 

_______________________________ 

_______________________________ 

17 and under Form version 1.1 
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18 AND OVER —PRE 

First and Last Name: ___________________________________________________DOB___/____/________ 

Gender (check one):   Female       Male   Transgender     Other:_______________  Prefer not to say 

Ethnicity (check one):  Hispanic  Non-Hispanic   Unknown   Prefer not to say 

Race* (check all that apply):    American Indian or Alaska Native        Asian    Black or African American  

 Native Hawaiian or Other Pacific Islander  White or Caucasian  Unknown   Prefer not to say

Relationship to patient:  Self  Parent   Sibling Grandparent   Cousin  Aunt/Uncle     Other:_____________________ 

1. PRE SESSION PAIN SCORE:  Patient cannot report “Each face represents a person who has no, some, or a lot of pain/
hurt. Face 0 doesn’t hurt at all. Face 2 hurts just a little bit. Face 4 hurts a little bit more. Face 6 hurts even more. Face 8 hurts a

whole lot. Face 10 hurts as much as you can imagine, although you don’t have to be crying to have this worst pain. 

Choose the face that best depicts the pain you are experiencing.” 

2. PRE ANXIETY/DISTRESS SCORE:  Patient cannot report
“These faces show different levels of anxiety. This face [point to

the left-most face] shows no anxiety at all, this faces shows a little

bit more [point to second face from left], a bit more [sweep finger

along scale], right up to extreme anxiety [point to the last face on

the right]. Have a look at these faces and choose the one that

shows how much anxiety [you feel right now].”

4. GLOBAL WELL-BEING STATUS:  Patient cannot report “Please reflect on your sense of well-being, taking into account
your physical, mental, emotional, social, and spiritual condition over the past 24 hours.  Use an X on the line to mark your answer to

the question.  

Mark the line below with an X at the point that summarizes your overall sense of well-being” 

    Worst you have ever been      Best you have ever been 

PRE- 18+ Form version 1.1 

3. 

 Patient cannot report
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POST SESSION: IS THE RECIPIENT ASLEEP? YES /  NO IF AWAKE, CONTINUE: 

6. POST SESSION PAIN SCORE: “Each face represents a person who has no, some, or a lot of pain/hurt. Face 0 doesn’t hurt at all.

Face 2 hurts just a little bit. Face 4 hurts a little bit more. Face 6 hurts even more. Face 8 hurts a whole lot. Face 10 hurts as much as

you can imagine, although you don’t have to be crying to have this worst pain. 

Choose the face that best depicts the pain you are experiencing.” 

18 AND OVER 

10. POST GLOBAL WELL-BEING STATUS:  Patient cannot report “Please reflect on your sense of well-being, taking into
account your physical, mental, emotional, social, and spiritual condition over the past 24 hours.  Use an X on the line to mark your

answer to the question.  

Mark the line below with an X at the point that summarizes your overall sense of well-being” 

    Worst you have ever been      Best you have ever been 

POST- 18+ Form version 1.1 

7. POST ANXIETY/DISTRESS SCORE:  Patient cannot report
“These faces show different levels of anxiety. This face [point to

the left-most face] shows no anxiety at all, this faces shows a little

bit more [point to second face from left], a bit more [sweep finger

along scale], right up to extreme anxiety [point to the last face on

the right]. Have a look at these faces and choose the one that

shows how much anxiety [you feel right now].”

8. 

9. 

 Patient

cannot report 

 Patient

cannot report 
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ITK STAFF ONLY 

Therapist/Provider: _________________________________ Start Time: ___________End Time: ___________ 

Date: _____________ Pt. Room #: _____________  Initial Session     Follow-up  OFFICE ONLY: Visit #__

Name: _________________________________ Patient Staff Other:___________________

NICU General/Med/Surg PICU Hem/Onc PS Outpatient: ______________ CFC PD

Concurrent session with (check all that apply): Child Sibling    Parent  Grandparent  Aunt/Uncle

Other: ________________ If not, was parent/caregiver present during session? YES / NO / Does not apply

Was a sitter present during session? YES / NO Was there Police  presence during session? YES / NO 

Modalities Provided: 

 Gentle Massage  Reiki  Guided Imagery   Healing Touch  Conversation with the Body

 Meditation  Breathing Techniques  Acupressure  Bio-Feedback  Reflexology

 Containment Holds  Sound Healing  Wellness Education  Play Therapy

 Story Telling with Touch  Recorded Music  Singing  Movement: _________________

 Capacitar Tools: ____________________ Other : _________________________________________

Treatment Goals for the Session: 

 Pain Reduction  Body Awareness  Comfort  Sleep  Facilitation of Self-Healing

 Anxiety/Stress Reduction / Relaxation    Global well-being:  Physical Support   Mental Support     Emotional Support

Social Support      Spiritual Support Other _______________________

THERAPIST NOTES (Ex: efficacy; whether medication, meal, or procedure was administered during the session by any staff; 

direct quotes from recipients; location of treatment; technique utilized; positioning, etc.)  

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

WOULD/SHOULD PATIENT / FAMILY BE CONSIDERED FOR:    CASE STUDY   TESTIMONIAL 

Why? __________________________________________________________________________________________ 

Phone #: _______________________________ Email: ___________________________________________________ 

ITK OFFICE ONLY 

PAIN    Pre-Pain Score_________ Post-Pain Score___________ 

ANXIETY  Pre-Anxiety Score_________ Post-Anxiety Score___________ 

WELL-BEING  Pre-WB Score_________ Post-WB Score___________ 

SATISFACTION Parent Pre-Recommendation Score________ Parent Post-Recommendation Score________ 

Session Overall Satisfaction _________  
18+ Form version 1.1 
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TESTIMONIAL—Use this space to describe your experience with the Hospital Heroes 

____________________________________________________________________________ 

____________________________________________________________________________

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

If you would be willing to be contacted for a case study, parent’s/adult patient’s please 

enter your preferred contact information here: 

_______________________________ 

_______________________________ 

18+ Form version 1.1 
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APPENDIX E – Hospital Heroes Session Outcomes Stratified: Initial vs Follow-up Sessions 

Aim 3: Outcomes 

Patients/Family/Caregivers 

At the time of this retrospective review of ITK’s pre/post assessment form data for the 

Hospital Heroes program, there were a total of 79 sessions offered to patients/family- 38 initial 

sessions and 41 follow-up sessions–over a two-month period to patients, family members, and 

caregivers. 

Baseline characteristics of recipients for initial and follow-up sessions 

Initial Sessions 

Of the 38 initial sessions, the majority (n=18) were given to patients (47.4%) and parents 

(39.5%) followed by siblings and grandmothers (both 5.3%), and aunts (2.6%); most recipients 

of initial sessions were female (76.3%) versus male (23.7%) and the majority of recipients of 

initial sessions identified as Hispanic (44.7%) and/or White/Caucasian (36.8%). Recipients of 

initial sessions were mostly adults (18 years of age or older; 52.6%) followed by neonates (age 

0-30 days; 15.8%), adolescents (12-17 years; 15.8%), children (6-11 years; 7.9%), and young

children (2-5 years; 5.3%); 7.9% (n=3) of initial session recipients did not report their age (Table 

1). 

Follow-up Sessions 

Of follow-up sessions (N=41), the large majority (n=32) were given to patients (78.0%) 

followed by parents/caregivers (19.5%) and partners (2.4%); similar to initial sessions, most 

recipients of follow-up sessions were female (80.5%) versus male (19.5%) and the majority 

identified as Hispanic (31.7%) and/or White/Caucasian (39.0%). Recipients of follow-up 

sessions were mostly adults (34.1%) followed by adolescents (22.0%), infants and young 
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children (both 17.1%), neonates and children (both 4.9%); 2.4% (n=1) of follow-up sessions did 

not report their age (Table 1). 

Table 1. Characteristics of recipients for Hospital Heroes sessions (patients/family/other caregivers) 

Characteristic 
Initial 
Sessions (n) 

Initial 
Sessions (%) 

Follow-up 
Sessions (n) 

Follow-up 
Sessions (%) 

N=38 N=41 

Age 
Mean (SD): 
23.6 (19.2) 

Mean (SD): 
13.4 (12.0) 

Neonate (0-30 days) 6 15.8 2 4.9 

Infant (1-23 months) 0 0.0 7 17.1 

Young Child (2-5 years) 2 5.3 7 17.1 

Child (6-11 years) 3 7.9 2 4.9 

Adolescent (12-17 years) 6 15.8 9 22.0 

Not Reported (17 and under) 1 2.6 0 0.0 

Total Under 18 18 47.4 27 65.9 

Adult (18-23) 4 10.5 4 9.8 

Adult (24-29) 1 2.6 4 9.8 

Adult (30-34) 3 7.9 4 9.8 

Adult (35-39) 3 7.9 0 0.0 

Adult (40-44) 0 0.0 1 2.4 

Adult (45-49) 1 2.6 0 0.0 

Adult (50-54) 4 10.5 0 0.0 

Adult (55-59) 0 0.0 0 0.0 

Adult (60-64) 1 2.6 0 0.0 

Adult (65-69) 1 2.6 0 0.0 

Adult (70 and up) 0 0.0 0 0.0 

Not Reported (Adults) 2 5.3 1 2.4 

Total 18 and Over 20 52.6 14 34.1 

Relationship to patient 

Self 18 47.4 32 78.0 

Parent 15 39.5 8 19.5 

Sibling 2 5.3 0 0.0 

Grandmother 2 5.3 0 0.0 

Aunt 1 2.6 0 0.0 

Partner 0 0.0 1 2.4 
Other Family 0 0.0 0 0.0 
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Not Reported 0 0.0 0 0.0 

Gender 

Female 29 76.3 33 80.5 

Male 9 23.7 8 19.5 

Transgender 0 0.0 0 0.0 

Other 0 0.0 0 0.0 

Prefer not to say 0 0.0 0 0.0 

Ethnicity1
 

Hispanic or Latino 21 44.7 13 31.7 

Not Hispanic or Latino 7 14.9 10 24.4 

Unknown 4 8.5 6 14.6 

Prefer not to say 4 8.5 0 0.0 

Race1
 

American Indian or Alaska 
Native 4 10.5 0 0.0 

Asian 0 0.0 0 0.0 

Black or African American 3 7.9 1 2.4 
Native Hawaiian or Other 
Pacific Islander 0 0.0 0 0.0 

White or Caucasian 14 36.8 16 39.0 

Unknown 2 5.3 6 14.6 

Prefer not to say 13 34.2 6 14.6 

Other 1 2.6 2 4.9 
1 Not mutually exclusive 

Characteristics of initial and follow-up sessions (patients/family/other caregivers) 

Initial Sessions 

Initial sessions were given in the following units in order from greatest to least number of 

sessions: NICU (39.5%), GMS (36.8%), Hem/Onc (10.5%), PICU (7.9%), and BMTC (5.3%). 

The large majority of initial sessions (71.1%) were offered concurrently, meaning that at least 

one other person also received a session; for sessions with one other person, the most common 

concurrent recipient (depending on who completed the original form) was either a: patient 

(26.3% of initial sessions), parent (18.4% of initial sessions), other family member (5.3% of 

initial sessions), or partner (2.6% of initial sessions); the remaining concurrent sessions were 

offered to at least two other people (18.4% of initial sessions); for initial sessions were caregivers 
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did not concurrently receive sessions, caregivers were present for 36.8% of them. Nearly 95% of 

initial sessions were administered by a team two therapists; the remainder of sessions was 

administered by one. 

The most common treatment goals reported for initial sessions (not mutually exclusive), 

in order from highest to lowest frequency, were: anxiety/stress reduction/relaxation (76.3%), 

comfort (50.0%), overall well-being (39.5%), facilitation of self-healing and pain reduction (both 

36.8%), sleep (18.4%), body awareness (15.8%), and other (2.6%) (Table 2). 

Follow-up Sessions 

Follow-up sessions were given in the following units in order from greatest to least 

number of sessions: GMS and PICU (both 31.7%), NICU (19.5%); BMTC (14.6%), and GMS 

(2.4%). 53.7% of sessions were the recipients’ second or third time receiving a HH session, 

nearly 20% were receiving a fourth or fifth session, 4.9% were receiving their sixth or eighth HH 

session; and for the remainder of recipients (16.8%, n=7) this was their ninth visit or higher, 

ranging up to 18 visits. 39% of follow-up sessions were offered concurrently to one other person 

with the most common concurrent recipient (depending on who completed the original form) 

being reported as a: patient or parent (both 17.1% of all follow-up sessions), or partner (4.9% of 

all follow-up sessions). Just over 73% of follow-up sessions were administered by a team of two 

therapists while the remainder were administered by one. 

The most common treatment goals reported for follow-up sessions (not mutually 

exclusive), in order from highest to lowest frequency, were: anxiety/stress reduction/relaxation 

(70.7%), comfort (63.4%), overall/global well-being (48.8%), facilitation of self-healing 

(46.3%), pain reduction (43.9%), sleep (36.6%), body awareness (4.9%), and other (2.4%) 

(Table 2). 



Pottinger, 147

Table 2. Characteristics of initial and follow-up sessions (patients/family/other 
 caregivers) 

Characteristic 
Initial 
Sessions (n) 

Initial 
Sessions 
(%) 

Follow-up 
Sessions1 
(n) 

Follow- 
up 
Sessions 
1 (%) 

N=38 N=41 

Unit 

Bone-marrow Transplant Clinic (BMTC) 2 5.3 6 14.6 

General Medicine/Surgery (GMS) 14 36.8 1 2.4 

Hematology/Oncology (Hem/Onc) 4 10.5 13 31.7 

Neonatal Intensive Care (NICU) 15 39.5 8 19.5 

Pediatric Intensive Care (PICU) 3 7.9 13 31.7 

Visit Number 

1 38 100.0 0 0.0 

2 0 0.0 13 31.7 

3 0 0.0 9 22.0 

4 0 0.0 5 12.2 

5 0 0.0 3 7.3 

6 0 0.0 2 4.9 

7 0 0.0 0 0.0 

8 0 0.0 2 4.9 

9 0 0.0 1 2.4 

10 0 0.0 1 2.4 

11 0 0.0 1 2.4 

12 0 0.0 1 2.4 

13 0 0.0 1 2.4 

14 0 0.0 0 0.0 

15 0 0.0 0 0.0 

16 0 0.0 1 2.4 

17 0 0.0 0 0.0 

18 0 0.0 1 2.4 

Number of Therapists 

1 2 5.3 11 26.8 

2 36 94.7 30 73.2 

Concurrent Session Provided With 

1 other person 20 52.6 16 39.0 

Parent 7 18.4 7 17.1 

Patient 10 26.3 7 17.1 

Other Family 2 5.3 0 0.0 

Partner 1 2.6 2 4.9 

2 other people 3 7.9 0 0.0 
3 other people 4 10.5 0 0.0 
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Other Presence During Session 

Caregiver (non-concurrent session) 14 36.8 12 29.3 

Police 0 0.0 0 0.0 

Sitter 0 0.0 1 2.4 

Treatment Goals2 

Pain Reduction 14 36.8 18 43.9 

Body Awareness 6 15.8 2 4.9 

Comfort 19 50.0 26 63.4 

Sleep 7 18.4 15 36.6 

Facilitation of Self-Healing 14 36.8 19 46.3 

Anxiety/Stress Reduction/Relaxation 29 76.3 29 70.7 

Global Well-being, with emphasis on: 15 39.5 20 48.8 

Physical 15 39.5 23 56.1 

Mental 1 2.6 16 39.0 

Emotional 20 52.6 18 43.9 

Social 9 23.7 10 24.4 

Spiritual 3 7.9 11 26.8 

Other 1 2.6 1 2.4 
1 Some follow-up sessions may correspond to the same 
individual 

2 Not mutually exclusive 

Staff 

At the time of this retrospective review of ITK’s pre/post assessment form data for the 

Hospital Heroes program, there were a total of 16 sessions given over a two-month period - 10 

initial sessions and 6 follow-up sessions–to staff while providing service in the hospital. 

Baseline characteristics of recipients for initial and follow-up sessions (staff) 

Initial and Follow-up Sessions 

Of the 10 initial sessions, the mean age of recipients was 43.2 (18.7); 90% were 

female, and the majority identified as Not Hispanic or Latino (66.7%) and White (100%). Of 

the 6 follow-up sessions, the mean age of recipients was 36.5 (4.2); 100% were female, and 

the majority identified as Not Hispanic or Latino (83.3%) and White (100%)(Table 3). 
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Table 3. Characteristics of recipients for Hospital Heroes sessions (staff) 

Characteristic Initial 
Sessions 
(n) 

Initial 
Sessions 
(%) 

Follow-up 
Sessions 
(n) 

Follow-up 
Sessions 
(%) 

N=10 N=6 

Age 

Mean 
(SD): 

43.2(18.7) 

Mean 
(SD): 36.5 
(4.2) 

Adult (24-29) 2 20.0 0 0.0 

Adult (30-34) 2 20.0 1 16.7 

Adult (35-39) 1 10.0 3 50.0 

Adult (40-44) 1 10.0 2 33.3 

Adult (55-59) 2 20.0 0 0.0 

Adult (60-64) 1 10.0 0 0.0 

Adult (65-69) 0 0.0 0 0.0 

Adult (70 and up) 1 10.0 0 0.0 
Total 18 and 
Over 

Gender 

Female 9 90.0 6 100.0 

Male 1 10.0 0 0.0 

Transgender 0 0.0 0 0.0 

Other 0 0.0 0 0.0 

Prefer not to say 0 0.0 0 0.0 

Ethnicity1 
Hispanic or 
Latino 1 10.0 0 0.0 

Not Hispanic or 
Latino 7 70.0 5 83.3 

Unknown 0 0.0 0 0.0 

Prefer not to say 0 0.0 1 16.7 

Not Reported 2 20.0 0 0.0 

Race1 

American Indian 
or Alaska Native 0 0.0 0 0.0 

Asian 0 0.0 0 0.0 

Black or African 
American 0 0.0 0 0.0 

Native Hawaiian 
or Other Pacific 
Islander 0 0.0 0 0.0 

White or 
Caucasian 10 100.0 6 100.0 

Unknown 0 0.0 0 0.0 
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Prefer not to say 0 0.0 0 0.0 
Other 0 0.0 0 0.0 

1 Not mutually exclusive 

Characteristics of initial and follow-up sessions (staff) 

Initial Sessions 

Initial sessions (N=10) were given in the following units in order from greatest to least 

number of sessions: NICU (90%, n=9) and Other (10%, n=1). No sessions were given in BMTC, 

GMS, Hem/Onc, or PICU, as sessions were being delivered in the NICU as a form of 

education/experience to staff because the program was new to this unit at this time. Nearly 90% 

(n=9) of initial sessions were administered by a team of two therapists; the remainder of sessions 

were administered by a team of three (10%, n=1). The most common treatment goals reported 

for initial sessions (not mutually exclusive), in order from highest to lowest frequency, were: 

anxiety/stress reduction/relaxation (72.7%), pain reduction (45.5%), global/overall well-being 

(36.4%), comfort and facilitation of self-healing (both 9.1%) Body awareness was not a 

treatment goal for any sessions and sleep is never an applicable treatment goal for sessions with 

staff. Of sessions focusing on improving global/overall well-being (n=4), the following were the 

focus in order from greatest to least number of sessions aiming to improve global/overall well- 

being (not mutually exclusive): physical (n=3), mental and social (both n=2), and emotional 

(n=1). While it remains incorporated under global/overall well-being, spiritual well-being was 

not the main focus for any of these sessions (Table 4). 

 Table 4. Characteristics of initial and follow-up sessions (staff) 

Characteristic 
Initial 
Sessions 
(n) 

Initial 
Sessions 
(%) 

Follow- 
up 
Sessions1 
(n) 

Follow- 
up 
Sessions1 
(%) 

N=10 N=6 
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Unit 

Bone-marrow Transplant Clinic (BMTC) 0 0.0 0 0.0 

General Medicine/Surgery (GMS) 0 0.0 0 0.0 

Hematology/Oncology (Hem/Onc) 0 0.0 0 0.0 

Neonatal Intensive Care (NICU) 9 90 5 83.3 

Pediatric Intensive Care (PICU) 0 0.0 1 16.7 

Other 1 10 0 0.0 

Visit Number 

1 10 100.0 0 0.0 

2 - - 3 50.0 

3 - - 3 50.0 

Number of Therapists 

1 0 0.0 0 0.0 

2 9 90 6 100.0 

3 1 10 0 0.0 

Treatment Goals2 

Pain Reduction 5 45.5 4 66.7 

Body Awareness 0 0.0 0 0.0 

Comfort 1 9.1 1 16.7 

Sleep 0 0.0 0 0.0 

Facilitation of Self-Healing 1 9.1 0 0.0 

Anxiety/Stress Reduction/Relaxation 8 72.7 5 83.3 

Global Well-being, with emphasis on: 4 36.4 3 50.0 

Physical 3 27.3 3 50.0 

Mental 2 18.2 2 33.3 

Emotional 1 9.1 3 50.0 

Social 2 18.2 1 16.7 

Spiritual 0 0.0 1 16.7 

Other 1 9.1 1 16.7 

Not Reported 1 9.1 0 0.0 

1 Some follow-up sessions may correspond to the same individual 

2 Not mutually exclusive 

Follow-up Sessions 

Follow-up sessions were given in the following units in order from greatest to least 

number of sessions: NICU (77.8%) and NC (22.2%). No sessions were given in BMTC, GMS, 

Hem/Onc, PICU, or PS during this time. Nearly 67% of initial sessions were administered by one 

therapist, the remainder were administered by a team of two. The most common treatment goals 
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reported for initial sessions (not mutually exclusive), in order from highest to lowest frequency, 

were: anxiety/stress reduction/relaxation (83.3%), pain reduction (66.7%), overall/global well- 

being (50%), and comfort (16.7%). Body awareness, facilitation of self-healing, and sleep (N/A) 

were not treatment goals for any of the sessions. Of sessions focusing on improving 

global/overall well-being (n=3), the following were the focus in order from greatest to least 

number of sessions aiming to improve global/overall well-being (not mutually exclusive): 

physical and emotional (both n=3), mental (n=2), social (n=1), and spiritual (n=1)(Table 4). 

Pre/post assessment form data outcomes for sessions (patients/family/caregivers) 

Initial Sessions 

Of the 38 initial sessions provided, 17 individuals (45%) were able to report both pre/post 

levels for pain and fear/distress/anxiety and 9 were able to report both pre/post levels of 

global/overall well-being. Of the 41 follow-up sessions, 13 individuals were able to report both 

pre/post levels for pain and fear/anxiety and 7 were able to report both pre/post levels of 

global/overall well-being (Table 8). The remainder did not report pre and/or post values as they 

were either too young to report, based on the validated age for the measures being collected; 

were unresponsive or asleep; it was inappropriate to request measures based on the situation (i.e. 

acute crisis); or there were cultural and/or language barriers. Thus, results described refer to 

those individuals receiving sessions who were able to report values for the measures being 

collected at the time. Values could not be assumed to fall within the range of normal distribution. 

In patients/family/other caregivers receiving HH sessions for the first time, who were 

able to report fear/anxiety on a scale from 0-4 (N=17, n=6 ages 5-17 and n=11 ages 18+), where 

0=no fear/anxiety at all and 4= extreme fear/anxiety, there is evidence to suggest that recipients 
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experiences significantly lower levels of fear/anxiety (p=0.0008) immediately after sessions 

(median=0) compared to immediately before (median=2) resulting in a median 25% decrease in 

fear/anxiety. On a scale from 0-10, where 0=no hurt and 10=hurts worst, first-time session 

recipients able to report (N=17, n=6 ages 5-17 and n=11 ages 18+) also experienced significantly 

lower levels of pain (p=<0.0231) immediately after sessions (mean=0) than immediately before 

(median=4) resulting in a median 40% decrease in pain. When stratified by ages, children 5-17 

approached but did not meet significant median changes in fear (p=0.0516) though they did have 

significant median changes in pain (p=0.0231). Adults (ages 18+) exhibited significant median 

changes in both distress/anxiety (p=0.0064) and pain (p=0.0098). 

Lastly, on a scale from 0-10, where 0=worst you have ever been and 10=best you have 

ever been, first-time adult recipients (N=9) experienced a significantly greater sense of overall 

well-being (p=0.0363) immediately after sessions (median=7) than immediately before 

(median=3) resulting in a median 43% increase in overall well-being (Table 6). The interquartile 

range [25%, 75%] for the difference in median fear/anxiety is (-2,-0), for the difference in pain is 

(-4, -2), and for the difference in overall well-being is (0, 6). Note that 2 of the 19 individuals 

able to report pre-values fell asleep as a result of the session, thus an outcome of “Asleep” is 

reported and their pre-values are therefore excluded from the analysis (Table 5). 

Follow-up Sessions 

As sessions are meant to address an individual’s needs in the moment irrespective of 

outcomes from prior sessions, follow-up sessions were also included in the pre/post analyses for 

outcome measures. In patients/family/caregivers receiving Hospital Heroes follow-up sessions, 

who were able to report fear/anxiety on a scale from 0-4 (N=13, n=5 ages 5-17 and n=8 ages 
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18+), where 0=no fear/anxiety at all and 4= extreme fear/anxiety, there is evidence to suggest 

that recipients experience significantly lower levels of fear/anxiety (p=<0.0017) immediately 

after sessions (median=1) compared to immediately before (median=3) resulting in a median 

25% decrease in fear/anxiety. On a scale from 0-10, where 0=no hurt and 10=hurts worst, 

follow-up session recipients able to report (N=13, n=5 ages 5-17 and n=8 ages 18+) also 

experienced significantly lower levels of pain (p=0.0033) immediately after sessions 

(median=1.50) than immediately before (median=3.50) resulting in a 20% median decrease in 

pain. Lastly, on a scale from 0-10, where 0=worst you have ever been and 10=best you have ever 

been, follow-up adult recipients (N=9) experienced a significantly greater sense of overall well- 

being (p=0.028) immediately after sessions (median=8.30) than immediately before (median=5) 

resulting in a 23% increase in overall well-being. The interquartile range [25%, 75%] for the 

difference in median fear/anxiety is (-2,-1), for the difference in pain is (-2, 0), and for the 

Table 5. Median changes in fear/distress/anxiety, pain, and global well-being status for recipients able to 
report (patients/family/other caregivers) 
Measure (ages able to 
report) 

Range of Scale N Mean 
Age 
(SD) 

Median 
Pre 

Median 
Post 

Median 
Difference 

Percent 
Median 
Change 

[Interquartile 
Range] 

(Median 
Difference) 

p value 

Initial Session 
(Pre/Post) 

Fear/Distress/Anxiety 
(ages 5+) 

0=No 
fear/anxiety, 
4=Extreme 
fear/anxiety 17 

28.2 
(15.7) 2 0 -1

25% 
decrease -2 0 0.0008 

Fear (ages 5 -17) 

0=No fear, 
4=Extreme 
fear 6 

13.8 
(3.1) 1.5 0.0 -1.5

37.5% 
decrease -1 -2 0.0516 

Distress/Anxiety (ages 
18+) 

0=No anxiety, 
4=Extreme 
anxiety 11 

36.9 
(15.3) 2 0 -1

25% 
decrease -2 0 0.0064 

Excluded as Asleep 
Post-Session (ages 18+) - 2 

41.5 
(12.0) 1.50 Asleep N/A N/A N/A N/A N/A 

Pain (ages 3+) 

0=No Hurt, 
10=Hurts 
Worst 17 

28.2 
(15.7) 4 0 -4

40% 
decrease -4 -2 0.0231 

Ages 3-17 - 6 
13.8 
(3.1) 4 0 -4

40% 
decrease -4 -2 0.0231 

Ages 18+) - 11 
36.9 

(15.3) 4 0 -2
40% 
decrease -4 0 0.0098 
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Excluded as Asleep 
Post-Session (ages 18+) - 2 

41.5 
(12.0) 1.00 Asleep N/A N/A N/A N/A N/A 

Global (Overall) Well- 
being  (ages 18+) 

0mm=Worst 
you have ever 
been, 
10mm=Best 
you have ever 
been 9 

35.8 
(16.5) 3 7 4.3 

43% 
increase 0 6 0.0363 

Excluded as Asleep 
Post-Session (ages 18+) - 2 

41.5 
(12.0) 6.55 Asleep N/A N/A N/A N/A N/A 

No Measures Collected - 19 

5.02 
(6.05); 
n=6 
<1mo - - - - - - - 

Follow-up (Pre/Post); 
Mean visit # (SD): 

3.3(1.3) 

Distress/Anxiety (ages 
18+) 

0=No anxiety, 
4=Extreme 
anxiety 13 

23.7 
(11.2) 3 1 -1

25% 
decrease -2 -1 0.0017 

Fear (ages 5 -17) 

0=No fear, 
4=Extreme 
fear 5 

12.2 
(0.5) 3 1 -1

10% 
decrease -1 -1 0.0522 

Distress/Anxiety (ages 
18+) 

0=No anxiety, 
4=Extreme 
anxiety 8 

30.9 
(7.8) 3.50 1.50 -2

20% 
decrease -2 -1 0.0116 

Pain (ages 3+) 

0=No Hurt, 
10=Hurts 
Worst 13 

23.7 
(11.2) 4 2 -2

20% 
decrease -2 0 0.0033 

Ages 3-17 - 5 
12.2 
(0.5) 6 4 -2

20% 
decrease -2 -2 0.0522 

Ages 18+) - 8 
30.9 
(7.8) 2 0 -2

20% 
decrease -2 0 0.0274 

Global (Overall) Well- 
being  (ages 18+) 

0mm=Worst 
you have ever 
been, 
10mm=Best 
you have ever 
been 7 

30.4 
(8.4) 5 8.30 2.3 

23% 
increase 2 4.5 0.028 

No Measures Collected - 28 

8.5 
(8.9); 

n=9 
<6mo - - - - - - - 

difference in overall well-being is (2, 4.5). When stratified by ages, children 5-17 approached but 

did not meet significant median changes in fear or pain (both p=0.0522) though they did have 

significant median changes in pain. Adults (ages 18+) exhibited significant median changes in 

both distress/anxiety (p=0.0116) and pain (p=0.0274) (Table 5). 
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Modalities provided during initial and follow-up sessions (patients) 

Initial sessions 

Of initial sessions with patients (N=18) the majority consisted of, in order of greatest to 

lowest frequency: Reiki (89%); Healing Touch (56%); Wellness Education (39%); Acupressure 

and Recorded Music (each 33%); and Containment Holds and Guided Imagery/Visualization 

(each 22%). The remainder included a variety of other modalities ranging from Capacitar to 

Sound Healing. 

Of the 18 initial sessions provided to patients, (100%) received at least 1 modality; 17/18 

(94%) received at least 2 modalities; 11/18 (61%) received at least 3 modalities; 9/18 (50%) 

received at least 4 modalities; 8/18 (44%) received at least 5 modalities; 6/18 (33%) received at 

least 6 modalities; 4/18 (22%) received at least 7 modalities; 2/18 (11%) received at least 8 

modalities; 2/18 (11%) received at least 9 modalities; and 1/18 (6%) received a total of 10 

modalities (Table 6). 

Table 6. Modalities provided during initial and follow-up sessions (patients) 

Modality Provided 

Initial 
Sessions 
(n) 

Initial 
Sessions 
(%) Modality Provided 

Follow- 
up 
Sessions 
(n) 

Follow- 
up 
Sessions 
(%) 

Patients 

N=18 N=32 

Reiki 16 88.9 Reiki 29 90.6 

Healing Touch 10 55.6 Healing Touch 15 46.9 

Wellness Education 7 38.9 
Conversation with the 

Body 15 46.9 

Acupressure 6 33.3 Gentle Massage 14 43.8 

Recorded Music 6 33.3 Containment Holds 13 40.6 

Containment Holds 4 22.2 Recorded Music 12 37.5 

Guided Imagery 4 22.2 Acupressure 9 28.1 

Capacitar 2 11.1 Wellness Education 7 21.9 

Finger Holds 2 11.1 
Guided 

Imagery/Visualization 5 15.6 

Gentle Massage 2 11.1 Breathing Techniques 3 9.4 
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Meditation 2 11.1 Polarity 3 9.4 

Pain Drain 2 11.1 Singing 3 9.4 
Emotional Freedom 
Technique/Tapping 2 11.1 Finger Holds 2 6.3 

Breathing Techniques 1 5.6 Meditation 2 6.3 

Conversation with the Body 1 5.6 Pain Drain 1 3.1 

Emotional Release 1 5.6 
Emotional Freedom 
Technique/Tapping 1 3.1 

Grounding 1 5.6 Sound Healing 1 3.1 

Play Therapy 1 5.6 Story Telling with Touch 1 3.1 

Sound Healing 1 5.6 Reflexology 1 3.1 

Follow-up sessions 

Of follow-up sessions with patients (N=32), the majority consisted of, in order of greatest 

to lowest frequency: Reiki (91%); Healing Touch and Conversation with the Body (each 47%); 

Gentle Massage (44%); Containment Holds (41%); Recorded Music (38%); Acupressure (28%); 

Wellness Education (22%); and Guided Imagery/Visualization (16%) . The remainder included a 

variety of other modalities ranging from Breathing Techniques to Reflexology. Of the 32 follow- 

up sessions provided to patients, 32/32 (100%) received at least 1 modality; 29/32 (91%) 

received at least 2 modalities; 24/32 (75%) received at least 3 modalities; 20/32 (63%) received 

at least 4 modalities; 15/32 (47%) received at least 5 modalities; 10/32 (31%) received at least 6 

modalities; 6/32 (19%) received at least 7 modalities; and 1/32 (3%) received a total of 8 

modalities (Table 6). 

Pre/post assessment form data outcomes for sessions (patients) 

Initial Sessions 

Of the 18 initial sessions provided to patients, 7 (39%) were able to report both pre/post 

levels for pain and fear/anxiety and 1 (5.6%) was able to report both pre/post levels of 

overall/global well-being. Of the 32 follow-up sessions provided to patients, 7 individuals (22%) 

were able to report both pre/post levels for pain and fear/anxiety and 1 (3.1%) was able to report 
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both pre/post levels of overall/global well-being (Table 7). The remainder did not report pre 

and/or post values as they were either too young to report, based on the validated age for the 

measures being collected; were unresponsive or asleep; it was inappropriate to request measures 

based on the situation (i.e. acute crisis); or there were cultural and/or language barriers. Note that 

1 additional patient was able to provide pre-values for all measures and fell asleep as a result of 

the session; therefore, no post-values were collected for this session. Thus, results described refer 

to those individuals receiving sessions who were able to report values for the measures being 

collected at the time. Values could not be assumed to fall within the range of normal distribution. 

In patients receiving HH sessions for the first time, who were able to report fear/anxiety 

on a scale from 0-4 (N=10), where 0=no fear/anxiety at all and 4= extreme fear/anxiety, there is 

evidence to suggest that the average recipient experiences significantly lower levels of 

fear/anxiety (p=0.0496) immediately after sessions (median=0) compared to immediately before 

(median=1) resulting in a median 25% decrease in fear/anxiety. On a scale from 0-10, where 

0=no hurt and 10=hurts worst, first-time session recipients able to report (N=7) also experienced 

significantly lower levels of pain (p=<0.0194) immediately after sessions (median=0) than 

immediately before (median=3) resulting in a median 40% decrease in pain. Lastly, on a scale 

from 0-10, where 0=worst you have ever been and 10=best you have ever been, first-time adult 

recipients able to report both pre/post values (N=1) experienced a greater sense of overall well- 

being immediately after sessions (9.0) than immediately before (4.7) resulting in a 43% increase 

in overall well-being however, the sample was too small to assess for significance. The 

interquartile range [25%, 75%] for the difference in median fear/anxiety is (-2,-0), for the 

difference in pain is (-4, -2), and for the difference in global/overall well-being is (0, 6). Note 

that 1 of the 8 individuals (12.5%) able to report pre-values fell asleep as a result of the session, 
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thus an outcome of “Asleep” is reported and their pre-values are therefore excluded from the 

analysis. (Table 7). 

Follow-up Sessions 

As sessions are meant to address an individual’s needs in the moment irrespective of 

outcomes from prior sessions, follow-up sessions were also included in the pre/post analyses for 

outcome measures. In patients receiving HH follow-up sessions, who were able to report 

fear/distress/anxiety on a scale from 0-4 (N=7), where 0=no fear/anxiety at all and 4= extreme 

fear/anxiety, there is evidence to suggest that the average recipient experiences significantly 

lower levels of fear/anxiety (p=0.0194) immediately after sessions (median=1) compared to 

immediately before (median=3) resulting in a 50% decrease in fear/anxiety. On a scale from 0- 

10, where 0=no hurt and 10=hurts worst, first-time session recipients able to report (N=7) also 

experienced significantly lower levels of pain (p=0.0283) immediately after sessions (median=4) 

than immediately before (median=6) resulting in a 20% decrease in pain. Lastly, on a scale from 

0-10, where 0=worst you have ever been and 10=best you have ever been, follow-up adult

recipients (N=2) experienced a greater sense of overall well-being immediately after sessions 

(median/mean=6.8) than immediately before (median/mean=3.15) resulting in a 36.5% increase 

in overall well-being however, the sample size was too small (N=2) to calculate significance. 

The interquartile range [25%, 75%] for the difference in median fear/anxiety is (-2,-0), for the 

difference in pain is (-2, 0), and for the difference in global/overall well-being is (2.3, 5) (Table 

7). 

Table 7. Median changes in fear/anxiety, pain, and global/overall well-being status (patients) 
Measure 

(ages able to 
report) 

Session Range of Scale N Median 
Pre 

Median 
Post 

Median 
(Difference) 

Percent 
Median 
Change 

Interquartile 
Range 

(Median 
Difference) 

p 
value 

Initial 

Mean Age 
(SD): 15.8 
(4.5), N=8 
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Fear/Anxiety 
(ages 5+) 

0=No fear/anxiety, 
4=Extreme 
fear/anxiety 7 1 0 -1

25% 
decrease -2 0 0.05 

Excluded as 
Asleep Post- 
Session 1 1.00 Asleep - - - - - 

Pain 
(ages 3+) 

0=No Hurt, 
10=Hurts Worst 7 3 0 -4

40% 
decrease -4 -2 0.019 

Excluded as 
Asleep Post- 
Session 1 0.00 Asleep - - - - - 

Global 
(Overall) 
Well-being 
(ages 18+) 

0mm=Worst you 
have ever been, 
10mm=Best you 
have ever been 1 4.70 9.00 4.3 43% increase N/A N/A N/A 

Excluded as 
Asleep Post- 
Session 1 8.80 Asleep - - - - - 

No 
Measures 
Collected - 10 - - - - - - - 

Follow- 
up 

Mean Age 
(SD): 14.4 
(3.8), N=7 

Fear/Anxiety 
(ages 5+) 

0=No fear/anxiety, 
4=Extreme 
fear/anxiety 7 3 1 -2.0

50% 
decrease -2 0 0.019 

Pain 
(ages 3+) 

0=No Hurt, 
10=Hurts Worst 7 6 4 -2.0

20% 
decrease -2 0 0.0283 

Global 
(Overall) 
Well-being 
(ages 18+) 

0mm=Worst you 
have ever been, 
10mm=Best you 
have ever been 2 3.15 6.8 3.65 

36.5% 
increase 2.3 5 N/A 

No 
Measures 
Collected - 25 - - - - - - - 

Modalities provided during initial and follow-up sessions (family/parents/ 

caregivers) 

Of initial sessions with family/parents/other caregivers (N=20), the majority consisted of, 

in order of greatest to lowest frequency: Reiki (85%); Gentle Massage (65%); Healing Touch 

and Recorded Music (each 35%); Wellness Education (30%); Containment Holds and Guided 

Imagery/Visualization (each 15%). The remainder included a variety of other modalities ranging 

from Conversation with the Body to Sound Healing. Of the 20 initial sessions provided to 
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family/parents/other caregivers, (100%) received at least 1 modality; 15/20 (75%) received at 

least 2 modalities; 11/20 (55%) received at least 3 modalities; 10/20 (50%) received at least 4 

modalities; and 6/20 received a total of 5 modalities. 

Of follow-up sessions with family/parents/other caregivers (N=9), the majority consisted 

of, in order of greatest to lowest frequency: Reiki (100%); Gentle Massage (56%); Containment 

Holds (44%); and Wellness Education, Acupressure, Conversation with the Body, and Recorded 

Music (each 33%). The remainder included Finger Holds and Healing Touch. Of the 9 follow-up 

sessions family/parents/other caregivers, 9/9 (100%) received at least 1 modality; 7/9 (78%) 

received at least 2 modalities; 5/9 (56%) received at least 34 modalities; 4/9 (44%) received at 

least 4 modalities; 3/9 (33%) received at least 5 modalities; 2/9 (22%) received at least 6 

modalities; and 1/9 (11%) received a total of 8 modalities (Table 8). 

Table 8. Modalities provided during initial and follow-up sessions (family/parents/other caregivers) 

Modality Provided 

Initial 
Sessions 
(n) 

Initial 
Sessions 
(%) Modality Provided 

Follow- 
up 
Sessions 
(n) 

Follow- 
up 
Sessions 
(%) 

Family/Parents/Other Caregivers 

N=20 N=9 

Reiki 17 85.0 Reiki 9 100.0 

Gentle Massage 13 65.0 Gentle Massage 5 55.6 

Healing Touch 7 35.0 Containment Holds 4 44.4 

Recorded Music 7 35.0 Wellness Education 3 33.3 

Wellness Education 6 30.0 Acupressure 3 33.3 

Containment Holds 3 15.0 Conversation with the Body 3 33.3 

Guided Imagery/Visualization 3 15.0 Recorded Music 3 33.3 

Conversation with the Body 2 10.0 Finger Holds 1 11.1 

Finger Holds 2 10.0 Healing Touch 1 11.1 

Emotional Freedom Technique/Tapping 2 10.0 

Acupressure 1 5.0 

Full-body pressure 1 5.0 

Grounding 1 5.0 

Meditation 1 5.0 

Pain Drain 1 5.0 
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Sound Healing 1 5.0 

Pre/post assessment form data outcomes for sessions (family/parents/caregivers) 

Initial Sessions 

Of the 20 initial sessions provided to family/other caregivers, 8 individuals (40%) were 

able to report both pre/post levels for pain, fear/anxiety, and overall/global well-being (Table 9). 

The remainder did not report pre and/or post values as they were either too young to report, 

based on the validated age for the measures being collected; were unresponsive or asleep; it was 

inappropriate to request measures based on the situation (i.e. acute crisis); or there were cultural 

and/or language barriers. Thus, results described refer to those individuals receiving sessions 

who were able to report values for the measures being collected at the time. Values could not be 

assumed to fall within the range of normal distribution. 

In family/parents/other caregivers receiving HH sessions for the first time, who were able 

to report fear/anxiety on a scale from 0-4 (N=8), where 0=no fear/anxiety at all and 4= extreme 

fear/anxiety, there is evidence to suggest that recipients experience significantly lower levels of 

fear/anxiety (p=0.0128) immediately after sessions (median=0.50) compared to immediately 

before (median=2) resulting in a 50% median decrease in fear/anxiety. On a scale from 0-10, 

where 0=no hurt and 10=hurts worst, first-time session recipients able to report (N=8) also 

experienced significantly lower levels of pain (p=0.0186) immediately after sessions (median=2) 

than immediately before (median=4) resulting in a 20% decrease in pain. Lastly, on a scale from 

0-10, where 0=worst you have ever been and 10=best you have ever been, first-time adult

recipients (N=8) experienced a significantly greater sense of overall well-being (p=0.0192) 

immediately after sessions (median=6) than immediately before (median=3) resulting in a 27% 

increase in overall well-being. The interquartile range [25%, 75%] for the difference in median 
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fear/anxiety is (-2,-1), for the difference in pain is (-4, -1), and for the difference in global/overall 

well-being is (0.5, 6.5). Note that 1 of the 9 individuals able to report pre-values fell asleep as a 

result of the session (11.1%), thus an outcome of “Asleep” is reported and their pre-values are 

therefore excluded from the analysis (Table 9). 

Follow-up Sessions 

As sessions are meant to address an individual’s needs in the moment irrespective of 

outcomes from prior sessions, follow-up sessions were also included in the pre/post analyses for 

outcome measures. Of family/parents/other caregiver recipients of Hospital Heroes follow-up 

sessions (N=9, all ages 18+), those able to report distress/anxiety on a scale from 0-4 (N=6; 

67%), where 0=no distress/anxiety at all and 4= extreme distress/anxiety, there is evidence to 

suggest that adult recipients experience significantly lower levels of distress/anxiety (p=0.0301) 

immediately after sessions (median=2) compared to immediately before (median=4) resulting in 

a near 50% decrease in distress/anxiety. On a scale from 0-10, where 0=no hurt and 10=hurts 

worst, follow-up session recipients able to report (N=6, all ages 18+) also experienced 

significantly lower levels of pain (p=0.0495) immediately after sessions (median=0) than 

immediately before (median=2.00) resulting in a 20% decrease in pain. Lastly, on a scale from 0- 

10, where 0=worst you have ever been and 10=best you have ever been, follow-up adult 

recipients (N=5) experienced a greater sense of overall well-being immediately after sessions 

resulting in a 21% increase in overall well-being however median changes for did not reach 

significance. The interquartile range [25%, 75%] for the difference in median fear/anxiety is (-2,- 

1), for the difference in pain is (-2, 0), and for the difference in global/overall well-being is (2, 

3.3) (Table 9). 
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Table 9. Median changes in fear/anxiety, pain, and global/overall well-being status for initial and follow- 
up sessions  (family/parents/other caregivers) 
Measure (ages able to 
report) 

Range of Scale N Median 
Pre 

Median 
Post 

Median 
(Difference) 

Percent 
Median 
Change 

Interquartile 
Range 

(Median 
Difference) 

p 
value 

Initial Session 

Mean 
Age 
(SD): 
37.3 
(15.4), 
N=8 

Fear/Distress/Anxiety 
(5+) 

0=No 
fear/anxiety, 
4=Extreme 
fear/anxiety 8 2 0.50 -2

50% 
decrease -2 -1 0.0128 

Excluded as Asleep Post- 
Session 1 1 Asleep - - - - - 

Pain (3+) 

0=No Hurt, 
10=Hurts 
Worst 8 4 2 -2

20% 
decrease -4 -1 0.0186 

Excluded as Asleep Post- 
Session 1 0 Asleep - - - - - 

Global (Overall) Well- 
being (18+) 

0mm=Worst 
you have ever 
been, 
10mm=Best 
you have ever 
been 8 3 6 2.7 

27% 
increase 0.50 6.5 0.0192 

Excluded as Asleep Post- 
Session 1 Asleep - - - - - 

No Measures Collected - 12 - - - - - - - 

Follow-up; Mean visit # 
(SD): 4 (1.41) 

Mean 
Age 
(SD): 
34.5 
(4.8) 

Distress/Anxiety (18+) 

0=No anxiety, 
4=Extreme 
anxiety 6 4 2 -2

50% 
decrease -2 -1 0.0301 

Pain (3+) 

0=No Hurt, 
10=Hurts 
Worst 6 2 0 -2

20% 
decrease -2 0 0.0495 

Global (Overall) Well- 
being (18+) 

0mm=Worst 
you have ever 
been, 
10mm=Best 
you have ever 
been 5 5 8.3 2.1 

21% 
increase 2 3.3 0.0796 

No Measures Collected - 3 - - - - - - -
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Modalities provided during initial and follow-up sessions (staff) 

Initial sessions with staff (N=10) consisted of, in order of greatest to lowest frequency: 

Reiki (80%), Gentle Massage (70%), Wellness Education (50%), Healing Touch and Recorded 

Music (both 40%), Guided Imagery/Visualization (20%), Acupressure and Conversation with the 

Body (both 10%). Follow-up sessions with staff (N=6) consisted of, in order of greatest to lowest 

frequency: Gentle Massage, Recorded Music, and Reiki (all 67%); Healing Touch (33%); 

Acupressure, Containment Holds, Conversation with the Body, and Polarity (all 17%). Of the 11 

initial sessions, 11/11 (100%) received at least 2 modalities; 7/11 (64%) received at least 3 

modalities; 2/11 (18%) received a total 4 modalities, and 2/11 (18%) received a total of 5 

modalities. Of the 6 follow-up sessions, 6/6 (100%) received at least 1 modality; 4/6 (67%) 

received at least 3 modalities; 3/6 (50%) received at least 4 modalities; and 1/6 (17%) received a 

total of 7 modalities (Table 10). 

Table 10. Modalities provided during initial and follow-up sessions (staff) 

Modality Provided 

Initial 
Sessions 
(n) 

Initial 
Sessions 
(%) Modality Provided 

Follow-up 
Sessions 
(n) 

Follow-up 
Sessions 
(%) 

N=10 N=6 

Reiki 8 80.00 Gentle Massage 4 66.67 

Gentle Massage 7 70.00 Recorded Music 4 66.67 

Wellness Education 5 50.00 Reiki 4 66.67 

Healing Touch 4 40.00 Healing Touch 2 33.33 

Recorded Music 4 40.00 Acupressure 1 16.67 

Guided Imagery/Visualization 2 20.00 Containment Holds 1 16.67 

Acupressure 1 10.00 Conversation with the Body 1 16.67 

Conversation with the Body 1 10.00 Polarity 1 16.67 

Capacitar - - Capacitar - - 

Containment Holds - - 
Guided 

Imagery/Visualization - - 

Polarity - - Wellness Education - - 



Pottinger, 166

Pre/post assessment form data outcomes for sessions (staff) 

Initial Sessions 

Of the 10 initial sessions provided to staff, 10 individuals (100%) were able to report both 

pre/post levels for pain, fear/anxiety, and overall/global well-being. Of the 9 participants, 1 

reported negative values post-session for the pain and anxiety scales and so these values were not 

included in the group analyses reported below (Table 11). Values could not be assumed to fall 

within the range of normal distribution. 

In staff receiving HH sessions for the first time, on a scale from 0-4 (N=10), where 0=no 

fear/anxiety at all and 4= extreme fear/anxiety, there is evidence to suggest that recipients 

experience significantly lower levels of distress/anxiety (p=0.0063) immediately after sessions 

(median=0) compared to immediately before (median=1.5) resulting in a 25% decrease in 

distress/anxiety. On a scale from 0-10, where 0=no hurt and 10=hurts worst, first-time session 

recipients able to report (N=8) also experienced significantly lower levels of pain (p=0.0158) 

immediately after sessions (median=1) than immediately before (median=4) resulting in a 20% 

decrease in pain. Lastly, on a scale from 0-10, where 0=worst you have ever been and 10=best 

you have ever been, first-time adult recipients (N=11) experienced significantly greater 

global/overall well-being (p=0.0364) immediately after sessions (median=8.2) than immediately 

before (median=7.4) resulting in a 7% increase in overall well-being. The interquartile ranges for 

the difference in fear/anxiety is (-1, -1), for the difference in pain is (-2, 0), and for the difference 

in global/overall well-being is (0.4, 1.7) (Table 11). 

Follow-up Sessions 

As sessions are meant to address an individual’s needs in the moment irrespective of 

outcomes from prior sessions, follow-up sessions were also included in the pre/post analyses for 
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outcome measures. In staff receiving HH follow-up sessions, on a scale from 0-4 (N=6), where 

0=no fear/anxiety at all and 4= extreme fear/anxiety, there is evidence to suggest that recipients 

experience significantly lower levels of distress/anxiety (p=0.0495) immediately after sessions 

(median=1) compared to immediately before (median=2) resulting in a 7% decrease in 

distress/anxiety. On a scale from 0-10, where 0=no hurt and 10=hurts worst, first-time session 

recipients able to report (N=6) also experienced significantly lower levels of pain (p=0.034) 

immediately after sessions (median=1) than immediately before (median=5) resulting in a 30% 

decrease in pain. Lastly, on a scale from 0-10, where 0=worst you have ever been and 10=best 

you have ever been, first-time adult recipients (N=6) experienced significantly greater 

global/overall well-being (p=0.0277) immediately after sessions (median=7.65) than 

immediately before (median=5.35) resulting in a 20.5% increase in overall well-being. The 

interquartile ranges for the difference in fear/anxiety is (-1, 0), for the difference in pain is (-6, - 

2), and for the difference in global/overall well-being is (1.6, 3.3) (Table 11). 

Table 14. Median changes in distress/anxiety, pain, and overall/global well-being for initial and follow- 
up sessions (staff) 

Measure Session 
Type 

Range N Median 
Pre 

Median 
Post 

Median 
Difference 

Percent 
Median 
Change 

Interquartile 
Range 

(Median 
Difference) 

p value 

Distress/Anxiety Initial 

0-4; 0=No
anxiety,
4=Extreme
anxiety 9 1.5 0 -1

25% 
decrease -1 -1 0.0063 

Value Outside 
Range 1 0 -2 -2

50% 
decrease N/A N/A N/A 

Pain Initial 

0-10; 0=No
Hurt, 10=Hurts
Worst 9 4 1 -2

20% 
decrease -2 0 0.0158 

Value Outside 
Range 1 0 -2 -2

20% 
decrease N/A N/A N/A 

Overall/global 
Well-being Initial 

0-10;
0mm=Worst
you have ever
been,
10mm=Best
you have ever
been 10 7.4 8.2 0.7 

7% 
increase 0.4 1.7 0.0364 



Pottinger, 168

Distress/Anxiety 
Follow- 
up 

0-4; 0=No
anxiety,
4=Extreme
anxiety 6 2 1 -1

25% 
decrease -1 0 0.0495 

Pain 
Follow- 
up 

0-10; 0=No
Hurt, 10=Hurts
Worst 6 5 1 -3

30% 
decrease -6 -2 0.034 

Overall/global 
Well-being 

Follow- 
up 

0-10;
0mm=Worst
you have ever
been,
10mm=Best
you have ever
been 6 5.35 7.65 2.05 

20.5% 
increase 1.60 3.30 0.0277 

Satisfaction with initial and follow-up sessions (patients/family/caregivers) 

Initial Sessions 

On a scale from 0-10, where 0=worst session possible and 10=best session possible, the 

mean satisfaction level self-reported for first-time HH session adult participants (N=10) was 

9.20±1.14 and the mean satisfaction level self-reported by children for first-time sessions (N=6) 

using a modified FACES scale also ranging from 0-10, asking “How happy are you with your 

Hospital Heroes visit?”, was 9.00 ±1.10. Scores reported for satisfaction ranged from 4-10 and 

8-10 for adults and children, respectively. Caregivers present for children’s sessions (N=2) gave

satisfaction scores in addition to their children’s scores, on a scale from 0-10 where 0=worst 

session possible and 10=best session possible, and the mean satisfaction level self-reported for 

these caregivers was 10.00±0.00 (their children had reported values of 8 and 10, respectively). 

When stratified by patients and parents/caregivers, mean satisfaction for patients (N=7) was 

9.14±1.07 with the mean parent/caregiver proxy (N=2) at 10.00±0.00 (see above) and mean 

satisfaction for parents/caregivers’ sessions (N=9) was 9.11±1.17 (Table 12). 

Follow-up Sessions 

The mean satisfaction level self-reported for follow-up HH session adult participants 

(N=7) was 10.0±0.00 and the mean satisfaction level self-reported by children for follow-up 
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sessions (N=5) using a modified FACES scale also ranging from 0-10, asking “How happy are 

you with your Hospital Heroes visit?”, was 8.80 ±1.10. Scores reported for satisfaction ranged 

from 10-10 and 8-10 for adults and children, respectively. Caregivers present for children’s 

sessions (N=4) gave satisfaction scores in addition to their children’s scores, on a scale from 0- 

10 where 0=worst session possible and 10=best session possible, and the mean satisfaction level 

self-reported for these caregivers was 9.75±0.50.When stratified by patients and parents/ 

caregivers, mean satisfaction for patients (N=7) was 9.14±1.07 with the mean parent/caregiver 

proxy (N=2) at 10.00±0.00 (see above) and mean satisfaction for parents/caregivers’ sessions 

(N=5) was 9.80±0.45 (Table 12). 

Table 12 . Frequencies reported for satisfaction of initial and follow-up sessions 

(patients/parents/caregivers) 

Score Frequency (n) Percent (%) Frequency (n) Percent (%) 

Initial Sessions Follow-up Sessions 

Adults (self-report) N=10 N=7 

7 1 10.00 - 0.00 

8 2 20.00 - 0.00 

9 1 10.00 - 0.00 

10 6 60.00 7 100.00 

Mean (SD) 9.20 (1.14) 10.00 (0.00) 

Asleep post-session 2 - - - 

Children (self-report) N=6 N=5 

8 3 50.00 3 60.00 

10 3 50.00 2 40.00 

Mean (SD) 9.00 (1.10) 8.80 (1.10) 

Parent/caregiver-proxy N=2 N=4 

9 - 0.00 1 20.00 

10 2 100.00 3 60.00 

Mean (SD) 10.00 (0.00) 9.75 (0.50) 

Patients N=7 N=7 

8 3 42.86 3 42.86 

10 4 57.14 4 57.14 

Mean (SD) 9.14 (1.07) 9.14 (1.07) 

Asleep post-session 1 - - - 

Parent/caregiver-proxy N=2 N=4 
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9 - 0.00 1 20.00 

10 2 100.00 3 60.00 

Mean (SD) 10.00 (0.00) 9.75 (0.50) 

Parents/Caregivers N=9 N=5 

7 1 11.11 - 0.00 

8 2 22.22 - 0.00 

9 1 11.11 - 0.00 

10 5 55.56 5 100.00 

Mean (SD) 9.11 (1.17) 9.80 (0.45) 

Asleep post-session 1 - - - 

Likelihood to recommend for initial and follow-up sessions 

(patients/parents/caregivers) 

Initial Sessions – Adults 

On a scale from 1-4, where 1=Definitely no and 4=Definitely yes, the mean response 

given by adult patients/parents/caregivers (N=10) was 3.7±0.48 with a median response of 4 

(IQR of 3, 4) for both pre/post values. Note that 1 patient who was able to report a pre-value of 4 

fell asleep as a result of their session and 1 parent/caregiver who also fell asleep did not report, 

so these were excluded from the pre/post analyses. Of adult patients/parents/caregivers available 

to respond pre-values (N=11), 73% (n=8) reported “4- YES, they would definitely recommend 

the hospital” and 27% (n=3) reported “3- YES, they would probably recommend the hospital”. 

0% reported values of 2 or 1-NO they would probably not or definitely not recommend the 

hospital, respectively. An additional adult patient who reported other pre/post values did not 

report likelihood to recommend scores. There was no change in likelihood to recommend the 

hospital immediately after sessions. 

Initial Sessions – Ages 17 and under 

On a scale from 1-4, where 1=Definitely no and 4=Definitely yes, the mean response 

given by patients ages 17 and under (N=6) was 3.83±0.41 with a median response of 4 (IQR of 
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4, 4) for both pre/post values. There was no change in likelihood to recommend the hospital 

immediately after sessions. Of patients able to respond, 83% (n=5) reported “4- YES, they would 

definitely recommend the hospital” and 17% (n=1) reported “3- YES, they would probably 

recommend the hospital”. 0% reported values of 2 or 1-NO they would probably not or definitely 

not recommend the hospital, respectively. 

Follow-up Sessions – Adults 

On a scale from 1-4, where 1=Definitely no and 4=Definitely yes, the mean response 

given by adult patient/parent/caregiver follow-up recipients (N=8; n=6 parents/caregivers, n=2 

patients) was 4.0±0.0 with a median response of 4 (IQR of 4, 4) for both pre/post values. Of 

adult patients/parents/caregivers available to respond (N=8), 100% (N=8) reported “4- YES, they 

would definitely recommend the hospital”. There was no change in likelihood to recommend the 

hospital immediately after sessions. 

Follow-up Sessions – Ages 17 and under 

On a scale from 1-4, where 1=Definitely no and 4=Definitely yes, the mean response 

given by patients ages 17 and under (N=5) was 3.6±0.89 with a median response of 4 (IQR of 4, 

4) for both pre/post values. There was no change in likelihood to recommend the hospital

immediately after sessions. Of patients ages 17 and under able to respond, 80% (n=4) reported 

“4- YES, they would definitely recommend the hospital” and 20% (n=1) reported “2 -NO they 

would probably not recommend the hospital.” 

Satisfaction with initial and follow-up sessions (staff) 

Initial and follow-up sessions 

On a scale from 0-10, where 0=worst session possible and 10=best session possible, the 

mean satisfaction level self-reported for first-time HH session staff participants (N=11) was 
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9.40 ±0.84 with a median response of 10 (IQR of 9, 10) and the mean satisfaction level self- 

reported by staff for follow-up sessions (N=6) was 9.50 ±0.84 with a median response of 10 

(IQR of 9, 10). Scores reported for satisfaction ranged from 8-10. Of the 11 staff who received 

initial sessions, 1 participant (9.09%) did not report a satisfaction score (Table 13). 

Table 13. Frequencies reported for satisfaction of initial and follow-up 

sessions (staff) 

Score Frequency (n) Percent (%) Frequency (n) Percent (%) 

Initial Sessions (N=11) Follow-up Sessions (N=6) 

8 2 18.18 1 16.67 

9 2 18.18 1 16.67 

10 6 54.55 4 66.67 

Mean (SD) 9.40 (0.84) - 9.50 (0.84) - 

No report 1 9.09 0 0.00 



APPENDIX F –  CONVERSATION WITH THE BODY 

Conversation with the Body 

An inner wisdom oriented approach to healing 

Introduction: 

Fundamentally, this work is an acknowledgement of the inner wisdom of the body, mind and spirit. It is 

a process of respectfully listening to the participants needs and spirit and providing support from a 

place of gentle holding and stillness. 

The Work - A.K.A. The Conversation: 

This work begins with asking the participant to listen in to what they are feeling and noticing in their 

own body (at the level of the body). For people that are newer to this work it is best to begin with the 

body and use that as a vehicle for meeting the needs of the body as well as inquiring further into the 

thoughts (level of the mind) and spiritual needs (level of the spirit). 

Once someone is very familiar with this work you can toggle more quickly between the level of the 

body, level of the mind and level of the spirit. As an example, you could begin with fears or concerns 

(level of the mind) or deep emotional or spiritual questions (level of the spirit) and then ground these 

thoughts and feelings in the body to help them to move through and be sufficiently processed. 

In all cases this work requires a gentle holding from the practitioner’s perspective that is both receptive 

and spacious. Any direction for the session must evolve from a place of stillness, gentle holding and 

deep listening. There is no need to critically evaluate or steer the session for this type of work. The 

entire process itself is guided or steered by maintaining a receptive, welcoming and open stance that is 

acknowledging of the participants inner healer. 

As the work begins, the conversation will be facilitated by the practitioner’s ability to hold their own 

presence and the participants presence simultaneously. It is extremely important that both are 

maintained for an optimal healing environment to be created. As the conversation is initiated by the 

practitioner, they can ask the participant what physical sensations or thoughts they are currently 

noticing. This may be modified with participant children to be “what are you feeling in your body.” 

Once the participant identifies a specific area that is capturing their attention, the practitioner shifts 

their focus to this area and begins to “feel into” the participants body. This is an empathic and energetic 

process that requires holding the practitioners intuition and sentient channels open so they can explore 

a deep level of listening. If the practitioner shifts too deeply into the participants body without 

maintaining their own energetic presence and grounded space, the experience can become confusing 

and it is difficult to know how to proceed. An optimal approach is to be grounded and receptive at the 

same time. This allows for both recognition and reflection and a co-creative unfolding. 

The next step is to reflect back to the participant what you notice and acknowledge what they have 

shared and then pose further inquiry into their physical sensations. Questions such as, “tell me more 
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about what that feels like,” “is it hot or cold,” “tingly or numb,” “smooth or rough,” can all help to 

further define the sensation. 

Once the participant has a good grasp on the physical sensations and qualities of a particular area of 

the body, the next step is to deepen the conversation. A good question to ask is “what does this area 

need?” This helps to move deeper into the layer beneath the physical sensation that has more to do 

with meaning. From this place, the participant is given an opportunity to express what they want and 

need and this helps to significantly guide and direct the session in new ways. This can be seen as a 

liminal or transitional point because if the need is identified, the session can now move into a place of 

heightened awareness and healing. The participant may say, “this needs to relax,” or “it needs to get 

warmer” or “it needs more room” or any number of other answers. The key for the practitioner is to 

trust and open into their experience and honor the depth of the communication. Hold sacred their 

ideas for what is needed. This is key to the healing process. If the participant has difficulty with the 

language of “need” you can also say, “what would help this area to feel better” or “what does this part 

of your body want?” Each step is significant in the process and should not be overlooked. 

It is at this point that the deeper, spiritual domains can open. Once the participant reflects their needs, 

the practitioner will want to become very responsive to support the participant in creatively resourcing 

ways to meet those needs. As an example, if the participant says a particular area feels very cold, and 

identifies the need as being one of “warming up” the area, you can ask “how might we warm this up?” 

“Would it feel good to get a blanket or do you feel it would be better to imagine the warmth of the sun 

on this area?” Again, it is critical at this juncture for the practitioner to stay connected to their physical, 

energetic and intuitive selves so that they can be guided in their questions and not simply ask a wide 

range of open ended questions. The idea is to quickly settle into what is most effective in creating a 

healing response for the participant, so the more streamlined the process can be the better. Initially, 

this may take longer, but eventually can move more swiftly. The balance between the participant’s 

response and the practitioner’s receptive listening and subsequent engagement is important. Their 

needs should be quickly addressed, so the participant doesn’t feel like they are left being ‘exposed’ for 

too long. 

Throughout this process there is verbal conversation when possible, but there is also an ongoing 

physical dialogue. As the participant identifies a specific area, the practitioner’s hands may move to that 

area to reflect recognition and confirmation of being heard. Simultaneously, the practitioner is receiving 

additional qualitative information about the thoughts, feelings and sensations that come to them as 

their hands rest on this part of the body. If the identified area seems too sensitive to touch this quickly, 

it is possible to instead hold the feet or another area of the body that is comforting and grounding while 

holding space for the verbal conversation to unfold. Energy work can play a critical role in moving and 

transforming some of the stuck or blocked areas that the participant identifies. 

The participant and practitioner will find a natural resolution to the session, as several of the ‘initial 

complaints’ or ‘noticings’ become resolved. A lightness of being is typically experienced and a sense of 

personal empowerment and an awakened perspective are apparent. 
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From session to session, certain themes may reappear, and very often there are significant shifts as the 

healing work advances. Positive discoveries that are made during the sessions can be built upon. For 

example, if the participant recognizes that a particular sensation or use of visual imagery is very healing 

for them, then these methods can be re-engaged from session to session. Ultimately, you are working to 

create a personal ‘healing tool-kit’ that is useful and available to that particular individual whenever 

they need it. This method should ultimately be entirely portable. It is a gift and a joy to have a session 

with a practitioner’s assistance, but by no means a necessity. 

One of the practices that is important to reinforce at the end of each session is that they have the power 

to draw on these healing methods and skills at any time. That the power of their experience resides 

within and that they are their best inner healer. At any time, the mind can re-engage the beneficial 

aspects of the session and create a deepening of the healing process. Their guides and inner healer are 

always there to love and support them. 

A resource chart and self-practice handout should be given upon completion of each session. At the end 

of the series, a take home manual should be distributed (can be obtained from 

www.ConversationWithTheBody.com 

The Conversation with the Body technique can be practiced in a series of 12 sessions over the course of 

3-6 months (once a week, or once every other week). Additional series can be added based upon need.

This will vary from person to person and therapist to therapist. The Conversation with the Body

technique can be revisited throughout one’s life. Many of the skills acquired during the initial series can

become part of a regular self-practice, but in some instances ongoing practitioner support is desired. If

there is an intense need for more expedited healing due to circumstances of illness, upheaval or other

periods of intense transformation, the practice can certainly be done more frequently. There are also

circumstances where one or two sessions may suffice to address the primary concern at hand.

They types of issues that respond well to this technique are quite varied and broad, but include: 

 Serious health issues, hospitalization, cancer treatment, terminal illness and other special

medical needs

 Changing life circumstances such as divorce, moving, loss of a loved one, job loss, and caring for

a family member in need

 Chronic pain, headaches, fibromyalgia, muscle soreness and

 Eating and sleeping disorders

 Anxiety and depression

 Gastrointestinal issues

 Stress, fear and

 Respiratory issues
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 Spiritual crisis or periods of intense personal transformation

 Addiction

 Changes in sexual identity

Coursework and Certifications 

2 hour introductory seminars -free 

Level 1-The conversation begins (a practice for self care and personal growth) 

 13 Hours of training. Fridays 4:30-9:30 and Saturdays from 9am-6pm

Friday: 

1. Introductions

2. If you could receive everything you could possibly hope for from this class what would that

be? Then setting an intention to receive that wish and as a group taking responsibility for

collectively creating those experiences.

3. General description of the approach-presence, listening, observing the body and responding

and engaging

4. Demonstration session

5. Dyad work

Saturday: 

1. Individual processing work

2. Processing with a partner

3. Lunch

4. Group processing-the collective experience-the group working on one person at a time,

collectively

5. Giving gifts-bringing sacredness to the experience (at least one gift for someone in the

group. May be words of kindness, a note or a simple treasure that is meaningful and

valuable to you and expresses something of beauty and truth in the other person)

Level 2-The conversation continues (Working with others-the Dyad experience Part 1) 

 16 hours of training. 2 consecutive days from 9am-6pm
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APPENDIX G: GLOSSARY OF CAM THERAPIES, PRACTICES, AND SYSTEMS1
 

The following may or may not be considered a part of CAM, depending on one's accepted 

definition of CAM. Practitioners provided the individual therapy definitions cited below. 

Acupressure 

Applying pressure to certain meridian points, similar to acupuncture, but without the use 

of needles. 

Acupuncture 

The Chinese art of stimulating the pathways of energy (14 main meridians plus branches) 

by puncturing, pressing, heating, using electrical current, or using herbal medicines. 

Aromatherapy 

The skilled and controlled use of essential oils, volatile liquids distilled from plants, 

shrubs, trees, flowers, roots and seeds. They contain oxygenating molecules that transport 

the nutrients to cells of the body. 

Ayurvedic Medicine 

A traditional health care system practiced in India. The “Science of Life.” People are 

categorized into three basic constitutional types, Pitta, Kapha, Vata, with many different 

subdivisions. Treatment of the same illness will be different based on the type determined 

by the physician. 

Biofeedback 

A treatment technique in which people train their bodies to respond to specific signals in 

their body. Used often to lower blood pressure and to slow heart rates. 

Breathwork 

Holotropic 

Experiential method combining deep relaxation, expanded breathing, music, art and 

focused energy work. 

Transformational 

Directed breathing exercises to massage internal organs and tone diaphragm and 

abdominal muscles. The high volume of oxygen absorbed by the lungs cleanses and 

revitalizes the organ systems. 

Capacitar 
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A core program of energy-based healing practices that include: visualization and 

breathwork, active listening and psychotherapeutic skills, acupressure for alleviating pain 

and stress, fingerholds for managing emotions, energy tapping modalities, hand massage, 

seated massage, polarity, work with energy system and chakras, and other wellness 

modalities (Capacitar International, 2010). 

Containment Holds 

A gentle, light-touch, infant massage technique for use in the neonatal intensive care unit 

(Allen, 2012). 

Conversation with the Body 

A healing approach that acknowledges the inner wisdom of the body, mind and spirit. It 

is a process of respectfully listening to the participant’s needs and spirit and providing 

support from a place of gentle holding and stillness (see Appendix F). 

Craniosacral Therapy 

This therapy focuses on the eight bones of the cranial vault in conjunction with the spine 

and sacrum, and the cerebrospinal fluid. Light touch creates relaxation and a sense of 

energy moving within your body. 

Emotional Freedom Technique (Tapping) 

Also called Thought Field Therapy. A brief, effective psychotherapy for the rapid 

resolution of negative emotions; tapping with your fingertips on the acupuncture 

meridian points while repeating some specific phrases. 

Guided Imagery 

The use of relaxation and mental visualization to improve mood and or physical well- 

being. 

Healing Touch 

An energy based therapeutic approach to healing. Using hands-on and energy-based 

techniques to balance and align the human energy field. 

Massage Therapy 

A general term for a wide range of therapeutic techniques involving the manipulation of 

muscles and soft tissues, including kneading, rubbing, tapping, friction, vigorous or 

relaxing, deep or superficial. 
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Meditation 

Relaxation and transformation therapy focusing mind on specific healing thoughts. 

Mind-Body Medicine 

A philosophy and a system of health practices that is based on the concept that the mind 

and the body work together for healing. 

Pain Drain 

A technique of Health Touch (see Healing Touch). 

Polarity 

A system based on the belief that the flow and balance of energy in the body is the 

underlying foundation of health. The body's own electrical flow to muscles and organs is 

opened through a process of bodywork, diet, exercise and self-awareness. 

Reflexology 

Noninvasive acupressure of the hands and feet. Points on the feet and hands correspond 

to various zones and organs throughout the body. Precise pressure on these reflex points 

stimulates energy and releases blockages to the specific area of pain or illness. 

Reiki 

An ancient Tibetan tradition, hand symbols and breathing draw in and manipulate energy 

forces to effect a balance. Power source energy travels through the Reiki practitioner into 

the client's body. 

Therapeutic Touch 

Hands do not touch body, but perform smoothing and soothing movements above the 

body, “massaging” the human energy field surrounding body; involving mind, body, 

emotion, and spirit. 

Traditional Chinese Medicine (Oriental Medicine) 

The ancient (and modern) theory of medicine with unique diagnostic methods and 

systematic approach includes medication, pharmacology, herbology, acupuncture, 

massage, and QiGong. 

Yoga 
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A general term for a wide range of body-mind exercise practices, traditionally referred to 

as the art of “yoking” or hooking up the lower consciousness with the higher 

consciousness. Combines breathing, movement, meditation, and a sequence of sound to 

align, purify, and promote a healthy flexible body (Institute of Medicine, 2005). 

1 This glossary was adapted from “Appendix A CAM Therapies, Practices, and Systems” from a report on 

“Complementary and Alternative Medicine in the United States” by the National Academies (Institute of Medicine, 

2005). It was adapted to include Capacitar, Containment Holds, Conversation with the Body, and Pain Drain. 

Appendix F/Glossary Sources: 

Allen, T. (2012). Nurturing Touch in the NICU. Massage Today, 12(1). 

http://doi.org/10.1111/j.1440-1754.2006.00912.x 

Capacitar International. (2010). About Capacitar International. Retrieved June 21, 2017, from 

http://capacitar.org/about.html 

Institute of Medicine. (2005). CAM Therapies, Practices, and Systems. Retrieved from 

https://www.ncbi.nlm.nih.gov/books/NBK83796/ 

http://doi.org/10.1111/j.1440-1754.2006.00912.x
http://capacitar.org/about.html
http://www.ncbi.nlm.nih.gov/books/NBK83796/


Pottinger, 181

References 

Agency for Healthcare Research and Quality. (n.d.). Get Hospital Surveys and Instructions | 

Agency for Healthcare Research &amp; Quality. Retrieved January 18, 2017, from 

https://www.ahrq.gov/cahps/surveys-guidance/hospital/instructions/hospinstructions.html 

Banner Health. (2017). Pediatrics Child Life Specialists | Banner Health. Retrieved August 11, 

2017, from https://www.bannerhealth.com/services/pediatrics/what-to-expect/child-life-

specialists 

Barnes, P. M., Bloom, B., & Nahin, R. L. (2008). Complementary and alternative medicine use 

among adults and children: United States, 2007. National Health Statistics Reports, (12), 1– 

23. Retrieved from http://www.ncbi.nlm.nih.gov/pubmed/19361005

Bell, I. R., Caspi, O., Schwartz, G. E. R., Grant, K. L., Gaudet, T. W., Rychener, D., … JK, K.- 

G. (2002). Integrative Medicine and Systemic Outcomes Research. Archives of Internal

Medicine, 162(2), 133. http://doi.org/10.1001/archinte.162.2.133 

Bell, I. R., Cunningham, V., Caspi, O., Meek, P., & Ferro, L. (2004). Development and 

validation of a new global well-being outcomes rating scale for integrative medicine 

research. BMC Complementary and Alternative Medicine, 4, 1. http://doi.org/10.1186/1472- 

6882-4-1 

Bonichini, S., Axia, G., Bornstein, M. H., Wallston, K., Vellis, R. De, Vellis, B. De, … Kraft, P. 

(2009). Validation of the Parent Health Locus of Control Scales in an Italian sample. Italian 

Journal of Pediatrics, 35(1), 13. http://doi.org/10.1186/1824-7288-35-13 

  Brightman, J. (2003). Mapping methods for qualitative data structuring (QDS). IOE Conference. 

Bronfenbrenner, U. (1994). Ecological models of human development. In International 

Ecnyclopedia of Education (2nd ed., Vol. 3). Oxford: Elsevier. 

Capra, F. (1997). The web of life: a new understanding of living systems. NY: AnchorBook. 

http://www.ahrq.gov/cahps/surveys-guidance/hospital/instructions/hospinstructions.html
http://www.ahrq.gov/cahps/surveys-guidance/hospital/instructions/hospinstructions.html
http://www.ncbi.nlm.nih.gov/pubmed/19361005
http://doi.org/10.1001/archinte.162.2.133
http://doi.org/10.1186/1472-
http://doi.org/10.1186/1824-7288-35-13


Pottinger, 182

Centers for Disease Control and Prevention. (2012). Program Evaluation Guide - Introduction - 

CDC. Retrieved June 6, 2017, from https://www.cdc.gov/eval/guide/introduction/

Centers for Disease Control and Prevention, P. P. and E. O. (2016). A Framework for Program 

Evaluation. Retrieved July 6, 2016, from http://www.cdc.gov/eval/framework/ 

Centers for Disease Control and Prevention (CDC). (1999). Framework for Program Evaluation 

in Public Health. Morbidity and Mortality Weekly Report, 48(RR-11). Retrieved from 

ftp://ftp.cdc.gov/pub/Publications/mmwr/rr/rr4811.pdf 

Centers for Medicare & Medicaid Services. (n.d.). Hospital Readmissions Reduction Program. 

Retrieved June 14, 2017, from https://www.medicare.gov/hospitalcompare/readmission- 

reduction-program.html 

Chuengsatiansup, K. (2003). Spirituality and health: an initial proposal to incorporate spiritual 

health in health impact assessment. Environmental Impact Assessment Review, 23(1), 3–15. 

http://doi.org/10.1016/S0195-9255(02)00037-9 

Cimiotti, J. P., Aiken, L. H., Sloane, D. M., & Wu, E. S. (2012). Nurse staffing, burnout, and 

health care-associated infection. American Journal of Infection Control, 40(6), 486–90. 

http://doi.org/10.1016/j.ajic.2012.02.029 

Commission, T. J. (2016). Facts about The Joint Commission. Retrieved May 1, 2017, from 

https://www.jointcommission.org/facts_about_the_joint_commission/ 

Commodari, E. (2010). Children staying in hospital: a research on psychological stress of 

caregivers. Commodari Italian Journal of Pediatrics, 36. Retrieved from 

http://www.ijponline.net/content/36/1/40 

Daruna, J. H. (2012). Introduction to Psychoneuroimmunology. Introduction to 

Psychoneuroimmunology. Elsevier. http://doi.org/10.1016/B978-0-12-382049-5.00002-4 

Dodds, S. E., Herman, P. M., Sechrest, L., Abraham, I., Logue, M. D., Grizzle, A. L., … Maizes, 

V. H. (2013). When a Whole Practice Model Is the Intervention: Developing Fidelity

http://www.cdc.gov/eval/guide/introduction/
http://www.cdc.gov/eval/guide/introduction/
http://www.cdc.gov/eval/framework/
http://www.medicare.gov/hospitalcompare/readmission-
http://www.medicare.gov/hospitalcompare/readmission-
http://doi.org/10.1016/S0195-9255(02)00037-9
http://doi.org/10.1016/j.ajic.2012.02.029
http://www.jointcommission.org/facts_about_the_joint_commission/
http://www.jointcommission.org/facts_about_the_joint_commission/
http://www.ijponline.net/content/36/1/40
http://doi.org/10.1016/B978-0-12-382049-5.00002-4


Pottinger, 183
Evaluation Components Using Program Theory-Driven Science for an Integrative Medicine 

Primary Care Clinic. Evidence-Based Complementary and Alternative Medicine, 11. 

http://doi.org/10.1155/2013/652047 

Donabedian, A. (1988). The quality of care. How can it be assessed? JAMA, 260(12), 1743–8. 

Retrieved from http://www.ncbi.nlm.nih.gov/pubmed/3045356 

Donabedian, A. (2005). Evaluating the quality of medical care. 1966. The Milbank Quarterly, 

83(4), 691–729. http://doi.org/10.1111/j.1468-0009.2005.00397.x 

Dyrbye, L. N., Thomas, M. R., & Shanafelt, T. D. (2006). Systematic review of depression, 

anxiety, and other indicators of psychological distress among U.S. and Canadian medical 

students. Academic Medicine : Journal of the Association of American Medical Colleges, 

81(4), 354–73. Retrieved from http://www.ncbi.nlm.nih.gov/pubmed/16565188 

Hicks, C. L., von Baeyer, C. L., Spafford, P. A., van Korlaar, I., & Goodenough, B. (2001). The 

Faces Pain Scale-Revised: toward a common metric in pediatric pain measurement. Pain, 

93(2), 173–83. Retrieved from http://www.ncbi.nlm.nih.gov/pubmed/11427329 

Ehiri, J. E., Oyo-Ita, A. E., Anyanwu, E. C., Meremikwu, M. M., & Ikpeme, M. B. (2005). 

Quality of child health services in primary health care facilities in south-east Nigeria. Child: 

Care, Health and Development, 31(2), 181–91. http://doi.org/10.1111/j.1365- 

2214.2004.00493.x 

Eisenberg, D. M., Davis, R. B., Ettner, S. L., Appel, S., Wilkey, S., Van Rompay, M., & Kessler, 

R. C. (1998). Trends in alternative medicine use in the United States, 1990-1997: results of

a follow-up national survey. JAMA, 280(18), 1569–75. Retrieved from 

http://www.ncbi.nlm.nih.gov/pubmed/9820257 

Elder, G. H. (1998). The Life Course as Developmental Theory. Child Development, 69(1), 1. 

http://doi.org/10.2307/1132065 

Engel, G. L. (1977). The need for a new medical model: a challenge for biomedicine. Science 

http://doi.org/10.1155/2013/652047
http://www.ncbi.nlm.nih.gov/pubmed/3045356
http://doi.org/10.1111/j.1468-0009.2005.00397.x
http://www.ncbi.nlm.nih.gov/pubmed/16565188
http://doi.org/10.1111/j.1365-
http://www.ncbi.nlm.nih.gov/pubmed/9820257
http://doi.org/10.2307/1132065


Pottinger, 184

(New York, N.Y.), 196(4286), 129–36. Retrieved from 

http://www.ncbi.nlm.nih.gov/pubmed/847460 

Felitti, V. J., Anda, R. F., Nordenberg, D., Williamson, D. F., Spitz, A. M., Edwards, V., … 

Marks, J. S. (1998). Relationship of childhood abuse and household dysfunction to many of 

the leading causes of death in adults. The Adverse Childhood Experiences (ACE) Study. 

American Journal of Preventive Medicine, 14(4), 245–58. Retrieved from 

http://www.ncbi.nlm.nih.gov/pubmed/9635069 

Feudtner, C., Haney, J., & Dimmers, M. A. (2003). Spiritual care needs of hospitalized children 

and their families: a national survey of pastoral care providers’ perceptions. Pediatrics, 

111(1), e67-72. http://doi.org/10.1542/peds.111.1.e67 

Garra, G., Singer, A. J., Taira, B. R., Chohan, J., Cardoz, H., Chisena, E., & Thode, H. C. (2010). 

Validation of the Wong-Baker FACES Pain Rating Scale in Pediatric Emergency 

Department Patients. Academic Emergency Medicine, 17(1), 50–54. 

http://doi.org/10.1111/j.1553-2712.2009.00620.x 

Gee, M. K., & Ullman, C. (1998). The Ethnographic Interview. Education Resources 

Information Center- Teacher/Ethnographer in the Workplace: Approaches to Staff 

Development. Grayslake, IL. Retrieved from 

http://www.ccs.neu.edu/course/is4800sp12/resources/EthInterview.pdf 

Gilmour, J., Harrison, C., Asadi, L., Cohen, M. H., & Vohra, S. (2011). Informed consent: 

advising patients and parents about complementary and alternative medicine therapies. 

Pediatrics, 128 Suppl, S187-92. http://doi.org/10.1542/peds.2010-2720H 

Green, L. W., & Mercer, S. L. (2001). Can public health researchers and agencies reconcile the 

push from funding bodies and the pull from communities? American Journal of Public 

Health, 91(12), 1926–9. Retrieved from http://www.ncbi.nlm.nih.gov/pubmed/11726367 

http://www.ncbi.nlm.nih.gov/pubmed/847460
http://www.ncbi.nlm.nih.gov/pubmed/9635069
http://doi.org/10.1542/peds.111.1.e67
http://doi.org/10.1111/j.1553-2712.2009.00620.x
http://www.ccs.neu.edu/course/is4800sp12/resources/EthInterview.pdf
http://doi.org/10.1542/peds.2010-2720H
http://www.ncbi.nlm.nih.gov/pubmed/11726367


Pottinger, 185

Gustad, L. T., Chaboyer, W., & Wallis, M. (2005). Performance of the Faces Anxiety Scale in 

patients transferred from the ICU. Intensive & Critical Care Nursing, 21(6), 355–60. 

http://doi.org/10.1016/j.iccn.2005.06.006 

Halbesleben, J. R. B., & Demerouti, E. (2005). The construct validity of an alternative measure 

of burnout: Investigating the English translation of the Oldenburg Burnout Inventory. Work 

& Stress, 19(3), 208–220. http://doi.org/10.1080/02678370500340728 

Halbesleben, J. R. B., & Rathert, C. (2008). Linking physician burnout and patient outcomes. 

Health Care Management Review, 33(1), 29–39. 

http://doi.org/10.1097/01.HMR.0000304493.87898.72 

Haller, U., Wyss, P., Schilling, J., & Gutzwiller, F. (1998). Quality assessment in gynecology 

and obstetrics. Projects and experience in Switzerland. European Journal of Obstetrics, 

Gynecology and Reproductive Biology, 76, 75–79. Retrieved from http://www-ncbi-nlm- 

nih-gov.ezproxy2.library.arizona.edu/pubmed/9481552 

Henderson, S., Evergreen, S., & Jarosewich, T. (2015). Word Cloud. Retrieved May 11, 2017, 

from http://www.betterevaluation.org/en/evaluation-options/wordcloud 

Hirst, J., & Hewison, J. (2001). Pakistani and indigenous “white” women’s views and the 

Donabedian-Maxwell grid: a consumer-focused template for assessing the quality of 

maternity care. International Journal of Health Care Quality Assurance Incorporating 

Leadership in Health Services, 14(6–7), 308–16. Retrieved from 

http://www.ncbi.nlm.nih.gov/pubmed/11729627 

Hsieh, H.-F., & Shannon, S. E. (2005). Three Approaches to Qualitative Content Analysis. 

Qualitative Health Research, 15(9), 1277–1288. http://doi.org/10.1177/1049732305276687 

Hsu, C.-C. (2007). The Delphi Technique: Making Sense of Consensus - Practical Assessment, 

Research & Evaluation, 12(10). 

http://doi.org/10.1016/j.iccn.2005.06.006
http://doi.org/10.1080/02678370500340728
http://doi.org/10.1097/01.HMR.0000304493.87898.72
http://www-ncbi-nlm-/
http://www.betterevaluation.org/en/evaluation-options/wordcloud
http://www.ncbi.nlm.nih.gov/pubmed/11729627
http://doi.org/10.1177/1049732305276687


Pottinger, 186

Hummel, P. A., Puchalski, M. L., Creech, S. D., & Weiss, M. G. (2004). N-PASS: Neonatal 

Pain, Agitation and Sedation Scale – Reliability and Validity. Official Journal of Pediatric 

and Neonatal Anesthesia , 2(6). Retrieved from 

http://www.anestesiarianimazione.com/2004/06c.asp 

Hummel, P., Lawlor-Klean, P., & Weiss, M. G. (2010). Validity and reliability of the N-PASS 

assessment tool with acute pain. Journal of Perinatology, 30(7), 474–478. 

http://doi.org/10.1038/jp.2009.185 

Hummel, P., Puchalski, M., Creech, S. D., & Weiss, M. G. (2008). Clinical reliability and 

validity of the N-PASS: neonatal pain, agitation and sedation scale with prolonged pain. 

Journal of Perinatology, 28(1), 55–60. http://doi.org/10.1038/sj.jp.7211861 

Integrative Touch for Kids. (2016). Hospital Heroes — Integrative Touch for Kids. Retrieved 

May 31, 2016, from http://www.integrativetouch.org/hospital-heroes/ 

Ireys, H. T., & Perry, J. J. (1999). Development and Evaluation of a Satisfaction Scale for 

Parents of Children With Special Health Care Needs. Pediatrics, 104(5), 1182–1191. 

Jain, S., & Mills, P. J. (2009). Biofield Therapies: Helpful or Full of Hype? A Best Evidence 

Synthesis. 

Karel, S. G. (1993). An overview of quality issues in health services. Papua and New Guinea 

Medical Journal, 36(2), 99–106. Retrieved from 

http://www.ncbi.nlm.nih.gov/pubmed/8154202 

Kemper, Kathi J., Vohra, Sunita, Walls, R. (2008). The Use of Complementary and Alternative 

Medicine in Pediatrics. Pediatrics, 122, 1374–1386. 

Kemper, K. J. (2001). Complementary and alternative medicine for children: does it work? The 

Western Journal of Medicine, 174(4), 272–6. Retrieved from 

http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1071356&tool=pmcentrez&ren 

dertype=abstract 

http://www.anestesiarianimazione.com/2004/06c.asp
http://doi.org/10.1038/jp.2009.185
http://doi.org/10.1038/sj.jp.7211861
http://www.integrativetouch.org/hospital-heroes/
http://www.ncbi.nlm.nih.gov/pubmed/8154202
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1071356&amp;tool=pmcentrez&amp;ren


Pottinger, 187

Kemper, K. J., Vohra, S., & Walls, R. (2008). American Academy of Pediatrics. The use of 

complementary and alternative medicine in pediatrics. Pediatrics, 122(6), 1374–86. 

http://doi.org/10.1542/peds.2008-2173 

Kerr, M. E. (2000). “One Family’s Story: A Primer on Bowen Theory.” Retrieved from 

http://www.thebowencenter.org 

Khorsan, R., Coulter, I. D., Crawford, C., & Hsiao, A.-F. (2011). Systematic review of 

integrative health care research: randomized control trials, clinical controlled trials, and 

meta-analysis. Evidence-Based Complementary and Alternative Medicine : eCAM, 

2011. http://doi.org/10.1155/2011/636134   

Kirmayer, L. J. (2004). The cultural diversity of healing: meaning, metaphor and mechanism. 

British Medical Bulletin, 69(1), 33–48. http://doi.org/10.1093/bmb/ldh006 

 Lynöe, N. (1990). Is the effect of alternative medical treatment only a placebo effect? 

Scandinavian Journal of Social Medicine, 18(2), 149–53. Retrieved from 

http://www.ncbi.nlm.nih.gov/pubmed/2195649 

Madsen, M. V., Gøtzsche, P. C., & Hróbjartsson, A. (2009). Acupuncture treatment for pain: 

systematic review of randomised clinical trials with acupuncture, placebo acupuncture, and no 

acupuncture groups. BMJ (Clinical Research Ed.), 338, a3115. 

http://doi.org/10.1136/bmj.a3115  

Maizes, V., Rakel, D., & Niemiec, C. (2009). Integrative Medicine and Patient-Centered Care. 

Retrieved from http://www.nationalacademies.org/hmd/~/media/Files/Activity 

Files/Quality/IntegrativeMed/Integrative Medicine and Patient Centered Care.pdf 

Mandel, I. S. (2009). Understanding Differences Between Holistic, Alternative, and 

Complementary Medicine. Student Pulse, 1(10). 

http://doi.org/10.1542/peds.2008-2173
http://www.thebowencenter.org/
http://doi.org/10.1155/2011/636134
http://doi.org/10.1093/bmb/ldh006
http://www.ncbi.nlm.nih.gov/pubmed/2195649
http://doi.org/10.1136/bmj.a3115
http://www.nationalacademies.org/hmd/~/media/Files/Activity


Pottinger, 188

Maslach, C., & Jackson, S. E. (1981). The measurement of experienced burnout. Journal of 

Organizational Behavior, 2(2), 99–113. http://doi.org/10.1002/job.4030020205 

McDonald, K. M., Sundaram, V., Bravata, D. M., Lewis, R., Lin, N., Kraft, S. A., … Owens, D. 

K. (2007). Conceptual Frameworks and Their Application to Evaluating Care

Coordination Interventions. 

McDonough-Means, S. I., Kreitzer, M. J., & Bell, I. R. (2004). Fostering a healing presence and 

investigating its mediators. Journal of Alternative and Complementary Medicine (New York, 

N.Y.), 10 Suppl 1(Suppl 1), S25-41. Retrieved from 

http://www.ncbi.nlm.nih.gov/pubmed/15630820 

McKinley, S., Coote, K., & Stein-Parbury, J. (2003). Development and testing of a Faces Scale 

for the assessment of anxiety in critically ill patients. Journal of Advanced Nursing, 41(1), 

73–9. Retrieved from http://www.ncbi.nlm.nih.gov/pubmed/12519290 

McMullen, M. B., & Lash, M. (2012). Babies on Campus: Service to Infants and Families 

Among Competing Priorities in University Child Care Programs. Early Childhood Research 

& Practice, 14(2). Retrieved from http://ecrp.uiuc.edu/v14n2/mcmullen.html 

McMurtry, C. M., Noel, M., Chambers, C. T., & McGrath, P. J. (2011). Children’s fear during 

procedural pain: Preliminary investigation of the Children’s Fear Scale. Health Psychology, 

30(6), 780–788. http://doi.org/10.1037/a0024817 

McPherson, M., Arango, P., Fox, H., Lauver, C., McManus, M., Newacheck, P. W., … 

Strickland, B. (1998). A new definition of children with special health care needs. 

Pediatrics, 102(1 Pt 1), 137–40. Retrieved from 

http://www.ncbi.nlm.nih.gov/pubmed/9714637 

Medicare.gov. (2017). Hospital Compare Quality of Care Profile Page. Retrieved June 12, 2017, 

from 

http://doi.org/10.1002/job.4030020205
http://www.ncbi.nlm.nih.gov/pubmed/15630820
http://www.ncbi.nlm.nih.gov/pubmed/12519290
http://ecrp.uiuc.edu/v14n2/mcmullen.html
http://doi.org/10.1037/a0024817
http://www.ncbi.nlm.nih.gov/pubmed/9714637


Pottinger, 189
https://www.medicare.gov/hospitalcompare/profile.html#profTab=1&ID=030064&Distn=2. 

2&dist=100&loc=TUCSON%2C AZ&lat=32.2217429&lng=-110.926479  

Melnyk, B. M., Oswalt, K. L., & Sidora-Arcoleo, K. (2014). Validation and psychometric 

properties of the neonatal intensive care unit parental beliefs scale. Nursing Research, 

63(2), 105–15. http://doi.org/10.1097/NNR.0000000000000023 

Mercer, S. L., Green, L. W., Cargo, M., Potter, M. A., Daniel, M., Olds, R. S., & E, R.-G. 

(2008). RELIABILITY-TESTED GUIDELINES FOR ASSESSING PARTICIPATORY 

RESEARCH PROJECTS. In M. Minkler & N. Wallerstein (Eds.), CBPR for Health (2nd 

ed., pp. 407–433). San Francisco: Jossey Bass. 

Meza, J. P., & Fahoome, G. F. (2008). The development of an instrument for measuring healing. 

Annals of Family Medicine, 6(4), 355–60. http://doi.org/10.1370/afm.869 

Milner, P. (2001). Evaluating emergency services activity at the health district level. Journal of 

the Royal Society of Medicine, 94(Suppl 39), 31–37. 

Milstein, B., & Wetterhall, S. (2000). A Framework Featuring Steps and Standards for Program 

Evaluation. 

Misra, S. M., Guffey, D., Tran, X., & Giardino, A. P. (2017). Survey of Complementary and 

Alternative Medicine (CAM) Services in Freestanding US Children’s Hospitals. Clinical 

Pediatrics, 56(1), 33–36. http://doi.org/10.1177/0009922816645513 

Munhall, P. L. (2012). Nursing Research: A Qualitative Perspective (5th ed.). Jones & Bartlett 

Learning. Retrieved from 

https://books.google.com/books?id=3T259dKHHq8C&pg=PA131&lpg=PA131&dq=phenom

enology+immersion&source=bl&ots=VWNHQd0s_E&sig=C8Y3wC1I5lmBS-

xRbnWvpp848bw&hl=en&sa=X&ved=0ahUKEwiF9-

nWg9DVAhWri1QKHYGNChgQ6AEILzAB#v=onepage&q=phenomenology 

immersion&f=false 

http://www.medicare.gov/hospitalcompare/profile.html#profTab%3D1%26ID%3D030064%26Distn%3D2
http://www.medicare.gov/hospitalcompare/profile.html#profTab%3D1%26ID%3D030064%26Distn%3D2
http://doi.org/10.1097/NNR.0000000000000023
http://doi.org/10.1370/afm.869
http://doi.org/10.1177/0009922816645513


Pottinger, 190

Nahin, R. L. (2016). Expenditures on Complementary Health Approaches: United States, 2012. 

National Health Statistics Reports, Number95. 

National Center for Complementary and Alternative Medicine. (2012). What is complementary 

and alternative medicine? (Publication D347). Retrieved June 21, 2016, from 

http://nccam.nih.gov/health/whatiscam 

National Center for Complementary and Integrative Health (NCCIH). (2016). Complementary, 

Alternative, or Integrative Health: What’s In a Name? | NCCIH. Retrieved May 31, 2016, 

from https://nccih.nih.gov/health/integrative-health#integrative 

Nerurkar, A., Yeh, G., Davis, R. B., Birdee, G., & Phillips, R. S. (2011). When conventional 

medical providers recommend unconventional medicine: results of a national study. 

Archives of Internal Medicine, 171(9), 862–4. 

http://doi.org/10.1001/archinternmed.2011.160 

Okoli, C., & Pawlowski, S. D. (2004). The Delphi method as a research tool: an example, design 

considerations and applications. Information & Management, 42(1), 15–29. 

http://doi.org/10.1016/j.im.2003.11.002 

Otto, L. M., Howerter, A., Bell, I. R., & Jackson, N. (2010). Exploring Measures of Whole 

Person Wellness: Integrative Well-Being and Psychological Flourishing. EXPLORE: The 

Journal of Science and Healing, 6(6), 364–370. 

http://doi.org/10.1016/j.explore.2010.08.001 

Pace, T. W. W., Negi, L. T., Dodson-Lavelle, B., Ozawa-de Silva, B., Reddy, S. D., Cole, S. P., … 

Raison, C. L. (2013). Engagement with Cognitively-Based Compassion Training is associated 

with reduced salivary C-reactive protein from before to after training in foster care program 

adolescents. Psychoneuroendocrinology, 38(2), 294–299. 

http://doi.org/10.1016/j.psyneuen.2012.05.019 

http://nccam.nih.gov/health/whatiscam
http://doi.org/10.1001/archinternmed.2011.160
http://doi.org/10.1016/j.im.2003.11.002
http://doi.org/10.1016/j.explore.2010.08.001


Pottinger, 191

Patton, M. Q. (2002). Qualitative Research and Evaluation Methods (3rd ed.). Thousand Oaks, 

CA: Sage. 

Pearson, E. J. M. (2009). Comfort and its measurement ? A literature review. Disability and 

Rehabilitation: Assistive Technology, 4(5), 301–310. 

http://doi.org/10.1080/17483100902980950 

Pizzato, A. (2016). Analysis of de-identified data evaluating outcomes for an integrative healing 

retreat for families with children who have special healthcare needs. 

Poghosyan, L., Clarke, S. P., Finlayson, M., & Aiken, L. H. (2010). Nurse burnout and quality of 

care: cross-national investigation in six countries. Research in Nursing & Health, 33(4), 

288–98. http://doi.org/10.1002/nur.20383 

Pompili, M., Innamorati, M., Narciso, V., Kotzalidis, G. D., Dominici, G., Talamo, A., … 

Tatarelli, R. (2010). Burnout, hopelessness and suicide risk in medical doctors. La Clinica 

Terapeutica, 161(6), 511–4. Retrieved from 

http://www.ncbi.nlm.nih.gov/pubmed/21181078 

Power, N., & Franck, L. (2008). Parent participation in the care of hospitalized children: a 

systematic review. Journal of Advanced Nursing, 62(6), 622–41. 

http://doi.org/10.1111/j.1365-2648.2008.04643.x 

Rautava, P., Lehtonen, L., Helenius, H., & Sillanpää, M. (2003). Effect of newborn 

hospitalization on family and child behavior: a 12-year follow-up study. Pediatrics, 111(2), 

277–83. http://doi.org/10.1542/peds.111.2.277 

http://doi.org/10.1080/17483100902980950
http://doi.org/10.1002/nur.20383
http://www.ncbi.nlm.nih.gov/pubmed/21181078
http://doi.org/10.1111/j.1365-2648.2008.04643.x
http://doi.org/10.1542/peds.111.2.277


Pottinger, 192

REDCap. (n.d.). Retrieved June 2, 2017, from https://redcap.uahs.arizona.edu/ 

Reis, D., Xanthopoulou, D., & Tsaousis, I. (2015). Measuring job and academic burnout with the 

Oldenburg Burnout Inventory (OLBI): Factorial invariance across samples and countries. 

Burnout Research, 2(1), 8–18. http://doi.org/10.1016/j.burn.2014.11.001 

Rubik B, Brooks AJ, & Schwartz GE. (2006). In vitro effect of Reiki treatment on bacterial 

cultures: role of experimental context and practitioner well-being. Journal of Alternative & 

Complementary Medicine, 12(1), 7–13. 

http://doi.org/http://dx.doi.org.ezproxy3.library.arizona.edu/10.1089/acm.2006.12.7 

Sanders, H., Davis, M. F., Duncan, B., Meaney, F. J., Haynes, J., & Barton, L. L. (2003). Use of 

complementary and alternative medical therapies among children with special health care 

needs in southern Arizona. Pediatrics, 111(3), 584–587. 

http://doi.org/10.1542/peds.111.3.584 

Santrock, J. W. (2007). Child Development. In Child Development (11th ed.). NY: McGRaw- 

Hill Companies, Inc. 

Schwartz, G. & Simon, W. L. (2008). The Energy Healing Experiments: Science Reveals our 

Natural Power to Heal (Reprint (A). Atria Books. 

Services, C. for M. & M. (2016). Readmissions-Reduction-Program. Retrieved June 14, 2017, 

from https://www.cms.gov/medicare/medicare-fee-for-service- 

payment/acuteinpatientpps/readmissions-reduction-program.html 

Shanafelt, T. D., Hasan, O., Dyrbye, L. N., Sinsky, C., Satele, D., Sloan, J., & West, C. P. 

(2015). Changes in Burnout and Satisfaction With Work-Life Balance in Physicians and the 

General US Working Population Between 2011 and 2014. Mayo Clinic Proceedings, 

90(12), 1600–1613. http://doi.org/10.1016/j.mayocp.2015.08.023 

http://doi.org/10.1016/j.burn.2014.11.001
http://dx.doi.org.ezproxy3.library.arizona.edu/10.1089/acm.2006.12.7
http://dx.doi.org.ezproxy3.library.arizona.edu/10.1089/acm.2006.12.7
http://doi.org/10.1542/peds.111.3.584
http://www.cms.gov/medicare/medicare-fee-for-service-
http://doi.org/10.1016/j.mayocp.2015.08.023


Pottinger, 193

Shanafelt, T. D., Sloan, J. A., Habermann, T. M., MacDonald, P. C., Polan, M. L., Roberts, J. 

M., … Schwartz, M. (2003). The well-being of physicians. The American Journal of 

Medicine, 114(6), 513–519. http://doi.org/10.1016/S0002-9343(03)00117-7 

Shirley, E., Josephson, G., & Sanders, J. (2016). FUNDAMENTALS OF PATIENT 

SATISFACTION MEASUREMENT. Physician Leadership Journal, Jan/Feb, 12–17. 

Retrieved from file:///C:/Users/heidip/Downloads/Shirley et al. 2016 Fundamentals of 

patient satisfaction measurement (1).pdf 

Shonkoff, J. P., & Garner, A. S. (2012). The lifelong effects of early childhood adversity and 

toxic stress. Pediatrics, 129(1), e232-46. http://doi.org/10.1542/peds.2011-2663 

Sulmasy, D. P. (2002). A Biopsychosocial-Spiritual Model for the Care of Patients at the End of 

Life. The Gerontologist, 42(Supplement 3), 24–33. 

http://doi.org/10.1093/geront/42.suppl_3.24 

The American Hospital Association. (2011). More Hospitals Offering Complementary and 

Alternative Medicine Services. Retrieved from 

http://www.aha.org/presscenter/pressrel/2011/110907-pr-camsurvey.pdf 

The Joint Commission. (2014). Clarification of the Pain Management Standard. Joint 

Commission Perspectives, 34(11), 11. Retrieved from 

https://www.jointcommission.org/assets/1/18/Clarification_of_the_Pain_Management Sta 

ndard.pdf 

Thomas, N. K. (2004). Resident Burnout. JAMA, 292(23), 2880. 

http://doi.org/10.1001/jama.292.23.2880 

Tomlinson, D., von Baeyer, C. L., Stinson, J. N., & Sung, L. (2010). A Systematic Review of 

Faces Scales for the Self-report of Pain Intensity in Children. PEDIATRICS, 126(5), e1168– 

http://doi.org/10.1016/S0002-9343(03)00117-7
http://doi.org/10.1542/peds.2011-2663
http://doi.org/10.1093/geront/42.suppl_3.24
http://www.aha.org/presscenter/pressrel/2011/110907-pr-camsurvey.pdf
http://www.jointcommission.org/assets/1/18/Clarification_of_the_Pain_Management
http://www.jointcommission.org/assets/1/18/Clarification_of_the_Pain_Management
http://doi.org/10.1001/jama.292.23.2880


Pottinger, 194

e1198. http://doi.org/10.1542/peds.2010-1609 

Tsao, J. C. I., Meldrum, M., Bursch, B., Jacob, M. C., Kim, S. C., & Zeltzer, L. K. (2005). 

Treatment expectations for CAM interventions in pediatric chronic pain patients and their 

parents. Evidence-Based Complementary and Alternative Medicine : eCAM, 2(4), 521–7. 

http://doi.org/10.1093/ecam/neh132 

Weeks, J. (2015). The Joint Commission Moves Integrative Approach Ahead of Pharmaceuticals 

for Pain Management … plus more. Integrative Medicine (Encinitas, Calif.), 14(2), 14–6. 

Retrieved from http://www.ncbi.nlm.nih.gov/pubmed/26770134 

Wheeldon, J., & Faubert, J. (2009). Framing Experience: Concept Maps, Mind Maps, and 

Data Collection in Qualitative Research. International Journal of Qualitative Methods, 

8(3). Retrieved from 

http://journals.sagepub.com/doi/pdf/10.1177/160940690900800307 

Whitehead, T. (2002). Introduction to Ethnographic Assessment & Evaluation Systems 

(Ethnographic Assessment & Evaluation Systems (EAES) Working Paper Series No. 2). 

College Park, Maryland. Retrieved from 

http://www.cusag.umd.edu/documents/workingpapers/introEAES.pdf 

Wong-Baker FACES® Pain Rating Scale. (2016). 

World Health Organization (WHO). (1995). The World Health Organization Quality of Life 

assessment (WHOQOL): position paper from the World Health Organization. Social 

Sciences & Medicine, 41(10), 1403–9. 

Zuzak, T. J., Boňková, J., Careddu, D., Garami, M., Hadjipanayis, A., Jazbec, J., … Längler, A. 

(2013). Use of complementary and alternative medicine by children in Europe: published 

data and expert perspectives. Complementary Therapies in Medicine, 21 Suppl 1, S34-47. 

http://doi.org/10.1016/j.ctim.2012.01.001 

http://doi.org/10.1542/peds.2010-1609
http://www.ncbi.nlm.nih.gov/pubmed/26770134
http://www.cusag.umd.edu/documents/workingpapers/introEAES.pdf
http://doi.org/10.1016/j.ctim.2012.01.001



